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SUMMARY 

The Secretariat ofthe Western Pacific Region ofWHO, in line with Regional Committee 
resolution (WPRIRC59.R4), has drafted a regional strategy for strengthening health systems, 
based on the guiding principles and core values of primary health care. The draft was developed 
from information from a series of meetings on primary health care (PH C) renewal held in 2007 
and 2008, resolutions from the Executive Board and World Health Assembly, the World Health 
Report 2008 Primary Health Care- Now More Than Ever, existing WHO and Western Pacific 
Region strategies and documents, and two expert consultations held in Manila in August 2008 
and April 2009. This draft has been through a process of consultation with all Member States. A 
meeting of the Senior Steering Group (SSG) was held in Manila from 23 to 25 February to guide 
the Secretariat in synthesizing the information collected during the consultation process and 
refining the regional strategy for a smaller second round of consultations. The draft strategy must 
be ready for presentation at a high-level meeting in June 2010 and the sixty-first session of the 
Regional Committee in September 2010. 

The SSG advised on size, purpose and content of the strategy. The audience would include 
high-level politicians, policy-makers, senior and national-level managers and donors, not only in 
health but also other sectors. It is important that the document be a short advocacy tool providing 
high-level guidance (not guidelines). 

The SSG encouraged the Secretariat to find a more inspirational and punchy vision and to 
more strongly link the principles and values ofPHC to each of the health system building blocks. 
It was also suggested to add a section on "how to make it work". This could have several foci 
including: (1) operational management of resources and service delivery as the "glue" for the six 
health system building blocks; (2) an explanation of suggested indictors and how they could be 
used to measure PHC and health systems strengthening (HSS) effectiveness; and (3) ways the 
new Asia Pacific Observatory on Health could assist countries. 

The detailed guidance provided by the SSG on each section and subsection of the 
document will be used in redrafting the regional strategy. 

The SSG suggested that the high-level meeting should be held during the week of21 June 
to review the next version of the strategy before the Regional Committee meeting. The meeting 
should target the level below ministers of health and should also invite representatives of 
significant multilateral and bilateral organizations. The SSG tentatively agreed to 24-25 June 
2010 as the meeting dates, and confrrmed that they were available to comment on the next draft 
of the strategy prior to the meeting. 





1. INTRODUCTION 

The WHO Regional Committee for the Western Pacific in September 2008 passed a 
resolution (WPRIRC59.R4) requesting the Regional Director "to develop, through a process of 
consultation with Member States, a regional strategy for strengthening health systems, based 
on the guiding principles and core values of primary health care ... and present this Strategy in 
a high-level meeting in 2010 as well as the Regional Committee in 2010". 

A draft strategy was prepared based on the outcomes of a series of meetings on primary 
health care (PHC) renewal held in 2007 and 2008, resolutions from the Executive Board and 
World Health Assembly of WHO, the World Health Report 2008 Primary Health Care- Now 
More Than Ever, existing WHO strategies and documents, and two expert consultations held 
in Manila in August 2008 and April2009. Researchers were engaged in each of 13 countries 
and in the Pacific. A questionnaire covering all aspects of the draft strategy was prepared by 
the Health Systems Development (HSD) unit at the WHO Regional Office for the Western 
Pacific and used by the researchers to guide interviews with up to 13 key informants in each 
country. In total, feedback was received from 194 key informants plus another 10 from WHO 
regional advisers and members of the WHO PHC Working Group (PHCWG). Through the 
process of compiling the extensive amount of quantitative and qualitative information, three 
main products were prepared: 

(1) a 46-page matrix of key informants' comments by section of the draft and by 
country; 

(2) a nine-page summary of the above matrix; and 

(3) an Excel table summarizing the results of the key informants' responses to the 
YES/NO questions on each section of the draft. 

These products, along with all the original documents were made available to the Senior 
Steering Group (SSG) and the PHCWG in preparation for the meeting on 23-25 February 
2009. Members of the SSG and PHCWG are listed in Annex 1. 

1.1 Objectives 

The objective of the meeting was to gain guidance from the SSG and PHCWG on 
synthesizing the information collected during the consultation process into an improved 
version of the regional strategy in preparation for a smaller, second round of consultation in 
order to ready the draft strategy for a high-level meeting in June and the sixty-first session of the 
Regional Committee in September 2010. 

1.2 Opening remarks 

The workshop was opened by Dr Hans Troedsson, Director of Programme 
Management, WHO Regional Office, with remarks about the importance of health systems for 
achieving the Millennium Development Goals (MDGs ), and the significance of identifying 
practical ways to merge the concepts of PHC and health systems strengthening. 
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2. PROCEEDINGS 

2.1 Stmcture and purpose ofthe strategy 

There was considerable discussion on the purpose and audience for the strategy and 
therefore its content and length. The SSG recommend the audience to be high-level politicians, 
policy-makers, senior and national-level managers and donors, not only in health but also other 
sectors. It is important that the document be a short advocacy tool providing high-level 
guidance (not guidelines). Countries must be able to translate the strategic framework into 
policy action. Countries must also develop their own strategies and plans at operational level. 

The SSG emphasized that the document needs to be clear on why it is needed in 
addition to the World Health Report 2008, and what makes it specific to the Western Pacific 
Region. The name of the document should change to reflect the Regional Committee 
resolution. 

Sections 1, 4 and 5 could be merged to make a strong case for countries having this type 
of strategy, and an additional section could be added to explain how to make it work- the 
latter would include a focus on operational management of resources and service delivery as 
the "glue" for the six health system building blocks. 

A few vignettes or boxes should be added throughout the document to highlight and 
further explain some key points. 

2.2 Section 1 : Rationale for a regional strategy 

The strategy needs to remain valid and relevant for about a decade. This section should 
strongly make the case for why countries need to strengthen their systems based on the 
principles and values of PHC, and why this document different and special, relevant to all 
countries in the region. It should include evidence on current frailties of country health 
systems (not naming countries). It should explain the ways in which the WHO Regional Office 
is thinking differently from, or further than, Headquarters. Challenges suggested to note 
include: global politics, global health initiatives, long-term impact oftherecent fmancial crisis, 
food security, population growth, aging population and urban migration. 

2.3 Sections 2 and 3: Vision and goals 

In line with many comments from the countries, the SSG felt that the vision lacked 
inspiration and was too narrow, i.e. focusing on universal coverage and not explicitly including 
prevention, promotion and other sectors. Some off-the-cuff suggestions (though no consensus) 
included: 

• Health for all through strong health systems 

• Health for all, now more than ever 

• Working together to enhance quality of life. 

It was generally felt that the very last paragraph of the current draft document could be 
bought forward to help explain the vision - its language is appropriate and it clearly relates to 
the Region. The explanation of the vision should: 
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• alert the reader to the type of thinking the document will provide; 

• for coherence, include some of the terms that will be used throughout the document; 
and 

• make the link between good governance, health systems, PHC and health for all. 

All the goals were accepted though "responsiveness" was the least understood and 
requires further explanation with relevant examples. The concept of "sustainability" could be 
explicitly added to the goal of "efficiency". Potential and inevitable tensions between goals 
could be more fully discussed with examples of impact on the system and how having a 
national strategy with agreed values and principles can help decision-making in resolving such 
tensions. 

2.4 Section 4: Primary health care renewal 

This section should be merged with the rationale section. It was felt that the historical 
perspectives leading to the present recognition of the interconnectedness of health systems and 
PHC should be briefly acknowledged, but that diagrams from other WHO documents that are 
used in the strategy should be either fully explained or removed. It was suggested that: 

• the chart with a comparison between earlier (mls)conceptions ofPHC and the 
renewed approach should be removed; 

• the PHC puzzle diagram could be moved to a later section in the document, but fully 
explained; 

• the health system diagram should be kept before or at the beginning of chapter 7. 

There was considerable discussion on how to link the PHC puzzle diagram with the 
diagram on the health system building blocks. It was suggested that the four PHC puzzle 
pieces are for policy guidance in support of having the six health systems building blocks 
functioning better at the operational level. It is important to note that leadership/governance in 
PHC reforms are broader (across more sectors) than leadership in health systems. It was also 
noted that the term "reform" may invite some resistance depending on local interpretations. 

It was agreed that the document should clearly explain what PHC means in terms of 
health systems, and to distinguish it from primary care, but not to attempt a definitive 
definition. Instead, the scope ofPHC (from preventive/promotive to tertiary and palliative) 
should be explained. More evidence should be provided for stating that health systems based 
on the values and principles ofPHC give good value for money. In all parts of section 7, the 
links to PHC should be clear. 

2.5 Section 5: Global and regional public health challenges 

This section should also to be merged with the rationale section. Focus should be on 
regional challenges and why it is important for health systems to look at all aspects of health, 
and for all of government to be involved- health in all policies. Many suggestions were 
provided as to other challenges that could be included, for example: countries lagging behind 
in achieving the Millennium Development Goals (MDGs), aid harmonization, lack of equity in 
the Region, demographic transition (ageing and for some countries population growth) and 
epidemiologic transition (increase of noncommunicable diseases), expansion of private the 
sector in health, changing employment patterns. 
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3. HEALTH SYSTEM BUILDING BLOCKS 

It was agreed that the diagram of the health system building blocks could stay in the 
document even if it's not perfect. The most important thing is to be clear on how PHC fits in
not only in the diagram, but in all parts of section 7. The SSG also advised that each part of 
section 7 to have a similar structure, tone and consistency in use of terms. Each subsection 
should include possible indicators, but not targets (unless targets are already in existing 
regional strategies), and link to countries' national health plans. The first part of each 
subsection should outline what a country should be trying to achieve in terms ofHSS and 
PHC, and then outline the principles for achieving it. 

3.1 Whole of system approach 

The new understanding ofPHC needs to be brought in here- all system building blocks 
and all health programmes. Examples of inter-connectedness between building blocks can be 
given in each section to emphasize the need for a whole system approach. 

3.2 Service delivery 

This subsection needs to be structured more similarly to other parts of section 7. The 
terms used must be consistent. 

It was felt that the model presented was too prescriptive, and that the paragraph on 
"management" was insufficient. More service delivery model options could be provided- also 
less focus on clinical and more on prevention and promotion. It may be better to emphasize 
some of the desirable characteristics of a service delivery model in a generic way and let 
countries decide how to implement it, for example: trained front-line health workers, gate
keeping role, continuity of care and team approach. Teams are not only clinical teams, but also 
in public health, and across sectors. 

Traditional medicine needs to be included in a way that it does not appear to be an after 
thought- and placed in the context of the Region, for example: in the background/rationale, 
and the scope of PHC, its impact on health fmancing and the importance of regulation. 

There could be more on regulation in relation to "quality and patient safety". There 
could be more guidance on what to include in a service delivery package to start with and later 
expand on. The package should not only focus on clinical aspects, but also include health 
promotion and prevention. It needs to be done in a manner that countries can interpret it to fit 
their context. 

The subsection on service delivery should emphasize an integrated approach including 
vertical programmes; it should refer to public-private mix and aid effectiveness with donors 
complying with regional and national policies and strategies. 

The paragraph on infrastructure (referring to hardware and software- not just buildings) 
could include cost-effectiveness of design and resilience to climate change. 
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3.3 Health workforce 

There is a need to recognize the complexities of long-term workforce planning and the 
importance of working with other sectors- education, planning, fmance, etc. -on issues such 
as education, salary and incentives, market forces, status and recognition, and career paths. 
There should be more on: 

(1) other groups of health workers and operational managers; 

(2) production of the health workforce and government oversight; 

(3) fmancing and budget issues for the health workforce; 

(4) avoiding professional isolation in remote or "undesirable" areas; 

(5) coordinating in-service education- not be used as a salary supplement; 

( 6) ethical recruitment of international workforce (refer to the Code of Conduct on 
Migration); and 

(7) maintaining a rural/peripheral workforce- how best to use incentives (refer to 
the global recommendations). 

The ratio of doctors to nurses depends on what they actually do, the cost-effectiveness 
of training them and how they are used in the system. 

3.4 Information and evidence for decision-making 

This subsection is not strong as there is no supporting regional strategy. It needs to give 
stronger recommendations. Collecting data from a range of sources, including the private 
sector, should be mentioned. The consequence of duplicative reporting systems should be 
explained - perhaps as a regional health system challenge. 

"Research" should be a separate sub-heading as the skills and alliances are different. 

The importance of independence in health system performance assessment should be 
emphasized. 

3.5 Medical products and technologies 

This subsection needs to be more inclusive of other forms of technology, should link to 
the national health plans and should be more clearly related to PHC. The scope of medical 
technology should be described, and decisions on their introduction should be linked to the 
principles and values of PHC and the goals of the health system. The SSG suggested using the 
term "economic evaluation" rather than "cost-effectiveness analysis". Examples of technology 
introduction impacting across the whole health system should be given. 

It needs to be mentioned that the current regional strategy is being updated. 

3.6 Financing and social protection 

In this subsection, the text on generating revenue is very weak. This subsection is more 
specific than others, but the text does not adequately explain why the proposed indicators and 
targets are so important (e.g. why it is important to have low out-of-pocket expenditure). 
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Several members of the SSG did not think the targets were appropriate for all countries. There 
is a need to link more closely to PHC - with more on fmancing of non-personal and public 
health services- and more on allocative efficiency. 

The subsection should cover the following: the challenge of managing funding from 
different sources with different time frames, objectives and requirements; National Health 
Accounts (NHA) and consistency of financing with NHA; and issues of sustainability. 

3.7 Leadership and governance 

It was felt that this part could go first in section 7 as it includes health policy and 
planning, which, along with other aspects ofleadership and governance, influence all the other 
building blocks. There is a need to focus more on health leadership and governance (not only 
cross-sectoral) and link more strongly to PHC principles and values. The subsection should 
discuss tools of leadership, for example: strategic planning, legislature, partnerships, funding, 
dialogue and negotiation. Language should be suitable to the audience. It needs to be 
acknowledged that neither wholly public- nor wholly market-driven health systems are 
satisfactory, and that a suitable mix is required- the private sector is an important partner in 
health and government has responsibility for oversight. 

More text is needed on aid coordination (the Paris Declaration and Accra Agenda for 
Action are critical for both donors and recipient countries), sector-wide approaches, and the 
influence of global health partnerships and initiatives (e.g. IHP, GFATM) on government 
planning, prioritization and resource allocations and the importance of the countries' leadership 
to deal with them. 

Decentralization imposes special challenges on health and requires strong and 
empowered managers. Clarification needs to be made on the distinctions between management 
and governance, and different levels of management. Operational management will be covered 
in a new section of the strategy on "making it work". 

There needs to be an explanation on suggested indictors and how they would be used -
how to measure PHC and HSS effectiveness- and importance of consistency and monitoring 
trends over time within a country. 

4. CONCLUSIONS 

(1) The Regional Strategy on Health Systems Strengthening and Primary Health Care needs 
to be an inspiring call to action for WHO and Member States. 

(2) The SSG suggested that the high-level meeting should be held during the week of21 
June to review the next version of the strategy before the Regional Committee meeting. The 
meeting should target the level below ministers of health and should also invite representatives 
of significant multilateral and bilateral organizations. The SSG tentatively agreed to 24-25 
June 2010 as the meeting dates, and confirmed that they are available to comment on the next 
draft of the strategy prior to the meeting. 
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Executive Summary 

The Constitution of WHO states that "the enjoyment ofthe highest attainable standard 
of health is one of the fundamental rights of every human being ... ". Certain core 
values underpin efficient and effective health care systems. These values have been 
articulated in the Alma-Ata Resolution on Primary Health Care since 1978 and 
include equity, social justice, universality, people-centredness, community protection, 
scientific soundness, self-determination, and self-reliance. Health systems that are 
built on the principles of Primary Health Care (PHC) have tended to achieve better 
health and better value for the money invested in health. Although there are wide 
variations in political, social, and health systems around the world and the Western 
Pacific Region (WPR), there is an increasing body of evidence that certain core 
principles lead to more effective and efficient health care systems. Clear evidence 
based statements concerning international norms for health systems can help national 
leaders navigate among various competing interests in the health sector. Such 
guidance may help national decision makers stay on course while overseeing the 
design and implementation of optimally effective and efficient health systems. 

The vision for health systems within the Western Pacific Region of WHO is universal 
coverage by quality health services for improved health outcomes. 

The goals or desired outcomes ofhealth systems are: 

(1) improved health, both absolute level and equity, 
(2) social and financial risk protection, 
(3) responsiveness to people, and 
(4) efficiency. 

Primary health care oriented systems are more effective and more efficient in meeting 
these goals. 

A process of renewal of primary health care is occurring world wide. It has been 
articulated in the World Health Report 2008-Primary Health Care, Now More than 
Ever. The report identifies four areas of reform for PHC implementation. They are: 

(1) universal coverage reforms to improve health equity, 
(2) service delivery reforms to make health systems people-centred, 
(3) leadership reforms to make authorities more reliable, and 
( 4) public policy reforms to promote and protect the health of communities. 

The reforms emphasize the importance of people and community and they place PHC 
in a position to respond to both old and new global public health challenges. 

WHO defines a health system as "all organizations, people and actions whose primary 
intent is to promote, restore or maintain health". Health systems need to be 
understood using a 'whole of system' approach. Individual parts of a health system 
should neither be overemphasized nor neglected. Ideally all parts are in balance. It is 
useful to look at the health system using one of several analytic frameworks available 
which break a health system into component parts, but always aware that a health 
system is a holistic, complex system. One part cannot be separated from others. For 
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the purpose of this regional strategy the analytic framework used is from Everybody's 
Business- Strengthening Health Systems to Improve Health Outcomes which 
employs a structure of six building blocks leading to the four desired outcomes of a 
health system. Key issues in each of the six building blocks include: 

Service delivery - definition of service delivery model, management, 
integrated service delivery packages, quality/patient safety, and infrastructure. 

Health workforce -preparing the workforce, enhancing performance, and 
managing migration and attrition. 

Information -national strategic planning, utilization, avoiding duplication, 
sufficient disaggregation, monitoring of health system performance, research 
to meet the needs of the nation, and appropriate use of inform~tion tecbnol9gY. 

Medical products and technologies -rational selection, rational use, affordable 
pricing, sustainable financing, assuring access, coherent supply and 
management, quality assurance, building capacity, improving safety, and 
supporting research. 

Financing and social protection - increasing investment and public spending, 
aid effectiveness, efficiency, pre-payment and risk-pooling, provider payment 
methods, safety-nets for the vulnerable, evidence for policy making, and 
monitoring and evaluation. 

Leadership and governance - policy frameworks and health planning, 
managing the health sector, accountability and transparency, generating and 
interpreting information, building coalitions outside the health sector, and aid 
effectiveness. 

Robust health systems based on the values of primary health care are the most 
efficient and effective way for health systems to contribute to improved health 
outcomes and equitable health outcomes. 

Each Member State in the WPR commits itself to the development of a health system 
based on the values of primary health care. Each Member State must determine its 
own path towards achievement of that vision. 

The World Health Organization commits itself to providing technical cooperation as 
requested and within its capacity to facilitate reaching that vision. 

The people of the Western Pacific Region have a right to live out their lives in the 
highest state of health possible. The Member States of the Western Pacific Region 
make a commitment to the progressive realization of that ideal. 
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1. Rationale for a regional strategy 

a. Global background 

The Constitution of WHO states that "the enjoyment of the highest attainable standard 
of health is one of the fundamental rights of every human being without distinction of 
race, religion, political belief, economic or social condition". 1 Defining the 
characteristics of a health system that enables the progressive realization of the right 
to health is useful if that right is to be progressively realized. 

The goals of a health system are most efficiently and effectively achieved if that 
health care system is built on core values. The core values of an efficient and 
effective health care system include equity, social justice, universality, people
centeredness, community protection, scientific soundness, self-determination, and 
self-reliance. These values have been a consistent part of the primary health care 
agenda since the Alma-Ata Resolution on Primary Health Care was issued in 1978? 

The details of delivery and financing are determined according to the socioeconomic 
and political realities prevailing in individual settings. Governments do not have to be 
solely responsible for the delivery or the financing of health systems. This is often a 
function of various combinations and types of private, non-state, and government 
providers. However, governments do have a responsibility for oversight or 
stewardship ofthe health sector, even when government is not the main service 
provider. 

b. Regional context 

The Member States of the Western Pacific Region (WPR) of the World Health 
Organization are diverse. They range from the nation with the largest population in 
the United Nations to the one with the smallest. Member States encompass 
continental land masses and small, widely dispersed coral atolls. There is a wide 
variation in the level of socioeconomic development. The political systems are also 
diverse. The WPR includes highly urbanized nations as well as predominantly rural 
nations that are sparsely populated. There are also wide variations in health outcomes. 
The WPR includes Member States with the longest life expectancies in the world, but 
also has Member States where life expectancy is in the 50's and both child and 
maternal mortality are unacceptably high and in some cases deteriorating. 

Health systems throughout the region are under stress. They must respond to a 
rapidly changing world. New challenges are occurring, often while older challenges 
remain unresolved. In some countries, accelerating cost inflation is a major problem. 
In others, service coverage is not yet universal. In some, universality is under threat 
due to increasing reliance on user charges. At the same time, there are concerns about 

1 World Health Organization. Constitution. 1946. Available at 
http://www. who.int/ govemance/eb/who _constitution_ en.pdf 
2 Declaration of Alma-Ata.Jnternational Conference on Primary Health Care. Alma-Ata, USSR, 6-12 
September 1978. Available at http://www.who.int/hpr/NPH/docs/declaration_almaata.pdf 
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a loss of confidence in health systems.3 Technology and specialization have 
contributed to improvements in health. At the same time excessive, and sometimes 
inappropriate, reliance on technology and specialization is fuelling cost inflation, 
undermining the continuity of care, creating risks to patient safety, and making health 
systems less 
people-centred. A good and robust health service is appropriate, affordable, 
acceptable and accessible. In many settings, these characteristics are under threat. 

Even though the health systems and the challenges they face vary greatly, there are 
shared challenges, values and aspirations. A few of the challenges that are common to 
much of the region include poorly regulated marketization of the health sector with 
excessive reliance on user fees to finance health systems; migration, both internal and 
external; the need to better harmonize traditional and western systems of medicine; an 
over-reliance on technology and specialization with relative neglect of primary care; 
and rapid demographic, political, and economic changes with resulting effects on the 
social and environmental determinants of health. A desire for improved population 
health is the key shared value. To maximize improvements in health, robust health 
systems must provide the right services in the right places to all who need them. An 
ever increasing body of evidence that defines the characteristics of a robust health 
system is available. Core values should determine the organizing principles of all 
health systems. Ifth9se organizing principles are adhered to, then health systems are 
more likely to contribute to maximizing the health benefit achieved with the resources 
available. 

c. Mandate for a regional strategy 

Decisions about health systems are primarily made within nations, although 
globalization and external funding has led to some exceptions. In the national health 
policy making process, there are always competing interests and multiple stakeholders, 
often with agendas that are narrower than the broader common good. Clear 
statements on international norms and standards about health systems can play a role 
in influencing national decision making. Clear health policy norms may help national 
decision makers navigate among the competing interests and stay on course as 
political winds shift. Defining long term goals and aspirations is crucial because the 
building of a robust health system is a long term undertaking. 

The Regional Committee of the Western Pacific Region of WHO in September 2008 
instructed WPRO 'to develop, through a process of consultation with Member States, 
a regional strategy for strengthening health systems, based on the guiding principles 
and core values of primary health care ... ".4 This strategy is the result of that process.5 

3 World Health Organization. People at the centre of health care: harmonizing mind and body, people 
and systems. Geneva, World Health Organization, 2007. Available at 
http://www.wpro.who.int/NR/rdonlyres/C82BFOOA-DF76-4174-A8F9-
F68E41713 8C7 /0/PEOPLEA TTHECENTREOFHEALTHCAREPopularBook.pdf 
4 Western Pacific Region of World Health Organization Resolution WPR/RC59.R4- Available at 
http://www.wpro.who.int/NR/rdonlyres/B46D4002-B16D-420A-A9E8-
CE930E65E7BD/OIWPRRC59R4.pdf 
5 See Annex X to describe process. 
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2. Vision statement 

Universal coverage by quality health services for improved health outcomes is the 
shared vision ofthe Western Pacific Region of WHO. 

Health care systems that are organized following the principles of primary health care 
do better at achieving universal eoverage, improving hf:lllth cmtr.()mf:s, 11ncl e;f:ttine; 
good value for the money invested in health systems. It is the intent of the Western 
Pacific Region to foster such systems. 

3. Goals of a health system 

The goals of a health system determine its functions. The four goals of a health 
system are: 

1. Health- both absolute level and equity across socioeconomic groups 
2. Social and financial risk protection 
3. Responsiveness/People-centredness 
4. Efficiency6 7 

Improving population health is the overarching goal. Ideally health status is measured 
over the entire population and across different social and economic groups. Good 
health systems strive for equity in health. Disparities in health are ideally minimized 
to the level determined by biology. Sources of inequitable disparity in health in 
different settings may include income, ethnicity, occupation, gender, location, and 
sexual orientation, among others. There are significant variations in health outcomes 
across the world, within the region, and within countries. This disparity occurs even 
among countries of relatively similar socioeconomic status. The manner in which 
health systems are organized contributes to this variation. Disparities are most 
effectively reduced when they are recognized and their minimization is an explicit 
national goal. 

There are additional goals beyond health for a health system that relate more 
indirectly to health and health outcomes. 

An exemplary health system will provide social protection and be fairly financed. 
Simply stated, paying for health care should not impoverish individuals or families. 
That being said, all health systems must be financed. The issue is whether that 
financing is adequate and fair. A fairly financed health system, as defined in The 
World Health Report 2000 Health Systems: Improving Performance, is one that does 
not deter individuals from receiving needed care due to payments required at the time 
of service and one where each individual pays approximately the same percentage of 
their income for needed services. 8 A health financing system that deters people from 

6 World Health Organization. Everybody's business: strengthening health systems to improve health 
outcomes. WHO'sframeworkfor action. Geneva, World Health Organization, 2007. Available at 
http:/ /who .int/healthsystems/ strategy I everybodys _business. pdf 
7 World Health Organization. The world health report 2000. Health systems: improving performance. 
Geneva, World Health Organization, 2000. Available at 
http://www. who.int/whr/2000/en/whrOO _ en.pdf 
8 Ibid. 
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seeking needed services or impoverishes individuals and families will worsen health 
outcomes. Adequate financing is crucial. If the absolute level of resources is too low, 
it is impossible to have an equitable or effective health system. 

Responsiveness/people-centredness is the concept that the health system provides 
services in the manner that people want or desire. It embodies values such as treating 
people respectfully, humanely, and without discrimination. Health systems have an 
obligation to respond to the non-health desires and expectations of tht: vuvulatiuu. 
Responsive health systems maximize peoples' autonomy and personal control, placing 
them at the centre of the health care system. 

Efficiency is also a desired outcome of a health system. People and populations have 
an expectation of receiving value for the money they and their society invest in the 
health system. There are large variations in health costs across the world and the 
region, even among countries with similar socioeconomic status and similar health 
outcomes. Much of the variation can be attributed to the efficiency of health systems. 
Those countries that are able to organize their health systems efficiently get more 
value for the funds they expend. In a resource constrained world, spending limited 
resources wisely leads to improved health outcomes. Primary health care oriented 
health systems have been shown to provide good value for money.9 10 

4. Primary health care renewal 

Primary Health Care (PHC) has been an organizing principle for many health systems 
around the world and within the WPR. It has contributed greatly to improving health 
outcomes, even if there is still much to be accomplished. The original Alma-Ata 
Declaration on Primary Health Care was issued in 1978. Implementation has been 
imperfect and the ambitious goal of 'Health for All' by the year 2000 has not been 
fully achieved. However, the consensus is that those countries that have organized 
their health system on PHC principles have achieved better health outcomes in 
relation to the funds expended and that the goals and values of PHC are as valid as 
they were in 1978Y This does not mean that the PHC concept has remained 
unchanged. There is a constant need for adaptation to changing circumstances. 
Examples of such changing circumstances include globalization, climate change, the 
demographic transition, commercialization, urbanization, technologic advance, and 
newly emerging or re-emerging infectious diseases, to name just a few. 

Thirty years after the original Alma-Ata declaration, a process ofPHC renewal has 
been initiated. A series of meetings around the world helped define the PHC renewal 
process. The work of two major commissions, the Commission on Macroeconomics 
and Health and the Commission on the Social Determinants of Health have added 
further definition to the health challenges of the 21st century. 12 13 In October 2008, on 

9 Starfield B., Shi L. , Macinko J. Contribution of primary care to health systems and health. The 
Milbank Quarterly, 2005; 83(3): 457-502. 
10 World Health Organization. The world health report 2008. Primary health care: now more than ever. 
Geneva, World Health Organization, 2008. Available at http://www.who.int/whr/2008/whr08_en.pdf 
11 Starfield B., Shi L., Macinko J. Op cit. 
12 Commission on Marcroeconomics and Health. Macroeconomics and health: investing in health for 
economic development. Geneva, World Health Organization, 2001. Available at 
http:/ /whqlibdoc. who.int/publications/200 1/924154550X.pdf 
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the 30th anniversary of the original Alma-Ata declaration, The World Health Report 
2008: Primary Health Care, Now More than Ever was launched and the PHC renewal 
process was affirmed. The following table depicts some of the changes in focus from 
1978 to 2008. 

(MIS)CONCEPTION OF ORIGINAL PHC AND NOW PHC RENEWAL 

What looks different? 
Early attempts at PHC 

Basic package/rural poor 

Mother and child focus 

Acute, infectious, diseases 

Healthy local environment 

Scarcity and downsizing 

Current concerns of PHC Reforms 

Universal access/coverage 

All groups-esp. disadvantaged 

Risks, illness thro' life course 

Healthy global and local env. 

Growth to universal coverage 

Government, top-down services Public/private/mixed health systems 

Bilateral aid, tech assistance 

First level care, not hospitals 

PHC is poor care for the poor 

Global solidarity, joint learning 

Continuum of care, across lifetime 

PHC value for money/not cheap 

PHC is driven by a set of social values. The World Health Report 2008 describes four 
areas of health sector reform to be addressed to achieve the health system goals of 
PHC oriented health systems. These areas of reform are (1) universal coverage 
reforms to improve health equity, (2) service delivery reforms to make health systems 
people-centred, (3) leadership reforms to make health authorities more reliable, and (4) 
public policy reforms to promote and protect the health of communities. People and 
their participation remain at the centre of primary health care reforms. 
Implementation of primary health care principles will always be imperfect and always 
need adjustment. However, where health systems have been organized along PHC 
principles, societies have obtained better health and better value from their 
investments in health. A visual depiction of the four policy reforms to refocus health 
systems on Primary Health Care follows. 14 

13 Commission on Social Determinants of Health. Closing the gap in a generation: health equity 
through action on the social determinants of health. Final report of the Commision on Social 
Determinants of Health. Geneva, World Health Organization, 2008. Available at 
hrtp://whqlibdoc.who.int/publications/2008/9789241563703 _eng. pdf 
14 World Health Organization. The world health report 2008. Primary health care: now more than ever. Op 
cit. 
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POLICY DIRECTIONS TO REFOCUS HEALTH SYSTEMS ON PHC 

5. Global and regional public health challenges 

With goals of: 
better health, 
less disease, 
greater equity, 
and better 
performing 
health systems. 

There are many challenges, both new and old, in the global health environment. An 
obvious challenge is achieving the Millennium Development Goals (MDGs). Five of 
the eight MDGs relate either directly or indirectly to health. If the MDGs are to be 
reached by 2015 the performance of health systems in many countries will need to 
improve. Particularly, the MDGs related to maternal mortality and child mortality are 
at greatest risk of not being achieved. 15 

There are other forces in the global health environment. Globalization of trade and 
services is having an effect on health systems. Health workers are mobile, which is 
both a weakness and a strength for some systems and there is a looming global crisis 
from insufficient health workers. 16 17 Patients are increasingly mobile and medical 
tourism has far reaching implications for health systems. If managed properly, trade 
can increase access to essential services and protect intellectual property. Improperly 
managed, the reverse is true. 

Climate change is having profound effects, including effects on the health sector. To 
adjust to climate change, health systems will need to become more resilient to disaster, 
adapt to changing disease patterns, and seek alternative ways of providing services 

15 Office of Prime Minister ofNorway. 2009 Report on the Global Campaign for Health MDG's. Oslo, 
2009. Available at 
http://www. who.int/pmnch/topics/mdgs/20090615 _glhealthcampaignrep/en/index.html 
16 World Health Organization. The world health report 2006. Working together for health. Geneva, 
World Health Organization, 2006. Available at http://www.who.int/whr/2006/whr06_en.pdf 
17 OECD Health Policy Studies. The Looming Crisis in the health workforce: how can OECD countries 
respond? OECD Publishing, 2008: 9-11. Available at 
http://www. who .intlhrh/migration/looming_ crisis_ health_ workforce. pdf 

Draft PH C HS S Strategy Ver 1. 9 - Not for citation 21 



-22-

that are less dependent on energy consumption for reasons of cost containment and 
carbon footprint reduction. 

In many parts of the region, increased marketization and commercialization of health 
services has introduced new types of stakeholders and increased their influence, 
sometimes to the detriment of the public good, but also sometimes to the public's 
benefit. The poor are particularly vulnerable to exclusion and/or further 
impoverishment when health systems rely on unregulated private practice. Reality 
does not allow private forces to be dismissed out of hand. However, neither should 
the private sector be allowed to operate without supervision and regulation. The 
public good requires that the private sector be managed and integrated in a 
constructive way into the health care system to contribute to improved health 
outcomes. 

Changes are constantly occurring in the global health architecture of international 
assistance. There are new and different partners, such as global health initiatives and 
private foundations, that have contributed greatly. There is also increasing 
recognition that many problems require solutions that must be implemented across 
borders. The proliferation of new partners in the health sector on the whole has been 
beneficial although it has increased the risk of fragmentation. The proliferation of 
new partners makes it even more important that each nation have its own vision, 
policy and plan for the health sector, a plan based on a core set of values. 

6. A whole of system approach 

WHO defines a health system as "all organizations, people and actions whose primary 
intent is to promote, restore or maintain health". Good health services are further 
defined as those which "deliver effective, safe, quality personal and non-personal 
interventions to those who need them, when and where needed , with minimum waste 
ofresources". 18 

Health systems are complex. It is sometimes useful to break a health system into its 
component parts or functions for the sake of analysis. This can lead to identification 
of bottlenecks and areas where interventions can lead to improvement. However, for 
the system to function optimally, all parts must be working. It may be that the 
weakest part of the system actually determines the outputs from that system. 

WHO has defined a single framework with six building blocks that can be used as a 
tool for analysis of a health system. Other schema with somewhat different groupings 
can be used. 19 20 The point is not to concentrate only on the individual blocks and it is 
not that there is one correct schema for a health system. No building block is of 
greater or lesser importance. An adequate analysis of a health system encompasses 

18 World Health Organization. Everybody's business: strengthening health systems to improve health 
outcomes. WHO's framework for action. Op cit 
19 Roberts M., et al. Behavior. Getting health reform right: a guide to improving performance and 
equity. Oxford University Press, Inc., 2008:281-305. 
20 World Health Organization Maximizing Positive Synergies Collaborative Group. An assessment of 
interactions between global health initiatives and country health systems. The Lancet, 2009, 373(9681): 
2137-2169. 
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the entire health system to the extent possible. Actions to be taken must be evaluated 
for their potential effects on the functioning of the entire system and ultimately for 
their effect on health outcomes. 

THE WHO HEALTH SYSTEMS FRAMEWORK 

System building blocks 

Service delivery 

Health workforce 

Information 

Medical products, technologies 

Health financing 

Leadership I governance 

Access 
Coveraqe 

Quality 
Safetv 

Goals/outcomes 

Improved health 
(level and equity) 

Responsiveness 

Financial risk protection 

Improved efficiency 

There is often a strategic tension between different approaches within health systems. 
Examples of potential tensions are the relative emphasis on specialized services 
versus generalist services, the degree to which referrals are managed to encourage 
rational care versus freedom of choice of providers, or the allocation of resources 
between public, preventive health and personal, curative care. Defining core values 
helps resolve or minimize these tensions. 

Health systems are complex, adaptive systems that respond to stimuli in many 
different and inherently unpredictable ways.21 Complex, adaptive systems are 
governed by a few core underlying rules which then lead to ordered and structured 
behaviour. Complex systems are difficult to manage through detailed planning. It is 
not possible or desirable to define every contingency. Because health systems are 
complex, defining their core underlying principles is particularly important, as this 
establishes the rules by which the health system will adapt to an ever changing 
environment. A health strategy can provide guidance on a set of underlying rules and 
principles. 

A well functioning health system is able to support a continuum of care throughout 
the entire life cycle. Interventions are focused on how they contribute to improved 
health outcomes using the best and most feasible scientific methods available. 
Services must be designed, implemented, and assessed from the perspective of the 
user of services. No matter what scheme is used to analyse health systems, people 
must remain at the centre. The framework is meant to ensure that dynamic 

21 Pisek, P. Redesigning health care with insights from the science of complex adaptive systems. In: 
Committee on Quality of Health Care in America, Institute of Medicine. Crossing the quality chasm: a 
new health system for the 21'1 century. Washington, D.C., National Academy Press, 2001: 309-317. 
Available at http ://www.peacehealth.org/apps/p2/document!DocumentDisplay.asp?DocumentiD=42 
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interactions are considered and to minimize the risk of neglecting important parts of 
the system during any analysis. 

7. Characteristics of a robust health system based on PHC 
principles 

A robust health system provides the right services, both personal and population
based, in the right places, at the right times to all ofthose who are in need of those 
services. 

a. Service delivery 

People and their needs are at the centre of a robust health care system. A people
centred service delivery model responds to the medical and epidemiological needs of 
people, but also to their legitimate expectations. What people want and expect from 
their health care system is important. 

Service Delivery Model 

Each Member State has a responsibility to define, either implicitly or explicitly, its 
desired service delivery model for both personal and population-based health services. 
Service delivery models will vary depending on the setting and prior national 
experience. However, those societies that have developed a strong primary health 
care model have tended to generate superior health outcomes at lower cost. 

Primary health care oriented service delivery provides an easy to negotiate initial 
contact with the system, an ongoing relationship, comprehensive care, continuity of 
care, and care across the entire life cycle. Successful primary care models tend to 
depend on 
multi-disciplinary teams and often have multi-skilled practitioners who can offer 
services across a broad spectrum, including the more social aspects of health care. 
For physicians, family medicine, may be an entry point. Alternative models using a 
combination of other primary specialists, such as pediatricians, obstetricians, and 
physicians/internists, may be considered, but somehow they must relate as a team, 
provide a unified service, and be more than a building that houses multiple specialists 
in one location. Nurses, nurse practitioners, medical assistants, laboratory and 
imaging technicians, social workers and others, depending on the setting, will be both 
members and leaders of primary care teams. In some settings, community health 
workers, either paid or voluntary, may be a significant part ofthis system. 

Each nation will select its own service delivery model for its own situation based on 
its needs, history and preferences. An equitable and proper balance between primary 
care services and secondary and tertiary services must be defined and financially 
supported. The relative balance between state and non-state providers, both private 
and not-for-profit, is a crucial decision. Public health and personal services for 
prevention, promotion, and rehabilitation are part of the service delivery model. The 
tendency in many settings has been to pay lip service to primary care, but to invest in 
secondary and tertiary services. 
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Barriers to access should be analyzed, particularly for vulnerable groups. Barriers to 
access due to gender, ethnicity, socioeconomic status and a range of other issues are 
most effective when explicit strategies to overcome them exist. 

The primary care team will typically be the first and the continuing contact for most 
people. It is important for the primary care team to connect seamlessly to secondary 
and tertiary referral care with two-way communication between primary, secondary 
amlltatiary h:vds. This ~.;urmnuni~.;alion is not automatic and must be designed as a 
required part of the system. Such communication is particularly problematic when 
the management of primary care and referral services is separated, such as when 
primary care is predominantly private and situated in small clinics while hospital care 
is free standing, either public or private. Mobile and remote populations present a 
particular challenge and it is necessary for health care teams to have a means to 
com.rnunicate across different physical settings to provide a continuum of care for 
mobile and remote individuals and communities. 

There is frequently a blurring of the separation between primary, secondary and 
tertiary care, particularly when primary services are weak and referral institutions 
become a point of entry into the health care system. Patients frequently bypass 
primary care provision sites, particularly when those sites are weak. This tends to 
escalate costs and adds to inefficiency. Incentives for both providers and patients to 
follow referral systems, if they are functioning, may be beneficial for the over-all 
efficiency of the system. 

Traditional and complementary medicine (TCM) is a major part of care provision in 
many Member States. TCM practitioners are often the first providers to whom 
patients turn for many complaints. TCM is integrated with allopathic or western 
medicine to varying degrees. There are many potential benefits to free and open 
communication between practitioners of TCM and allopathy such as mutual referral. 
It may be appropriate to include TCM practitioners as part of the primary health care 
team in some settings. Issues such as regulation, accreditation, reimbursement and 
establishing an evidence base for TCM are complicated and require careful 
consideration before integration can be fully achieved?2 

Management 

Management ofhealth services at the operational level is a core function. 
Management does not occur in a vacuum. There must be a national leadership and 
management strengthening framework within which individual managers operate. 
The key elements that must be present for successful management have been 
identified as (1) an adequate number of managers, (2) managers with the appropriate 
skills, (3) an enabling work environment, and (4) a functional support system? It is 
critical that referral and supervisory systems be defined as part of the management 
structure. Training alone rarely resolves managerial problems. 

22 World Health Organization. Regional strategy for traditional medicine in the Western Pacific. 
Manila, World Health Organization, 2002. Available at 
http://www.wpro.who.int/NR/rdonlyres/OAC7E9F7-DF83-4831-98C7-
3554Bl9835B8/0/RS_tradmed.pdf 

23 http://www. wbo.int/management/enl 
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Integrated service delivery packages 

As well as defining the service delivery model, each nation needs to define the 
package of services that is desirable and feasible to be delivered at each level. In a 
centralized system of government financed and provided services, the defined service 
delivery package actually becomes the implementation plan. In highly decentralized 
and privatized systems, the service delivery package serves more as a guideline. 
Huwt:vt:i, the goal should be to ev~ntually tie a quality service delivery package as a 
standard for licensing, accreditation and reimbursement. The over-all resource 
envelope must be considered. Both personal and non-personal services are part of the 
package. The package must address the most pressing health needs that are feasible 
to be tackled in the prevailing circumstances. Mechanisms to adjust the package in a 
timely fashion must be in place. The contents of the package will vary from country 
to country. Cost effectiveness analysis is an important tool for defining an equitable 
service delivery package. 

Quality and patient safety 

Quality and patient safety are crucial. Low quality services at best waste resources 
and at worst cause poorer health outcomes. Unsafe medical care is a major source of 
morbidity and mortality throughout the world?4 Often the emphasis has been on the 
quantity or coverage of services and quality is something added to a system after 
coverage has been achieved. Quality is often perceived as expensive. Both of these 
ideas are misconceptions. One working definition of quality in a health service is "the 
degree to which health services for individuals and populations increases the 
likelihood of desired health outcomes and are consistent with current professional 
knowledge"?5 This concept is relevant to all levels of service and all levels of 
socioeconomic development. 

All health systems have an obligation to incorporate quality improvement and patient 
safety as part of the institutional arrangements and daily routine for their health 
system. Documentation of quality improvement may be incorporated as part of the 
information system. Quality improvement and quality assurance have both a 
voluntary and a mandatory component. Both approaches should be fostered. Robust 
quality improvement may eventually be part of the criteria for licensing, accreditation 
and reimbursement. 

Infrastructure 

Infrastructure development and maintenance is a driving force behind service delivery, 
quality, and cost. Each nation will benefit from clear guidelines on what constitutes 
appropriate, affordable, and feasible infrastructure in their health care system. Those 
guidelines should be applicable to both the public and the private sector. Minimum 
standards appropriate to economic reality need to be defined. Maintenance and 

24 World Health Organization. World alliance for patient safety: progress report 2006-2007. Geneva, 
World Health Organization, 2008. Available at 
http://www. who.int/patientsafety/information _centre/documents/progress _report_ 2006 _ 2007 .pdf 
25 Kohn, T., Corrigan, J., Donaldson, M. To err is human: building a safer health system. Washington, 
D.C., National Academy Press, 2000. Available at 
http://www.nap.edu/openbook.php?isbn=0309068371 
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recurrent costs must be accommodated as part of the infrastructure budget. More 
controversially, standards which guide the introduction of new and expensive 
infrastructure are also desirable, particularly if the financing or maintenance ofthose 
serVices is to come from the pooled funds that finance the health care system. 

b. Health workforce 

Health workers are all people engaged in actions whose primary intent is to protect 
and improve health.26 The health workforce is usually the single largest expenditure 
within a health care system and one of the most important variables in health systems 
performance. Preparing the workforce, enhancing the performance of the workforce, 
and managing migration and attrition within the workforce are tasks that all health 
systems must negotiate successfully?7 

Each member state would benefit from having a coherent, comprehensive, and 
feasible strategy and plan for preparing and managing the health workforce in its 
totality. The strategy would focus on having a workforce suited to the service delivery 
model and service delivery packages that exists in their setting(s) and a workforce 
model that is feasible and affordable. It would consider both the public health 
workforce and the private health workforce where private practice is a significant part 
of the health sector. A long term view of the values and direction of the health system 
is necessary because changes in health workforce numbers and skill mix take years 
and even decades to implement. Major changes in types of cadres or their proportions 
are resource intensive and often disruptive in the short term. Major health workforce 
changes are most likely to be successfully implemented when a clear benefit, linked to 
the long term health sector strategy, is identified. Minimizing the number of major 
workforce changes is desirable. 

Preparing the workforce 

A primary health care oriented health system requires the correct number, mix, and 
quality of health care workers deployed to the appropriate locations. Those workers 
must be able and willing to provide comprehensive and continuous services where the 
need is greatest. A few guiding principles are: 

• Health care workers from underserved populations, such as ethnic minorities 
and rural and remote areas and sometimes females, are frequently 
underrepresented within the health care professions. Training programmes 
often need to be directly targeted to attract students from underserved 
populations. 

• Teamwork is crucial in a PHC oriented health system. Training programmes 
need to foster the ability to work as a member of a team. 

• Training is more appropriate when it is carried out, at least in part, in a setting 
that is similar to where the student will eventually work. Meaningful PHC 
experience for all trainees, even those who become sub-specialists, can be 
beneficial in developing a holistic team approach to health services. 

• Volunteer health workers can be a useful part of a PHC oriented health system. 
This may be even more important in the future with demographic changes and 

26 World Health Organization. Everybody's business: strengthening health systems to improve health 
outcomes. WHO's framework for action. Op cit. Ref3: 16. 
27 World Health Organization. The world health report 2006. Working together for health. Op cit. 
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increased needs for community services. However, volunteer health workers 
must have a clear role in the service delivery model and their training, 
supervision and remuneration, either direct or indirect, must be well planned. 
Poorly planned and managed volunteer programmes consume resources and 
do not contribute to positive health outcomes. 

• The number of health workers trained in each cadre and the number of health 
workers that can be employed needs to be in balance. It is clearly harmful to 
have shortages of health workers. It is also potentially harmful to train more 
health workers than the system can absorb as it is likely to lower the quality of 
training, frustrate families and graduates, and may lead to health care cost 
inflation through supplier induced demand. 

• The ratio of generalist physicians to specialist physicians is an important 
indicator of the ability to deliver PHC oriented services. An excess of 
specialization increases the risk of fragmentation and discontinuity of services, 
tends to favor urban over rural services, and contributes to cost inflation. For 
reasons of status, economic incentives, and unclear career paths, many 
countries have trained an insufficient number of generalist physicians, such as 
family medicine specialists. 

• The ratio of physicians to nursing personnel is an important indicator of the 
ability to deliver PHC oriented services. Large parts of the region have an 
inadequate number of nurses as compared to doctors. This limits the ability to 
deliver continuous and comprehensive services as a team, tends to favor urban 
areas over rural areas, and also contributes to cost inflation. The status of 
nursing in relation to medicine needs to be improved in many settings and the 
shifting of tasks to well prepared nurses, nurse practitioners, and other mid
level practitioners is a strategy that can be more fully developed to provide 
more universal coverage at an affordable cost. 

Enhancing the performance of the worliforce 

Maintaining a high performing workforce is a complex and continuous process. 
Single interventions, be it training or performance based incentives, will not be 
successful by themselves. Job-specific interventions, basic support systems, and an 
enabling work environment have been identified as important determinants of health 
worker performance.28 

• Job-specific interventions include clear job descriptions, norms and codes of 
conduct, matching skills to tasks, and supportive supervision. All of these 
must support the core values of a PHC oriented system including continuity, 
comprehensiveness, teamwork, and patient-centredness. 

• Basic support systems include appropriate remuneration that rewards 
performance in primary health care. It also includes ensuring that information 
and communication to workers, particularly those in underserved areas, is 
adequate. Information technology is making this more feasible in more places. 
Finally, infrastructure and supplies that allow the service delivery model to 
function are a must. Primary services must receive its fair share of the budget, 
something that often is not the case. 

28 World Health Organization. The world health report 2006. Working together for health. Op cit. 
RefS: 72-86. 
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• An enabling work envirornnent can be as much of an incentive as pay. Such 
an envirornnent includes providing opportunities for life long learning, 
effective team work, and providing those who are held to be accountable in 
decentralized systems with enough responsibility and resources so they can 
actually do their job. The use of information technology to foster an enabling 
envirornnent, particularly in remote settings, is increasingly feasible. 

Managing migration and attrition within the workforce 

Health care worker numbers will continuously ebb and flow with workers leaving the 
service, either temporarily or permanently. The attrition can be natural, from 
retirement and ageing, or premature from people changing professions or migrating. 
The migration can be external but also internal, often from underserved areas, ·such as 
rural regions, to better served urban areas. Migration strategies for both source and 
receiving countries and regions are needed. Occupational risks to health workers, 
such as violence and occupational related disease, also affect the health workforce. 
Reducing occupational risks to health workers, developing flexibility in dealing with 
health workers needs, and planning for retirement and ageing of the workforce are 
needed. 

• Countries and regions experiencing net outflows must adjust their training to 
the need and demands of migration and attrition. Improving local conditions 
may help stem the flow if it is excessive. Countries experiencing net inflows 
must treat migrant workers fairly, adopt responsible recruitment policies, and 
potentially provide support to human resource development in source 
countries. 

• In some countries health workers are at risk from occupational violence and 
from occupational related disease. Steps must be taken to protect health 
workers through improved security and through implementation of patient and 
health worker safety programmes. 

• Flexibility in working hours and adapting to the needs of part-time workers 
can allow more workers to stay in the health care system and alleviate 
shortages. 

• Retirement rates and health workforce ageing must be monitored so that 
adaptation in training and retention strategies can be started in a timely fashion. 

• Remittances are a major factor driving migration, sometimes family led and 
sometimes encouraged by government policy. Both must be part of the 
planning process for numbers of trainees. 

c. Information and evidence for decision making 

Generating and using information and research in a strategic fashion is a critical part 
of robust health systems that are attempting to achieve universal coverage. Good 
governance ofthe health system at all levels is dependent on good information and 
research. The information generated should reflect the core values of primary health 
care such as universality, equity, non-discrimination, and the broader social 
determinants of health. 

• A national health information strategy and plan can guide how information is 
generated and used. The strategy will encompass the entire health system 
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and will outline the various methods that will be used to generate that 
information, such as routine administrative data, periodic surveys, etc. It will 
include facility and population based sources, surveillance data, and data, 
norms and standards as management tools. 

• Information will be used and interpreted at the level where it is collected to 
manage services. It will also be passed upwards and aggregated for over-all 
supervision, monitoring, and planning. 

• Parallel and duplicative reporting systems are to be avoided to the degree 
possible. This requires considerable time and negotiation, particularly in 
countries where external donors are prominent or there is a tradition of highly 
fragmented services. 

• Information will be disaggregated sufficiently to identify and monitor equity 
in access and health outcomes for potentially underserved populations 
depending on the situation, e.g. by socioeconomic class, age, sex, sexual 
preference, ethnicity, geographic location, or occupation. 

• Health system performance is monitored using an agreed set of objectives 
with indicators so that comparisons can be made over time between regions 
and facilities within countries and between countries where appropriate. 

• Research in health and health systems will relate to the burden of disease in 
the specific setting, will consider the core values of primary health care such 
as decreasing inequity, and will connect to managerial and policy making 
processes. Even in resource constrained settings, internal resources should 
be allocated to research, including health systems research. 

• Information technology offers much promise for improving the quality and 
accessibility of health information, although IT by itself will not make a 
dysfunctional information system work and IT can be a drain on resources if 
not properly introduced and managed. 

d. Medical products and technologies 

A robust primary health care oriented health system strives to ensure equitable access 
to essential medical products and technologies that are quality assured, safe, 
efficacious and cost effective. It also promotes the use of these essential medical 
products and technologies in a scientifically sound and cost-effective manner.29 

Medical Products 

The Regional Strategy for Improving Access to Essential Medicines in the Western 
Pacific Region (2005-201 0) includes strategies and actions in eight areas. These are 
intimately involved with service delivery models, human resources, health care 
financing, and leadership/governance. The eight areas are: 

• Rational selection of medicines to meet the needs of the population often 
based on the WHO Model List of Essential Medicines. 

• Rational use of medicines. 
• Affordable pricing of medicines. 

29 World Health Organization. Everybody's business: strengthening health systems to improve health 
outcomes. WHO's framework for action. Op cit. Ref3: 20. 

Draft PHC HSS Strategy Ver 1.9 -Not for citation 30 



-31-

• Assuring access to medicines in light of globalization and TRIPS for certain 
countries in a manner that promotes access while promoting innovation. 

• Sustainable fmancing of medicines in ways that promote rational use and 
affordability. 

• Coherent supply and management systems for drugs. 
• Quality assurance of medicines, including counterfeits and sub-standard drugs. 
• Monitoring and evaluation of access to essenti;J] m~ciic.in~s 30 

Essential Health Technology 

Health technology, properly implemented and used, is a major contributor to the 
improvement of health outcomes. Improper implementation and use of health 
technology can be a contributor to poor health outcomes as well as a driver of 
unnecessary cost inflation. Health technology is intimately involved with the service 
delivery package, the service delivery model, human resources, and health care 
financing. 

The Asia Pacific Strategy for Strengthening Health Laboratory Services (201 Q-2015) 
calls on each Member State to develop a national plan for laboratory services. There 
are seven strategic elements in this strategy: 

• Establish a coherent national framework for laboratory services 
• Financing of health laboratory services 
• Building capacity for laboratory services 
• Assure the quality of health laboratory services 
• Promote the rational use of laboratory services 
• Improve laboratory safety 
• Support research in laboratory services31 

Similar strategies and policies need to be in place for other aspects of medical 
technology such as diagnostic imaging, the use of blood and blood products, radiation 
therapy, and medical equipment in general. Ad hoc introduction of technology runs 
the risk of being neither safe nor cost-effective. Decision making on the introduction 
of technology should be guided by assessment of efficacy and cost-effectiveness, 
never by commercial interests. 

e. Financing and social protection 

A good health care financing system raises adequate funds for health in ways that 
ensure people can use needed services and are protected from financial catastrophe or 
impoverishment associated with having to pay for those services.32 Insufficient 
attention was paid to adequate health care fmancing in the early years of primary 

30 World Health Organization. Regional strategy for improving access to essential medicines in the 
Western Pacific Region 2005-2010. Manila, World Health Organization, 2005. Available at 
http://www.wpro.who.int/NR/rdonlyres/252FEC76-4081-43D 1-A318-
72F511F3BAEB/0/Regional_ Strategy_ for_ Improving_ Access.pdf 
31 World Health Organization. Asia Pacific strategy for strengthening health laboratory services (201 0-
2015). To be adopted September 2009. 
32 World Health Organization. Everybody's business: strengthening health systems to improve health 
outcomes. WHO's framework for action. Op cit. Ref 3: 21. 
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health care, which may have discredited the concept, leading to the false idea that 
'PHC means poor care for poor people'. One definition of the characteristics of a 
good health financing is that it finances universal coverage through pre-payment 
(payment is before, not at the time of service), risk-pooling (the entire population 
shares in the risk, i.e. the healthy help pay for the sick), and fair (all households ~ay 
similar shares of their income for health care, i.e. the rich help pay for the poor). 3 

Health care financing is problematic in Asia and the Pacific. There is a high degree of 
reliance on user fees which is associated with a lack of social protection from 
household expenditure on health. User fees in both the public and private sectors in 
Asia have led to a high rate of impoverishment due to health care expenditure, serve 
as a deterrent to seeking necessary health care, and also have encouraged irrational 
health care provision through supplier induced demand. In addition to the 
problematic means of financing, in many Member States there is inadequate total 
health expenditure and inadequate government expenditure on health. 

The Health Financing Strategy for the Asia Pacific Region (201 0-2015) analyzes the 
health care financing situation. Clear targets are set for health care financing that 
would move towards universal coverage and towards robust health systems based on 
the core values of primary health care. The applicability oftargets may vary from 
country to country. The targets are: 

• out-of-pocket expenditure should be less than 30-40% of total health 
expenditure 

• total health expenditure should be at least 4-5% of total gross domestic 
product 

• at least 90% of the population is covered by prepayment and risk-pooling 
schemes that provide significant social protection, and 

• close to 100% ofthe vulnerable population is covered by social assistance and 
safety-net programmes. 

Eight strategic areas have been identified. These are: 

• Increasing investment and public spending on health. 
• Improving aid effectiveness in health for those Member States where 

international assistance is a significant part of health care financing. 
• Improving the efficiency of the health care system through rationalizing health 

expenditures to achieve better value for money and particularly addressing 
inequity, inefficiency and low quality. 

• Increasing the use of prepayment and risk-pooling. 
• Improving provider payment methods so there are incentives to contain costs, 

modify consumer demand, and provide incentives for rational use, e.g. 
capitation payment, performance based pay, incentives for use of certain 
services. 

• Strengthening safety-net mechanisms for the poor and vulnerable. Public 
financing aimed at the poor and vulnerable is frequently captured by the less 
poor unless special care is taken to target the most vulnerable. 

33 World Health Organization. The world health report 2000. Health systems: improving performance. 
Op cit. 
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• Improving evidence and information for policy-making with an emphasis on 
measuring equitable financing and access. 

• Improving monitoring and evaluation of policy changes. 34 

f. Leadership and governance 

Leadership and governance of health systems, sometimes called stewardship, is a 
complex and critical part of the health system and arguably the most important.35 

Even when governments are not the main provider or financer of health services, the 
governance role remains. The rules of engagement for state, private, and non-state 
actors in the health sector with the people of that country are the responsibility of the 
government, bearing in mind that access to necessary health care is a basic human 
right that people of a country hold and governments bear a duty to ensure. 36 

Uncontrolled and inadequately regulated commercialization and marketization ofthe 
health sector is one of the biggest risks to the development and sustainability of health 
care systems based on primary health care values. Even with good controls and 
regulation, market forces alone will not lead to equitable and universal access to 
health services. The realization of equitable and universal access may have to be 
done in stages, but the over-all goal must remain if a health care system i~ to be robust 
and actually achieve the core values of primary health care. 

Leadership and governance in health extend beyond the health sector. One of the key 
values of primary health care is its multi-sectoral nature and the recognition that the 
determinants of health extend beyond the health sector. 'Healthy public policy', 
'health in all policies', 'healthy settings', and 'healthy islands' are some ofthe ways this 
idea is expressed. 

Core governance responsibilities have been identified.37 The exact responsibilities 
and priorities in emphasis will vary between Member States. The core responsibility 
areas include: 

• Developing health sector policies and frameworks that fit within the broader 
national development policies, promote the core values of primary health care, 
and strengthen the health system. These include addressing issues such as 
equity, non-discrimination, affordability, efficiency, sustainability, scientific 
soundness, and human rights. In many settings, national health plans are the 
implementation guide for health policy. 

34 World Health Organization. Health financing strategy for the Asia-Pacific region (2010-2015). 
Geneva, World Health Organization, 2009 (draft, unpublished document). 
35 World Health Organization. The world health report 2000. Health systems: improving performance. 
Op cit. 
36 UN Committee on Economic, Social and Cultural Rights (CESCR). General comment no. 14: the 
right to the highest attainable standard of health (Art. 12 of the Covenant). Adopted at the Twenty
second Session of the Committee on Economic, Social and Cultural Rights; 25 April- 12 May 2000. 
Geneva, 2000. Available at http://www.unhcr.org/cgi
bin/texis/vtx/refworld/rwmain?docid=4538838dO&page=search 

37 World Health Organization. Everybody's business: strengthening health systems to improve health 
outcomes. WHO's framework for action. Op cit. Ref3: 24. 
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• Managing the health sector through law, regulation, accreditation and standard 
setting. This includes both state and non-state providers. Standards can be 
national, regional and even international at times. 

• Accountability and transparency to the public. Governance of the health 
sector is done in cooperation with professional associations and various 
commercial interests as key stakeholders. However, it is crucial that 
governance structures not be unduly influenced or captured by the health 
professions and/or commercial interests. 

• Generating and interpreting intelligence and information, particularly in the 
area of policy. 

• Building coalitions outside the health sector. This can include other 
governmental departments, the private sector, communities, worker's 
organizations, civil society, faith-based organizations, and many others. 

• Implementing an aid effectiveness agenda in line with the Paris Declaration on 
Aid Effectiveness, Harmonization and Alignment in settings where overseas 
development assistance is an important contributor to the health sector. 

The monitoring and evaluation of governance of the health sector is part of a 
comprehensive health information system. The science of health system governance 
monitoring is not as long standing and well developed as some other types of 
monitoring, but there are useable frameworks and indicators available. One proposed 
indicator is a policy index that reflects the presence of a set often core policies in the 
health sector. Another is a set of markers for governance in areas such as health 
worker absenteeism, proportion of funds which reach district-level facilities, stock-out 
rates for essential drugs, the proportion of under the table payments, the proportion of 
counterfeit drugs, and the existence of effective civil society mechanisms. 38 These 
can be combined into over-all assessments of health sector governance. Making a 
commitment to monitor governance may in itself lead to improved governance. 

8. Conclusions 

Strong health care systems based on the values of primary health care are the most 
efficient and effective way that health systems can contribute to improved health 
outcomes and equitable health outcomes. 

Each Member State in the WPR commits itself to the development of a holistic health 
system based on the values of primary health care. Each Member State defines its 
own path towards achievement of that vision. Member States are committed to a 
public policy dialogue on the nature and functionality of that vision about their health 
system that is open, two-way and continuous. Each Member State commits to 
developing and updating national health strategies that articulate that vision. National 
health plans in many settings provide a framework for activities to achieve and 
maintain that vision. Whether this is done through incremental change or a more 
sweeping health sector reform depends on the context within each Member State. 

The World Health Organization commits itselfto providing technical cooperation as 
requested to facilitate this process. WHO will work with Member States to develop 

38 World Health Organization. Toolkit on monitoring health systems strengthening: health systems 
governance. Geneva, World Health Organization, 2008 (draft, unpublished document). Available at 
http://www. who .intlhealthinfo/ statistics/toolkit_ hss/EN _PDF_ Toolkit_ HS S _Governance. pdf 
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and further refine norms and standards for health systems. WHO is committed to 
assisting countries in developing methods of health systems performance assessment 
that are tailored to their specific needs. WHO will be an advocate for health systems 
strengthening based on the values of primary health care and, where appropriate, will 
play a convening and honest broker role. 

The people of the Western Pacific Region deserve to live out their lives in the highest 
state of health possible. While there can be no guarantee of individual health, all 
people have a right to quality health services that are available, accessible, affordable, 
and acceptable. The Member States of the Western Pacific Region make a 
commitment to the progressive realization of those ideals. 

Proposed annexes 

Regional committee resolution 

II Methods of consultation 

Ill Health systems indicator toolkit 

IV Listing of relevant global and regional strategies 
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ANNEX3 

KEY PRODUCTS OF THE CONSULTATION PROCESS 

1. A 52 page matrix. of key i.uformant (Kl) interviews comments by section of the clraft ancl 
by country 

2. A 9 page summary of the above matrix 

3. An excel table showing in summary the results of the KI responses on the YES/NO 
questions on each section of the draft. 



1~ Rationale for a regional strategy 

Agreements Issues 

1. b.l Health and Human Rights- the relevance and usefulness in your country 

AUSTRALIA HHR is important Right to health or right to health care? 
20% not sure if a signatory to the UDHR 

CAMBODIA HR Relevant, Implementation is weak 

CHINA Supportive of HHR 

JAPAN HR is part of constitution but maybe Provider often given priority over patients on decision 
concept not well established making (is our PCCI section enough to cover this?) 

One respondent did not have the impression that the 
strateQY had an emphasis on HR(should we strengthen?) 

KOREA Important not widely discussed ROK 
LAOPDR Concept of health and HR accepted 

MALAYSIA Generally agree Alternative wording - 'optimal or appropriate' rather than 
'highest'- (cost concerns?) 

MONGOLIA UDHR is relevant Some said not all can exercise and some said HR had 
been breached 

NEW HHR is not used as an argument for health care in NZ. 
ZEALAND UDHR is more individualistic than the norm in NZ, 

especially for Maori pop. 

PHILIPPINES Broad agreement on relevance 

SINGAPORE Embrace UDHR 
SIN has universal access 

Fiji Useful, but limited in current politics 

Nauru Disability (does equity and underserved cover this- where 
does the list stop?) 

Samoa Relevant and agree Other basic needs an HR too 

Solomons Agree but obstacles 

Page 1 I 52 

Recommendations 

Also rights of prcwiders 

Most recommencations were 
MAA specific 

Personal responsibility to be 
embraced (co-pay a way to do this) 

Get terms consistent? 

More reference to economic 
factors, not just H HR 

Education on HHR to peo_Qie 

I w 
00 
I 



Agreements 

Tonga Mainly agree, but. .. partial 

Vanuatu HHR exists - more urban concept than 
rural? 

Palau -2 HHR accepted 

Am Samoa Consistent with our democracy 

Cooks -1 HHR interfere c/MH treat 

1.b.2 Core values of a health system and PHC 

AUSTRALIA Agree on core values for most part 

CAMBODIA All agreed 

CHINA Right to a basic package as a value 

JAPAN Core value is universality 

KOREA Accepted, no comments 

LAO PDR Agree with core values as stated -tie to 
solidarity 

MALAYSIA Generally agreeable 

MONGOLIA Accept, Access, Afford, Equity- core 
values 

NEW 
ZEALAND 

PHILIPPINES Accept the core values argument as 
useful 

Fiji 

Issues Recommendations 
Implementation an issue Keep it in 
Is overseas evacuation a HHR issue? Over-all HHR is useful 

PHC v primary care definition Don't bury the core values in a 
Social determinants/Multi-sectoral (what degree to paragraph (box or bullets?) 
emphasize?) 

Implementation is contextualized (is progressive Define quality in more detail 
realization repeated here?) 

1 - maybe a shorter list with health equity, universal Add 'society harmony' as a value 
access and people-centredness core (an issue of wheth3r regional 

strategy adds words that are tied 
up with a single coontry's 

' phrases?) 
Clear definition of PHC needed (how to deal with this with Definitions .(How normative can 
30 years of disputes?) we be? What source?) 
Also some confusion on core values definition 

Substitute evidence for scientific soundness Definitions 
Define 'self-determination and self-reliance' (should this be More participation (an important 
dodged and say each country defines? A tough one?) issue on how much to emphasize) 
Add timely and quality 

(thought participation was in- maybe we need to have a Quality added (not in Alma Ata?) 
box on core values?) Some emphasis ori quality, participation 

Half agreed that the listed core values drive the NZ system Not sure where to go with that 
and half felt health care overridden by medical model. statement. 

Add accountability and maybe 
even more on equity 

! Include gender sensitivih• as core value 
Page 2 I 52 
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Agreements Issues Recommendations 
I (does equity capture that concept?) 

Add diagrams (?) 

Nauru Appropriate More quality emphasis 
Samoa Values important- agree Changing demoqraphics (adiustinq to change as a value?) 

Solomons Agree - access a core 

Tonga No disaqreement on core 

Vanuatu No disagreement 

Palau-2 Affordability/accessibilitv 

Am Samoa Affordable/ Accessible/ Available (how AAAQ and the longer list fit 
together?) 

Cooks -1 Self-help (self-determination, self-
reliance covers?) 

1.b.3 Influence of market forces on health 
AUSTRALIA 50-50 split +ve,-ve Need to manage market forces Governance/Reg!Jation 

CAMBODIA All- mixed positive and negative More on private sector and PHC - but need regulation 
influence (not enough in later section?) 

CHINA Most thought positive but some dissent Choice is a benefit or plus (Too much emphasis on challenges 
and maybe not enough on plusses -

I 

t5 
I 

but mixed feelings on plusses.) 

JAPAN Pro - If all have insurance then market Mixed feeling on influence of market. Market should be restrained 
can be good, increases competition and Con - Seen as not always good especially in poor country where there is a high degree of 
number of options. (do we differentiate the role of market due to national inequity. 

income?) 

KOREA Equal split- Y, N, DNK- Influence grows, ambivalence, 
tech Q improve, inequality worsened, increase 
professional dominance, weaken patients power 

LAO PDR Scepticism was 50-50 on the Yes/No Access - e.g. drug prices, Health service a business now; Not clear what the advice would 
answer Common to say negative be but a lot of scepticism on this -

one is that market and health 
service develop in parallel 

MALAYSIA Strongly feel is negative (Was it our Promotion of products with no evidence of efficacy. Stronger wording on possible 
sample or is this generalized?) Health tourism, maybe okay. Complaints from public. negative effects suggested. 

Cost control, equity, etc. (one of places with most negative 
impression here) 
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Agreements Issues Recommendations 
MONGOLIA Over-all is positive but cannot solve Competition good but cannot assure quality, especially in Information needed (is this health problems drugs because needed ro have good 

comoetition ?) 
NEW Considerable private sector scepticism Cite success of Pharmac Importance of regJiation (bring in ZEALAND 

Market forces can perpetuate Inequality more here or wait until section 7?) 
PHILIPPINES All agree that you must plan for market Stronger planning on how to deal with market forces 

' forces and over-all thought it was a needed 
positive force 

Pos- rapid tech transfer, competition, Issues are to left None noted 
increase options to consumers, humanize Con - over-servicing, doctors ethics, supplier Induced 

SINGAPORE health care and increase quality, demand, inflation (especially with medical tourism) 
Fiji Support findings of section Diagrams (i) 
Nauru Sceptical on market forces Strong regulation to get equity if 

market used 
Samoa +ve on market overall Regulation of market to ensure 

access 
Solomons Overall fairly -ve Need to manage market forces 
Tonga Mixed feelings on market Private practices of public empowerment (maybe deal in Monitoring cap needed 

HRH section) 
I 
~ ...... 
' 

Vanuatu Mixed feelings on market 

Palau-2 Mixed feelings 

Am Samoa Unsure of impact 
Cooks -1 Life style main emphasis 

1.b.4 ~Influences of Technology and specialization 
AUSTRALIA Mixed comments Tech can be an enabler of more efficiency, but also a risk Keep dangers of in - (presumably 

for cost and rural areas inequity need to manaqe it'l 
CAMBODIA Over-all positive, but tech makes less interested in 

physical exam and talking 
May increase demand side which is good in some settinqs 

CHINA Cost inflation an issue 

Concerns about neglect feelings, emotions, etc. due to tech 
One felt hi-tech and spec more cost effective than PHC. 

Japan No comments (see 7 with HR and Service delivery thouah) 
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Agreements Issues Recommendations 
LAOPDR Need to develop HRH along with technology Utilization must be appropriate (how to define that?) 

Requirements go higher and higher (is this inflation and 
escalating demand?) Importation of equipment- poor 
cannot afford access 

MALAYSIA Generally agreeable People lack sufficient information to make rational choices Rational tech use should be more 
(no answer to this recommended) stronQiy emphasized 

MONGOLIA Support for PHC specialist (assume this 
is a doctor, but maybe a team?} 

NEW Potentially beneficial, potentially harmful Technology should managed - base on 
ZEALAND evidence and value for money -then cited 

some contra examples, however, e.g. political 
pressures (is this point strong enough later in 
the section 7 or feature more here?) 

PHILIPPINES Makes health systems less people centred (what to do 
about that?) 

SINGAPORE Cost inflation the main concern 

Fiji No to positive Both positive and negative DiaQrams (i) 

Nauru Cost the biggest issue with tech and spec. 

Seen as many a rich country issue - can't afford .b. 
N 

Samoa Valuable Tech sometimes takes people away from centre of care (more on balancir.g resources 
I 

and aspirations?) 

Solomons Maintenance (maybe in chap 7?) 

Needs to be balanced - risk of technology being 
discriminatory to poor 

Tonga Tech shift leaves not enough funds for PHC Costs emphasized 

Clinicians and PH people are likely to have differences 

Vanuatu Can drive PHC away from the most vulnerable Vulnerability focus? 

Am Samoa Cost is the issue 

Cooks -1 Not cost effective - tech good if works 

l.b.S- The role of international norms and global public health goods on policy and practice in your country 

AUSTRALIA Does use b4t more often shared norms of International norms to be evidence based 
peer countries 

CAMBODIA Cam heavily influenced Bias towards CDC and less on NCD, EH, WatSan, FOS 

CHINA Yes, there is some influence -listen to 
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Agreements Issues 
other opinions and then decide. 

JAPAN Most thought little influence of (Should we give up on writing for the rich also and make it 
international norms a MIG and L/C strategy?) 

KOREA Less influential in Korea- commercial (drug) norms are 
quite influential 

LAOPDR Majority thought yes - some mild cautions 
- need to localize 

MALAYSIA Generally agreeable Enforcement in relation to international norms mentioned 

MONGOLIA Follow some Need to adjust international norms to local features 
Some international agencies ignore country priorities 
(feature here or wait until later when aid discussed?) 

NZ Yes, No- mainly yes No written responses or comments 
PHILIPPINES Believe in international and national norms to guide the 

national system - reflects their decentralization issues 
SINGAPORE SIN already evidence based WPR needs to contextualize norms for each situation 

Fiji Aqree, yes is influenced 

Nauru Yes, and impact is +ve May raise unrealistic expectations, cost an issue 
Samoa Yes, they are influenced Valuable only if affordable 
Solomons Guides can be good Address spiritual well being 
Tonga Costs -value for money in norms 

Vanuatu Sometimes a disturbance when resources are lackino 
Palau -2 Tech essential but high cost leads to barriers {balancing?) 
Am Samoa Supports international norms 
Cooks -1 Outsiders dictate their 'wants' 

1.b.6- Other Comments on the background and rationale for strategy Other Recommendations 

CHINA Mixed feelings on role of government, especially in finance (maybe Add case studies 
leave in section 7) 
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Recommendations 

International norms need to fit the 
Lao situation 

Look to other countries to steer 
our course - all should learn from 
each other (this does not feature 
in the strategy- rr.aybe add) 

Not all norms are suitable - adjust 
to country 

Decentralization emphasis? 

Stratify norms due to diversity of 
Member States 

Diaarams (?) 

Adaot to local situation 

Need to increase local ownership 
of norms - need to be locally 
selective about norms 

? Norms to match resources 

.):,.. 
w 
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1.b.6- Other Comments on the ~J:ckground and rationale for strategy Other Recommendations 

KOREA Right to health to be accented 
MALAYSIA Be cautious in generalizing, especially to developing countries. Alma-Ata wording be put into the documents (a trooitionalist-

Liberalization in health services may deny growth of local expertise SSG needs to advise on closeness of links to 1978) 
and services (is this a concern with new ASEAN trade rules?) More community involvement and participation 

NEW Most thought a recent shift away from values of PHC as expressed in 
ZEALAND their PHC strateQy 

PHILIPPINES Regulation of market forces and technology needed if majority of 
FiliQinos to have positive benefits (does this go here or later?) 

SINGAPORE PHC/Primary care confusion Define 

Universal Coverage, equity, access, health Clearer definition 

Evidence for claims - esp. PHC for efficiency and effectiveness 1 or 2 articles- not enouQh?- used WHR 2008/Starfield 
Fiji -·4 PHC had been backseat, focus again Glossary of terms 

FSM -1 Agrees that strategies need to be localized service, professionalism, teamwork, respect, compassion 
Core values too abstract- Need to be certain that holistic, system is proposed as alternative values 
both PH and curative services 

Samoa TBA!Trad Healers mentioned (maybe elsewhere but don't forget) Better define globalization - has good and bad thir:gs 

Strategy too wordy- need to edit down backgroun-:1? 

Solomons Market forces - good and bad 

Tonga Multisectorality could be stronger Not enough health education focus (part of service delivery 
package- more emphasis?) 

Tuvalu -1 Ess meds, strengthen existing health workers, bulk purchasing 

Vanuatu WHO to ensure that reports are of realistic data 
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Section 2 and 3- Vision and Goals of Health System 

Agreements Issues 

2/3.b.1- The vision statement on universal coverage. 

Most countries are in PHL- clearer but less catchy version of "health for all" and does not include goals on 
agreement with the responsiveness and fair financing. 
vision, especially the NZ- statement lacks inspiration. Universal coverage is insufficient. There is not an absolute 
aspect of universal level of health or single standard that all people aspire to. A vision statement should be more 
coverage. aspirational and ambitious - access needs to be affordable access to high quality health care, 

with an emphasis on equitable outcomes and empowering families, communities and 
individuals to take care of themselves. 
SIN- "universal coverage" & "quality" need to be clearly defined, & there should be 
differentiation between primary care, specialist care & non-essential services. 
AUS- a nation cannot achieve good health outcomes merely through the health system -
however good the system is. Need to define "outcome"- SMR or DALY. 
TONG- How is coverage measured? 
SAM- Vision is narrow as it looks only at coverage - more like a Mission statement; lacks the 
feelinQ & clear articulation of people and political aspiration. 

2/3.b.2 Health - absolute level and equity as outcomes. 

Most countries agree NZ- should have a greater emphasis on equity & achieving equitable outcomes. 
with the equity aspect MAA- Equity in health is the highest goal and encompasses the intermediary of equity in 

healthcare. The statement also should embody effectiveness. Accessibility- especially rural 
and remote areas to add ... 'socioeconomic groups and geographical regions'. 
SIN- include affordability, accountability, sustainability, quality and patient safety. 
MON- remove "absolute level" 
AUS- Patients' individual actions and social determinants also play a role. 'Absolute level' 
may need to be defined. 
LAO- 'Absolute level' may need to be clarified. 
SOl- And. must be affordable and Spiritual promotion should be included 
TONG- Equity to what? What is the standard of absolute and equity? 

2/3.b.3 Social and financial risk prot ect ion. Is the concept clear? 

The concept of PHL- Social protection is vague. Financial risk protection does not convey the need to protect 
protection against all people from financial risk of paying for catastrophic cost of illness. . 
catastrophic NZ- the terms are not adequately explained. 
expenditure is agreed MAA- "where each individual pays approximately the same percentage of their income for 
but many feel it is not needed services" is too simplistic to describe community-based social insurance -delete? 
well explained. JPN- no clear statements 
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Recommendations 

NZ- The vision statement 
requires modific3tion to reflect a 
more ambitious vision 
encapsulating , aspirations for 
quality and equity 

JPN- The strategy should 
include a clear statement of 
objective. Clear suggestions on 
implementation should be made 
in a practical manner. 

See NZ rec above. 
KOR- equity has to be more 
clearly defined. And more 
emphasis on the Social 
Determinants of Health. 

SAM- There is a need to define 
absolute level and equity. 

SAM- too technical - revise the 
language 

MON- social risk protection 
needs to be elaborated. 

LAO- Distinction not clear-
need to note the relation 

I 
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Agreements Issues Recommendations 
AUS- It is not clear if there is a difference between 'social protection' and 'financial between social protection and 
protection'- suggest use the latter term. PHC. 
SOl- need to understand this more 
TONG- not very clear 

2/3.b.4 People centred ness or responsiveness. Is the concept clear? 

Mixed responses on AUS- should be expanded -to include health consumers as active partners in their own health SAM & SOl- Healthy Island 
this. care, and as key stakeholders whose views must be sought and addressed in the development concepts should be included, 

and design of health services. 
SAM- pro-activeness of health 

NZ- need to empower communities and consumers as a focus of primary care renewal -But authorities shouk:l be consumer expectation is an insufficient driver of desired changes. 
highlighted 

JPN- against the concept of responsiveness- people should develop their own health system 
that fits to their needs PHL- The concept is new and 

AUS- this concept is at odds with the equity principle. Not really a critical determinant of a has to be propagated as a goal 

good health system. - and needs elaboration 

CAM- should apply to both the provider and patient sides. Also needs to emphasize 
empowerment of patients. 

SOl- called 'People Focus' 

TONG- not very clear - it may mean that people decide for themselves 

2/3.b.5 Efficiency, as a health system goal? 

Generally agreed that PHL- Efficiency is better as an intermediate outcome for the health system, not a final AUS- suggest a 5th goal: 
efficiency is appropriate, outcome or goal. The goals have to do with IMPACT on the population served. Efficiency has Sustainability- would put 
but not in isolation from, to do with EFFECTS of production and allocation decisions on health system OUTPUTS emphasis on priority setting and 
or at the expense of NZ- a service may not be efficient if it is treating the least number of people. The strategy appropriate resource allocation. 
other goals. does not address the tension between other goals such as universal coverage and efficiency. Sustainability goes beyond 

Efficiency should be considered alongside, effectiveness, evidence based practice & equity Efficiency. An efficient system 

MAA- it is not clear if efficiency is adequately advocated. can be based on a cost 
structure that is not sustainable 

AUS- as long as it is not at the expense of quality care - and is also considered in the long for the country ir: the long run. 
term, e.g.: efficiency in the longer term can be gained from ensuring preventative health 
measures in place, even though these may require more investments at the outset and 
results may not be seen for years. 

MON- Efficiency should be a linked to management, financial risk protection and 
responsiveness. CAM- The issue of the unmet needs is not sufficiently explicit when we use 
"efficiency'' as a goal. 

SOl- geographical location inhibits efficiency 

TONG- How can we measure efficiency, can we make a standard? 
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Agreements Issues Recommendations 
SIN- Efficiency is a means and not an end. Efficiency has to be balanced with patient safety 
and quality of care 

2/3.b.6 PHC provides good value for money. Do you agree? 
Most countries agree in PHL- Other values like-Community protection, client centered might not be good value for SAM- Provide evidence of the principle but some money but might accomplish other goals. success of the PHC concept. uncertainty because of NZ- a lack of real evidence and question the validity of the B Starfield findings- depends JPN- To make the strategy more lack of evidence how PHC is implemented. relevant to developed countries, a 

MAA- It is only value for money if people use it. If people do not use the services, then it statement on how PHC can address 
is not value for money". lifestyle-related diseases and other 
JPN- impossible to answer without any explanation about 'money' and 'value' in the health issues pertaining to an aging 
context society should be included. A 

AUS- assumes that the PHC system is well organised, appropriately funded and 
statement on how a 1ealth system 
can take responsibility for health accountable. Benefits may not apply when one or some elements are missing. Need to behaviour at the indi·.riduallevel identify why and how PHC provides good value for money in comparison to less cost- should also be included. In addition, effective alternatives. Evidence must be provided for this statement. insight on the limitati:ms of PHC-

KOR- some Kls suspicious of this claim. oriented health system should be 
MON- not cheap and need long-term sustainable investment, good management, and an included if any potential limitations 
emphasis on prevention. exist. 

SOl- Only when it is practiced. Need to link to "Healthy Island" initiatives. NAU- PHC should be strengthened 

TONG- depends on what you mean by PHC, & provided individuals can access services 
in the strategy 

2/3.b.7 Other Comments on Vision and Goals 

MAA- the four goals of a health system are not worded well. Are the four goals really goals or merely criteria for a good health system? 
SIN- appropriate care in the right setting, at the right time. 
AUS- suggest a 5th goal: Sustainability- would put emphasis on priority setting and appropriate resource allocation. Sustainability goes 
beyond Efficiency. An efficient system can be based on a cost structure that is not sustainable for the country in the long run. 
AUS- Barbara Starfield and colleagues note four main features of primary care services as "First-contact access for each new need; long-term 
person- (not disease) focused care; comprehensive care for most health needs; and coordinated care when it must be sought elsewhere". 
Primary care is best when these four features are fulfilled along with a family and community orientation as relevant. 
SOl- The contribution of non-health sectors will determine reduction of inequality in health outcome. There should be a balance in the universal 
delivery of health service. 

SAM- Need to add affordabil ity and access to goals. 
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Section 4. Primary Health Care Renewal 

4.b.1 Changes in focus needed for PHC renewal 

Agreements- PHC Renewal Issues - PHC Renewal 

Aus GP business model seems market failure, new models 
needed 

Laos 

Mongolia changes in social policy, management, Low resources and quality in PHC 
technology and services 

NZ refocus on implementation, term 'renewal' not favoured, 
still more focus on hospitals 

MAA it is no much change in focus and MAA already PHC 
focused system, Patient by-pass PHC 

Japan 

Cam real focus is on referral and tertiary level 

Phil previous true core values and 

particular application at first level of care 

CHINA health prevention, promotion and education are not 
profitable and less attraction 

Fiji at community level with health 
promoting settings 

FSM-1 

Nauru Private systems divert resources towards them and 
away from the greatest areas of need 

Samoa 

Solomons 

TonQa wording different but the meaning same 
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Recommendations 

refocus on prevention, self-
determination, lifestyle and health 
maintenance 

Change some content of some 
element 

Need better policy and practical 
support 

promote New Zealand's positive 
experiences in primary care 

more specific description and reason 
for changes in focus 

reinforce PHC concepts at the local 
levels of care 

the policy maker should allocate more 
funds for health 

healthy island concepts naximum 
benefit for PHC 

public health and health infrastructure 
or hospital equal and inter:~rated 

comprehensive, integrated and 
inclusive approach, traditional 
providers and their role in PHC 

More focus on PHC activities and 
practice, re-organization 

balanced view 

.1::. 
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Agreements- PHC Renewal Issues - PHC Renewal Recommendations 
Vanuatu PHC renewal is to be considered not mainly with theory Consolidate links with the 

as currently practicing by the PH and is not at real communities by directly addressing 
situation, but at office level the health care program at their level 

Palau economic equity, integration of healthy setting, everyone 
understanding that health depends on everyone doing 
their part 

14.b.2 Relevance of PHC in your country 

Agreements- PHC Renewal relevant Issues - PHC Renewal relevant Recommendations 
Aus timely Fragmented and dominated by fee-for-service private 

medicine. Public provision of PHC lagged behind and 
deteriorated in recent decades. 

Laos More in the remote area and 
covering urban residents 

Mongolia PHC as the only service in rural remote 
More paper work/little practice or progress 

NZ PHC was a very important part of the 
health system 

KOR PHC principles to be strengthened. PHC principles to be strengthened. 

MAA Perceived as very relevant by all 
participants 

Japan Confused answers due to different considerations on 
Japanese system and PHC. 

Cam focus is on referral and tertiary level Incentive to encourage going rural 
area for PHC. 

Phil Importance to local at the local levels. 

CHINA Reform in China emphasizes the More funds should be allocated to 
"essential", "basic" and "grass-root", are prevention, case management of 
in consistent with the principles of PHC. NCDs and education and promotion. 

urgent to implement PHC renewal 
strategy 

Fiji · Very relevant- needs revamping and 
sustainability 

Nauru More People-Centred. 
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Agreements- PHC Renewal relevant 
Samoa 

Solomons 

Tonga 

Vanuatu PHC policy is corner stone for ongoing 
development of the health system 

Am 
Samoa 

4.b.3 Clearness or clarity of policy reforms? 

Agreements - PHC policy reforms 
Laos 

Mongolja 

NZ 

KOR 

MAA Perceived as very clear by all 
participants 

Cam 

Phil 

CHINA Most think the policy reforms are clear. 

Fiji 

Issues - PHC Renewal relevant 
PHC has been repackaged to be re-strengthened as the 
drive to improve the health system overall in Samoa so 
this fits in well 

Crucial that leaders recognise this and then act 
accordingly 

It is affordable and readily available to all out in the 
community; back to basic self and organized community 
effort to promote it; health comes from people. 

Issues - clarity of PHC policy reforms 
policy reform not clear in terms of practice 

Need open discussion with grassroots and other 
sectors and users' voice 

Not clear 

Policy changed with election 

not clear except for universal coverage 

the PHC system collapsed in many countries; 

resistance to reform 

Not clear and to avoid eventual misinterpretation in 
implementation. 

A few need further explanations of policy 

Policy reform may not be followed because of various 
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Recommendations 

Need strengthening of the whole 
system 

Need strenQthening of system 

-

Recommendations 

more discussion on remuneration and 
incentives in this section 

to be distinctively defined 
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issues 
Samoa 

Solomons 

Tonga need to accommodate health agenda of country. If 
none, then will need to develop in line with PHC reform 

Am Samoa Not certain 

4.b.4 Comments on universal coverage, service delivery, leadership, public pol icy 

Agreements- Universal Coverage Issues - Universal Coverage etc. 

leadership and .accountability among clinicians important 
factor in PHC renewal 

Laos 

Mongolia Need system support including HR, Info, finance 

MAA Leadership reform must include accountability; 
Policy has to be driven by needs and evidence; 

People-centered based on local community. 
Attention to translation 

Cam stronger leadership 

Phil Need to be distinctively defined 

CHINA People centeredness should be based on accountable 
mechanism in health facilities 

Fiii 
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Need to be linked to reforms in other 
relevant social and economic sectors 
in country and role of traditional and 
cultural structures 

To be justified by health service 
delivery systems outcomes 

Reforms should be rural and 
community based 

Recommendations 

"leadership" needed to extend beyond 
the health sector to inclooe other 
areas of public administration 

More participation of community 

to incorporate WHO DG's comments 
on the policy reforms ' ... ·effect a 
convergence between the values of 
primary health care, the expectations 
of citizens and the common health 
performance challenges that cut 
across all contexts ... " 

stronoer leadership 

operationalize all of these concepts 
including its mechanism and 
processes; stake holders.' 
participation, Need to be distinctively 
defined 

Leadership and public policy should 
be inteQrated into one component 

needs to be clearly articulated 
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Agreements- Universal Coverage 

Solomons 

Tonga 

Vanuatu 

Samoa 

14.b.S. Comments on participat ion and PHC. 

Agreements- Participation and PHC 

Laos Everybody must be participating and 
the ownership is the most important 
issue 

Mongolia importance to involve individual, 
household, community, volunteers, 
private clinics, organizations, local 
government focused on preventive 
measures 

NZ Participation of different cultural and 
ethnic groups at family or community 
level besides individual 

KOR 

MAA 

Issues - Universal Coverage etc. 

Need more capacity for service providers at policy and 
delivery level. Good on paper but when implement is 
different and evaluation it will always different 

Policy needs to be determined versus real impacts of 
health happenings and not versus reports obtained from 
a cupboard in office 

uncertain 

Issues- Participation and PHC 

participation of communities is limited and relied on the 
government support; 

It is not yet successful stimulate the people's 
participation in PHC activities 

words were often used but rarely practiced; patients 
were passive in decision making 

participants should be prepared and empowered and 
community organization be a facilitating mechanism 
gap between this principle and perception of the general 
public;. 

"Synergy between public/private sector still lacking 
Top-down decision on services seems to be the current 
practice. 
Participation of the local community on their needs at 
the local health centric .is minimal. 
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Recommendations 

Responsive services in terms of 

medical and spiritual side of the 
person 

Recommendations 

For consideration .... 'Pe::>ple have the 
right and duty to participate 
collectively in the form o= feedbacks 
that should be considered for 
planning and implementation of their 
health care ... '. 

I 
VI 
N 
I 



Cam 

Phil 

CHINA 

Fiji 

Palau 

Nauru 

Solomons 

Tonga 

Vanuatu 

Am Samoa 

Laos 

KOR 

MAA 

Japan 

Phil 

Agreements- Participation and PHC Issues - Participation and PHC Recommendations 
TBA and traditional healers are respected by the The draft strategy does nnt recognize 
community and important to participate. sufficiently peer-educator network. 

Participation of all stakeholders 
especially the "users" is important 

Common people's participation in the Reality is that the community is not motivated and . 
public policy making and public mobilized in the developing world. 
administration help improving 
performance and efficiency. 

.. 
Without participation of the community and PHC needs to be integrated with 
stakeholders, PHC defeats the principle Health Promotion 
. an environmental model achieves better outcome 

Support the concept of public Support the concept of public participation 
participation Centralised government-run systems are a barrier to 

public participation 

Govt should be at arms length - keep politics out of health 

We should move from participation to responsibility 
People must be converted convinced and fully 
participate to make it successful 

PHC alone is not strong, need integration with other 
approaches to health 

When we look universal, those big countries will always 
mask the small countries. We will never be comparable 

Involve all to improve the health system guided by the 
PHC Goals 

strongly supporting in all PHC access to whole USA 

4.b.6 Other comments on PHC renewal Recommendations - Other 

The ownership is the most important issue. 

Overall conce_Q_t is not so clear. 

Need to increase education and reduce by-passing to higher level's of care 
no clear definition of 'money invested in health' related to "for money". 

traditional medicine must be integrated into the mainstream 
health s_y_stem due to its strength of "human aspect" of care. 
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4.b.6 Other comments on PHC renewal 
CHINA The key concept such as the goals of health should be consistent throughout 

the strategy in order to avoid confusion. The goals that the visual depiction 
of the four sets of reform led to (p. 8 of the strategy) are not consistent with 
the four goals of a health system presented on p.6. 

Fiji The central system needs to strengthen policy making mechanism and M&E 

Nauru 

Solomons the resources are consumed by Hospitals - very little reaches the people in 
the communities through PHC programme 

Palau Renewal or Revival? Political will and understanding are needed for reforms, 
i.e. President Obama. How can WPR gain political will for PHC? 
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Recommendations - Other 

Best PHC practice and experience in WPR be disseminated 
regularly to policy making on health reform. 

greater emphasis oil preventative health 
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Section 5 - Global and regional Public Health Challenges 

Agreements Issues 

5.b.1 Significance of MDGs in your country 

AUSTRALIA Mostly No MDGs are mainly for developing countries; they do not influence health 
planning in Australia; MDG 6 & 7 may have some relevance to health care 
reform; market forces and media have more impact. Generally universal 
coverage is achieved but challenges remain with inequity in health 
outcom~ and acces·s of Aboriginal and Torres Strait Islander people. 

CAMBODIA MDG goals are selective and do not capture whole population, foster 
selective approach rather than comprehensive. It neglects proportion of 
population and the underserved. 

CHINA All yes 

JAPAN Not relevant MDG not known by policy makers 
KOREA Half Yes/No Not so significant for Korea. Challenge is how the PH Concepts and MDGs 

could be applied to developed or middle-income member states. 

LAO PDR All yes MDGs can be a reference for comprehensive planning development of the 
country 

MALAYSIA Mostly yes 

MONGOL! Mostly yes MDGs are motivating political commitment but interventions are 
A fragmented. Role of some INGOSs considerable. 
NEW Mostly No MDGs do not have much influence -focus on developing counties. 
ZEALAND 

PHILIPPINE It puts pressure on the country 
s 
SINGAPOR Fundamental - addressed in early years of development. 
E Current planning focus on major BODs (mental health, chronic diseases, 

ageing) - relevance of MDG decreased? 

PACIFIC Majority yes - some do MDG not well monitored. 
not know. The need for the small countries to improve health to meet MDG can be 

very expensive and these small countries may not be able to afford it. 

Solomons Most times it changes the whole system. 

Tonga Sig_nificant but limited. Help as a guideline to improve the situation. Used 
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Recommendations 

Holistic approach towards MDGs 
and health should be adopted 

As per MDG there 1eeds to be a 
linking process that makes them 
more locally owned. 
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Agreements Issues 

for progress monitoring and checklist for donor funding. 

5.b.2 Global influences on the health sector 

All yes Significant and mostly positive. 
AUSTRALIA Global workforce movement, movement of people and cross border 

infection, import of technology/drugs, R&D, consumer expectation, 
benefits from internatio~al agreement such as FT A, CODEX . 

Net importer of health profession- Should make reciprocal contributions to 
the source countries otherwise issue of equity remains. Global interaction 
needs to be balanced with protection of ecosystem and cultural heritage. 

CAMBODIA Mostly yes Good - global partners, resources available for health systems and 
disease programmes (e.g. HIV) 

Bad - country flooded with health technology products, over-
specialization of doctors, health disparity between rich and poor, 
unsustainable consumption patters and unhealthy life styles 

CHINA Mostly yes Positive effect- economic growth (WTO); negative effect- pollution 
industry deteriorated environment & increase of floating population cross 
border increased risks of endemic of infectious diseases 

JAPAN Mostly yes Globalization is unavoidable but may have negative impact on health 
systems. 

KOREA More negative than Positive- proliferation of health industry (e.g. medical tourism), sharing of 
positive experiences, and easier dissemination of health technologies 

Negative- more widespreqd transmission of pandemic infections, external 
pressure for market opening, and resulting domestic market shrinkage 

LAO PDR Mostly yes Global health development affect local health development due to 
globalization. Neqative- environment change, new diseases, epidemics, 

MALAYSIA Good in general So many other global influences such as travel and re-emergence of 
diseases, emergency preparedness, foreign investment in health care, etc 

MONGOLI Positive - more resources, information, capacit~ building, telemedicine 
A Negative- sustainability, donor-driven, mental health issue, behavioural 

problems, road accidents. Population mobility facilitates spread of 
diseases e.g. H1 N1 -burden for economies. 

NEW All yes Impact of economic recession, global mobile health workforce (both bad 
ZEALAND and good impact), access to new technology and evidence. Access to 

global development important but policies need to be applied to the 
country context and not just imported (e.g. global focus on HIV driven by 
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Recommendations 

. 

Guidance needed on how to 
select global influences 
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Agreements 

PHILIPPINES 

SINGAPORE 

PACIFIC 

Fiji 

Nauru 

Solomons 

Tonga 

Vanuatu 

5.b.3 Climate change 
AUSTRALIA Most recognize its 

relevance. 

CHINA 

KOREA Mostly yes 

Issues 
WHO and international organizations when NZ had much more pressing 
health needs) 

Island countries are isolated and have to adapt to changes in the 
environment (e.g.: health human resource migration) 
It will result in improvement on technology and provide knowledge but 
would result to relative neglect of PHC. 

Cross- border infections and communicable diseases are big challenges 
Bad- climate change, commercialization and colonialism . 

No. of partners or actors are increasing but due to migration of our health 
workforce to better countries, the number becomes static 
Beyond our control. 

Competition for staff is increasing. Loss of communities carrng for their own. 
Economic progress of the country cannot compete with global economy. 
Influenced especially the most vulnerable. 
Risk is smaller countries may be left behind if they lack the capacity to 
compete in the global arena. 

Difficult to implement and hard to sustain in terms of resources. 

Mixed views: One answer sees it as a big hype, littl~ impact. 
Positive- Maybe positive impact if industries become more productive and 
sustainable (e.g. renewable energies). Australia can manage effects. 
Negative - Is it diverting resources from other more urgent need? 
Australia's unique ecosystems suggest it is likely to suffer a big impact 
from global climate change. 
Possible impact on agriculture, primary production and increasing 
morbidity and mortality due to increase of health stress, vector borne 
diseases and catastrophic weather. 
Negative impact on health. It's due to industrialization and westernization 
of life style. 

It is critical issue however it would be only long term challenge especially 
for developing economies. Government "green growth" policy seen as at 
infantile stage or only as rhetoric. 
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Recommendations 

Need to mention WTO accession 
and impact on PIGs. 
Need justification. 

Role of health systems in 
·monitoring the impact on health to 
provide evidence for policy 
making should be mentioned 
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Agreements Issues 

LAO PDR Air pollution affected health. Climate change already causing disaster such 
as flood during 2009 in the south. New and re-emerging diseases such as 
AH1 N1. Team was set up to fight with such disease. 

MONGOLIA Negative effects are prevailing (resulting natural disasters)- burden for 
underfunded health systems. 

Severe climate condition, air pollution are affecting health. Need to spend 
more resources on these issues than directly on health sector. 

Migration also affect capacity of the family practice in the capital. 

NEW Mostly yes Most think important and needs greater emphasis, but a few thinks its not 
ZEALAND a priority for NZ at the moment 

PHILIPPINES Everybody is concerned. 

Each community has to identify the risks and come up with strategies. 
Must have clear programmes, must be given immediate attention and 
more funding for information and public education. 

Government should implement its laws on climate change - alternative 
source of energy. 

SINGAPORE Important despite small size 

Climate change committee established to address holistic strategy and 
engage people & private sector 

PACIFIC Good coverage links to health concerns. 

Need to be visibly linked to health services. 

Nauru Better disaster planning to cover worst scenarios,. May change disaster 
profiles. May affect food production. 

Solomons Real effect in terms of health and environment. Relocation is eminent to 
some communities. 

Tonga Positive - Opportunity to portray efficiency and structure of health systems 
to see disaster resilience and identify gaps for improvement. 

Negative- Small countries like us only suffering by the weather change 
caused by the big countries. 

Infection diseases will come along with climate change. 

Need to relocate all hospitals located at the vulnerable areas without 
compromising other services. 

Vanuatu Global warming involve international investment deviation. 

5.b.4 Influences of market forces on the health sector 
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Recommendations 

Need to develop a strategy to 
deal with environ-nental factors 
on health. 
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Agreements 

AUSTRALIA 

CAMBODIA Positive -6, negative -4 

CHINA Most think it's a negative 
influence 

Japan 2- positive 

6- negative 

Korea Majority sees dual effects 

LAO PDR 

MALAYSIA Mostly negative 

MONGOLIA 

Issues 

Positive-Increased competition between providers may encourage 
reduced costs. Generally drug assessment and pricing control works. 
Patients can also opt for cheaper generic drugs where available. 
Neutral- Influence of pharma industry and greater access to health 
information by internet-increases consumers' demands. Increasing cost of 
treatment and diagnostic technology is driver of health costs. 
Negative- Medicalization of natural life events (e.g. menopause)-
pharma industry's strategy to make profit. Private Insurance is a policy 
mess. Incentives to privately insure dist9rted resource allocations and 
workforce availability. Private practice based on Fee for service in PHC 
retarded growth especially for chronic conditions and prevention. 
Difficulty in accessing PHC through general practice pressure on already 
busy emergency departments. 

Certain parts, especially pathology services, becoming very profit driven-
increased OOP costs and reduced access. 

Market is not regulated and staff not trained. It is promoting expensive 
international products e.g. brand medicine instead of generic drugs Market 
can help doctors earn more money through private practice 
Comments vary: 1) negative influence on cost escalation and exclusion of 
high risk population; 2) Pay more attention to quality and safety issue; 3) 
Market mechanism should be used in health sector in the context of good 
governance including regulation etc. - Market mechanism should not be . 
denied in the health sector 

Market economy not always bad with precondition of NHI coverage for all. 
1. Develop policy to protect health sector from the negative influence of 
commercialization 2. Promote community participation 

Need evidence on the impact of market, Current debate often without 
evidence. Neqative- drugs and privations attract" most concerns. 

Positive- Increased new technology and skill for health workforce. 
Negative - Increasing private clinics without proper control. 
Competition among investors which affect public health service delivery. 
The poor have less access because of increasing prices for drugs and 
private care - needs special support. 

Positive - availability of service increased through private practice, 

Page 22 I 52 

Recommendations 

Needs right regulalion for private 
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Agreements Issues 

medical environment improved, quality is improved 

Negative- equal coverage is decreased. Not health related private 
practice (mining). Competition between state and private clinics. 

NEW Most think the impact of market forces have been controlled. 
ZEALAND Insurance is not a major role- only one third holds health insurance. 

Conflict of interest in the public-private mixed model. 

Another view supports Qositive results by non-profit health providers. 

PHILIPPINES Must be equitable distribution and participation of market forces on health 
sector. These influences have to be analyzed with government monitoring 
and regulating their effects on the health systems and other systems. 

SINGAPORE Numbers of partner increasing in private sector, traditional medicine, 
voluntary welfare organization, private foundation, drug company, 
insurance company etc 

Increasing emphasis on preventive care, chronic illness management and 
mid/long term care in terms of public health concerns 

PACIFIC . Insurance still low key as a means for financing . 

Commercialisation may have some influence in the service delivery e.g. 
People may want to be numerated instead of volunteer work. 

Politicians need to remain neutral to everyone's needs at all levels and 
maintain equity under PHC and new commercial initiatives. 

Needs smart marketing strategies to counter Coke, McDonald, etc 

Nauru Positive - IDA drug supplies, Negative - affordability, inequitable access, 
lacks balance. Lack of commercial insurance could be an issue. 

Solomons No well established insurance scheme. Economic development slow so it 
would not fit for our country. 

Tonga Simple message of healthy life style for good health with no cost was 
forgotten by flooding western norms through media etc. 

With inflation, health medications and services are becoming expensive. 
Currently free health service may not be so in the near future. 

Vanuatu Competition, resources. 

5.b.5 Influences of international assistance on the health sector 

AUSTRALIA Not relevant. International aid heavily directed at health services and products. MDG 
goal relating to aid flow? 
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Recommendations 

clinics and need quality 
assurance for drugs. Health 
insurance distribu:ed improperly 
(private clinics gel less). 

Should also address negative 
aspects and linkages to WHO in 
particular TRIPS. 

Mention free enterprise 
competition? [It is good as long 
as it does not control prices to 
hurt the poor] 
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Agreements 

CAMBODIA 

CHINA 

JAPAN 

KOREA 

LAO PDR 

MALAYSIA 

MONGOLIA 

NEW 
ZEALAND 

PHILIPPINES 

SINGAPORE 

PACIFIC Mostly yes 

Issues Recommendations 
Donor's interest bias towards communicable diseases- it is selective and 
not comprehensive. Need more collaboration and coordination. Need 
broadened scope to include PHC. 

Numbers of partners increasing Should clearly state that proliferation 
Real value is to introduce international concept, norms, good proactive of new partners requirns more efforts 
and experiences, however, regulation on International assistance of alignment and harrr onization. 
should be negotiated and developed in the WHO framework. Sound national plan is the basis for 

im :>roving that effort. 
Some disagreement on increase of numbers of partners in health sector-
some think its still not enough. Available health workforce for developing 
and administrating health policy is insufficient, quality is questionable, etc. 

How ODA could have positive impact on assisted countries? 

International assistance is helpful when the economy of the country is not 
strong, however aid in the health sector is still limited and there is no self-
reliance and too much donor dependence causing fragmentation and 
vertical programme oriented implementation. Need to find out the needs of 
the patients and organize assistance according to their needs. 

"Tied aid" - influencing contents of assistance 

Most think it is important but national priorities should be taken into 
account first. Some of assistance do not reach beneficiaries. Needs right 
distribution especially for rural area. 

Important role as a donor and also a potential opinion leader in More pragmatic approach needed to 
sharing the development work in primary care policy. support developing counties. (e.g.: Many of 

concepts such as continuity of care and 
team work are unrealistic and unattainable 
in most part of he Asia Pacific region") 

International health is only 4% of total health spending but requiring huge Should be a unified system of 
transaction cost and resources by vertical processes. Heavy influence but 
fragmented. These influences have to be analyzed with government 

programme strategies. 

monitoring and regulating their effects on the health and other systems. 

Intellectual exchange and partnership in addition to provision of aid. 
Provision of disaster response aid. 

Good but needs to be managed well. Must be embraced. 
Negative- Sometimes HR availability to take on extra activities is a problem. 
Promotes dependency. Heath should be something that owned by country. 
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Agreements Issues 

Nauru Absolutely vital. 

Solomons Water and sanitation received more assistance internationally. 

Assistan<;:e promotes dependency. 

Tonga Need to be .managed well otherwise end up having the spoon feeding 
syndrome. 

Vanuatu NGO health programmes, other non health programmes, private practice. 
Health sector authorities need to build links and work together with all 
islands communities in order to build a team to gain maximum external 
funding investment for Vanuatu. 

5.b.6 Other Comments on Global and Regional Public Health Challenges 

JAPAN Majority think Japan does not have a health sector plan that reflects core set of values. There are 
concrete plans at the health centre level but no clear plans or goals at the government level. 

PHILIPPINES There is not comprehensive health sector plan and the core values are forgotten along the way when 
operational zing the plan 

PACIFIC The reforms ensure that 2-4 above are progressively in place. 

Water and sanitation as one element of PHC is the most basic health service and should be strengthened. 

Section 6- A whole of system approach 

Agreements Issues 

6.b.1 - Definitions of a health system 

NZ- need for a broader approach than just the health system in order to achieve 
real health improvement. 

MAA- a "health system" (a single entity) or "health systems" (which include 
education, social, economics, defence, etc.) 

AUS- Good to have a definition of a health system. It then goes on to define "Good 
Health Services". It may also be good to define "Good Health System", to bring in 
core values such as equity etc. Better distinction between primary care specialist 
care and public health would be helpful. 

KOR- it looks like "health care system", not "health system". 

SAM- Not addressing traditional medicine, Protection , Access 
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Recommendations 

Recommendations 

SIN- More emphasis on patient-
centred care 

KOR- State and government 
should be indicated e.l{pficitly as 
"responsible agencies" of heath. 

SOl- need to further emphasise the 
public health compon~mt 
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Agreements Issues 

6.b.2- Necessity for a whole of system approach. 

This is generally agreed PHL- Not only the health system but its interaction with the other systems as well; 
where health by itself is a goal and a means to development, as a whole 
NZ- focus needs to be implementation. 

MAA- A health system must be inter-dynamic and inter-locking of sub systems. It 
depends on other systems, such as education, economic planning and others. 
AUS- The six "system building blocks" seem to be somewhat arbitrary and confuse 
outputs (service delivery) and inputs (workforce, information, etc). Not possible to 
separate funding from workforce/service models or even leadership. 
CAM- there is a lack of participation in the building block and there is no bridge 
between the health service providers and the public. 

6.b.3- Alternatives to the 6 building block framework 

AUS- Document needs to give more detail of "other schema" as alternatives to the 
six building blocks 
LAO- referral system is needed. 
KOR- the framework by Kleczkowski, et al. is better than this one, more reasonably 
emphasizing "development of resources" and "management". Add ethical or moral 
dimension to the current elements of access, coverage, quality, and safety. Need 
regulatory component, for products and technology in particular. Unclear 
relationship between the 6 blocks and the outcomes. 
CAM- The six blocks tend to focus on provider side, missing consumer side -needs 
to have another block on "meaningful participation of consumer/clients. They are 
mostly" inputs" and it is not clear how they operate coherently in response to 
problems, or where accountability for results lies. 

6.b.4- Continuum of care and health systems 

MAA- this draft is provider dominated rather than consumer driven. 
AUS- This concept should be explored in more detail- e.g. defining a 'continuum of 
care' and explaining why this is important. The evidence of the benefits of primary 
care rest with the ability of a child or adult to be cared for by the same practitioner 
at each visit - Having the same place of care but differing providers decreases the 
benefit of primary care significantly. 
KOR- continuum of care across life places (home- community- workplace ... ) 
should be considered, in addition to life cycle. 

6.b.5- Other comments -A whole of system approach 
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Recommendations 

MAA- public participa1ion and 
ownership be included in the 
framework. 

SIN- Case studies showcasing 
different models of he3lthcare 
system suitable for countries at 
various stages of development 
should be provided to guide 
member states. 

NZ- The strategy shoLid 
emphasise the need to empower 
consumers to determine the need 
for change. 
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Agreements lassues 
PHL- Consider the diagonal approach for global health systems, strengthen public-private cooperation 
MM- A health system must be inter-dynamic and inter-locking of sub systems. It depends on other systems, such 
as education, economic planning unit and others. 
SAM- 1. There is a need for a paradigm shift of society to a 'Health and Wellbeing' more than disease orientation. 
2. Team work is too medically biased and needs to include community participation. 
SIN- PHC needs to be simplified and clearly defined from the start of the strategy draft. 
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Section 7a- Service delivery 

AGREEMENTS 

7.b.a.1- Service delivery JTlOdel 

Most responses agree on the 
presented model and that PHC 
model has better health outcomes 
than curative 

JPN- "Explanation about the service 
delivery model is excellent." 

AUST- Middle paragraph, beginning 
"Primary health care oriented 
service delivery provides ........ " 
useful as definition of what AUST 
good primary care system will 
provide 

PHL-. Every member state or 
country has to define its own 
service delivery models and 
packages at all levels 

7.b.a.2- Management 

Most agree that Management is 
very important. If poor 
management, the health services 
ha.s no quality and people will not 
have good health outcomes 

ISSUES 

NZ- half did not agree with service delivery model - it is a 
secondary specialist approach not a community based, 
partnership model which PHC should be based on. The 
approach is too prescriptive. 

NZ- Concept of continuity of care delivered by one health 
care worker or health service is unrealistic and runs counter 
to human behaviour seeking out the best care available 
when required. 

MAL-there is lack of mention of roles of self-care, 
traditional/complementary medicine. 

ROK- feasibility of the model, for countries where whole 
system is "liberalized", or where no referral system is 
operating. 

PIC - Service delivery Models need to be flexible to the 
country and resources available 

AUST - should be local need and defined in each country 

NZ- PHC management should occur at the case or client 
level, and the section on page 13 describes policy and 
strategy, not management. There is tension between service 
management and clinical leadership. "NZ system moves 
between clinicians in charge and managers in charge." Also 
debate about centralised leadership and local leadership 
JPN- it is so vague and general, and adds nothing to the 
strategy. 
ROK- "management" and "management structure" are often 
blurred CHN - International organizations, such as WHO and 
WB should emphasize the management in health sector. 
Good management should contain three basic elements as 
follows: excellent human capital, adequate technologies and 
skills and policy support system. 
With governance, regulation, or me~nagement environment. 
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RECOMMENDATIONS 

LAO- Should have more alternatives to this model 
with emphasis on quality assurance and safety. 

ROK- Include importance of legal or financing 
system, to make service delivery mcdel more sound 
and reasonable. 

MAL- operational level management should be 
clearly defined. 

ROK-the concept of "management" and 
"management structure" should be clarified 

AUST - This section does not define what is meant 
by management 

PIC - It will be useful to further define the key 
elements of successful management 
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AGREEMENTS 

7.b.a.3- Service delivery package 

NZ and JPN agree there is a need 
to clearly describe what constitutes 
the core service delivery package 

LAO- service delivery package 
should be complete, integrated, 
relevant and appropriate to the 
situation of each country 

MAL- All are supportive 

AUST- reads well, highlights the 
link between packages, needs of 
community and quality assurance 

7.b.a.4- Quality and patient safety 

Countries generally view this as an 
important priority issue to be 
addressed 

PHL- Emphasis on quality of care 

ISSUES 
Also the agencies of management are not clear, as public 
and private sectors are often of different qircumstances. 

NZ- universal health care access could not be achieved by 
privatised heath care delivery systems p14- statement that 
"quality service delivery package as a standard for ... " should 
include vocational and specialist registration for health 
practitioners, which needs legislation. 

JPN- "there is no explanation about what should be included 
in the package. Is WPRO going to leave it to the 
governments? If so, the statement will be a mere title." 

ROK- how to make guide to operate in a private sector 
predominant setting. "Standards" for licensing, accreditation, 
and reimbursement seem insufficient 

ROK- usefulness of cost-effectiveness analysis (CEA) in 
defining equitable service delivery package -weak logical 
relationship between CEA, cited as one of the strongest 
analytical tools from the utilitarianistic perspective rather than 
equity one. 

LAO-In order to avoid gaps or duplications, implementation 
of integrated service delivery is a very crucial in our country. 

PIC -What are the "integrated services" in the context of this 
document 

CHN - Difficult to define the package of healthcare services 
explicitly in developing countries due to ethical and socio
economic conflict 

LAO-The main problem in Laos is low quality of services. 
How to improve it? "Quality is often perceived as expensive" is a 
good sentence because some people expect to have good 
quality service but do not want to invest. 
NZ- quality systems in PHC were under-developed compared 
to secondary care. A counter view states that the moves in 
this strategy to copy secondary care type approaches in PHC 
are inappropriate-"in primary health you are reliant on the 
context and the community and other determinants of health, 
which the health professional does not have control over -
the person is not a patient". 
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RECOMMENDATIOF~S 

LAO-It is important for PHC activities and should be 
relevant and appropriate to the situation of each 
country- should be complete in terms of promotion, 
prevention, diagnostic, treatment and rehabilitation 

NZ- needs to be clear about what services are 
available for everybody, or to descriqe "core 
services." "People have the right to know what they 
can expect ". 

PIC- needs greater emphasis on prevention and 
integration. 

AUST -Any definition of service delivery package 
must be sufficiently flexible and inclusive for people 
to get access 

AUST - Safety and Quality to remain central to this 
strategy 

LAO- add Quality and safety of the as an ethical 
issue for providers 

NZ- Other issues to include in this section: 

• equity and safety as a fundamental part of 
quality; 

• "a quality outcome is not a universal measure", -
different population groups seek different outcomes 
and quality is about workforce development and 
requires oood information systems. 
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AGREEMENTS ISSUES 

ROK- Although the Draft describes the notion that "quality 
is ... expensive" as a misconception, some comments still 
insist quality should be balanced with cost. 
MAL- It is crucial that quality and safety be built In right from 
the planning stage Quality assurance monitoring must be 
done by peers In their own specialties. Primary care by 
Primary care, and specialists by specialists. They must not be 
monitored by non medicaf "third parties". Medical 
Universities, Academies, Colleges and societies may fill this 
role. 

CHN - Quality and safety always a challenge for developing 
countries 

7.b.a.5 -Infrastructure- cost effectiveness, maintenance, minimum and maximum standards 
LAO ,NZ, JPN agree the need for NZ-Insufficient detail in this section to be able to comment. 
infrastructure and standards to be These are developing country issues; The risks with using 
appropriate to each country context standards include externally imposed standards that are not 

relevant to each country context, or people aiming their , situation, and need community 
practice at the minimum standard .. inputs 

•NZ- important issue for equity and ROK-expression of "minimum standards" and "economic 
reality". Notion of "minimum" is often used to avoid safety as a fundamental part of responsibility of the governments, especially when tied with quality; 
economic reality. Instead of minimum, "optimal" is more 

JPN- maximum standard for the preferred 
expensive infrastructure should be LAO- Infrastructure should be appropriate to situation of each set, level. Data collection needs to be done to assess the unit 

cost for investment and use the budget effectively. 
Maintenance & recurrent costs should be planned as part of 
the annual budget plan of the projects or health sector annual 
budget plan, it is not only accommodated as part of 
infrastructure budget. 
MAL-"Maintenance cost must always be included in planning 
healthcare facilities. Green, environmental friendly, energy 
saving features must be given consideration". "Laws must be 
enacted to ensure adequate, safe facilities appropriate to the 
care to be given" PIC - Infrastructure is the bottleneck for the 
access to quality health care services 
CHN - it is urgent for emerging economies to meet minimum 
standards of infrastructure 

7.b.a.6- Other comments on service delivery 
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RECOMMENDATIONS 
ROK-include quality assessment. principles in 
dealing with malpractice and litigation, coordination 
and integration with the workforce development 
system, ethical dimension of quality, and 
development of International guideliles. 

NZ- PHC is about people not infrastructure. ROK-
"infrastructure" should be explicitly c'efined. 
JPN-"The health system cannot decide what the 
basic health infrastructure should be. People of a 
community should decide it." 

AUST- Minimum infrastructure standards shouldn't 
be allowed to inhibit innovation in approaches to care 
delivery 
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AGREEMENTS ISSUES 

NZ- how to move the limited expertise in specialist urban 
centres to support other areas of the system to achieve 
better health care for people living in rural areas; and after 
hours primary care 

NZ- shift in central systems to create the environment to 
support local and clinical leadership; 

NZ- Learn from lessons about why reforms thru PHC had not 
been successful in New Zealand.- " .. Lot of service re-design 
over the last ten years in healthcare but still tremendous gaps 
and duplication exist and (unnecessary) rework. We have 
some way to go on improving pr.ocess." 

PIC- We may spend too much time analyzing and end up 
with " analysis paralysis" 

PIC - service delivery defined but does not do justice in 
terms of developing at ... to ensure that lip service to primary 
care ceases 

Section 7b - Health workforce 

7.b.b.1 -Health workforce planning 

Most agree .. ... health workforce JPN- "It is impossible to make such a plan, as many 
planning needs to be reviewed in countries do not even have reliable national census." 
the face of technology development, LAO- should be related to the growth of the population in the 
economic growth and progress, community. Has to be adequate according to need of the 
changing of education status, etc. country. Should attain balance between Health workforces 
CHN - all Kls think there is a need and public health activities 
for an increase in the ratio of PHC NZ-all about establishing broad guidelines or a "planned 
oriented generalist compared to approach" rather than determining exact numbers of 
specialists professionals, or "over specifying the system" due to long 
PIC - Planning must be according to lead times for training and the need for "fluidity" of roles 
countries need between different levels of workers depending on different 

communities needs. 

NZ-more could be done to upskill the unregulated workforce, 

In NZ-greater central direction was required to ensure 
appropriate professional numbers were available in the areas 
of highest community need. This could not be left to market 
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RECOMMENDATIONS 

MAL-This draft document does not focus on the 
holistic concept. It focuses too much on curative 
aspect and allopathic treatment. 

PIC - need to redefine what is a manager, better 
coordination at each decentralized level , need to 
have uniform service delivery at all levels . Diagram 
illustration may help 

NZ-the strategy should to do more lo address the 
challenge of incentivising health professionals to 
work in socioeconomically deprived areas. 

ROK- include importance of social consensus on 
quantity, quality, and mix of workforce, because 
there is no predetermined appropriate level 
regardless of environments 

ROK- add the influence of multiple socioeconomic 
factors on planning and connectedress of planning 
to work environment (income, workilg conditions, 
incentives, etc. of workforce could te included (e.g., 
nurse migration). 
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AGREEMENTS ISSUES RECOMMENDATIONS 
forces. 

I 

PIC - Regional approach does not work well, although this 
should be in existence in all countries, the exercise to 
implement and complete is daunting. After training, retention 
of staff trained is an issue. 

AUST -Workforce planning is inherently difficult. Planning 
does not guarantee solving any problems AUST - must have 
some basis for the incentive programs and recruitment and 
retention policies in place 

CHN -lack of qualified health workers in the rural areas and 
remote areas is always the bottleneck of PHC strategy 
because there is no enabling environment and incentive for 
them to work. The lack of career development chances, low 
pay for their PHC services. 

CHN -ministry of education is responsible for planning the 
number and mix of medical students while the MOH has no 
influence 

PHL - Has health workforce plan but should be able to 
identify workforce at local levels and support local 
government in terms of professionalizing and developing the 
workforce 

7.b.b.2- Preparing the workforce, underserved populations, teamwork, volunteers, ratio of generalist to specialists, ratio of doctors to nurses 
Most agree that volunteers are NZ- that volunteers will lessen in the future as fewer people NZ- the strategy should recognise tr-e importance of 
useful but the role needs to be willing to work as volunteers. Low numbers of specialists and a "virtual team" which operates on trust between 
defined and volunteers must be filling these roles are important in areas where they are professionals and providers. Also need to recognise 
managed and resourced needed - in the future, distinction between PHC generalists the support and training needs of the health 
NZ- A workforce better able to meet and hospital specialists will be increasingly blurred workforce that are not professionals (160,000 in New 
the needs of underserved NZ- The team approach is confusing and fragmenting for Zealand} which are not addressed ir this document. 
populations as an important many communities- no one person has responsibility; Develop workforce that sits between general 
achievement of the PHC strategy resource limitations make a team approach unrealistic in practitioner and hospital generalists - this workforce 
and systems development in New most rural and less developed countries Also need for will be able to work in general practice or in hospital 
Zealand. · "By having a workforce consumer education to change some consumer beliefs that a and help reduce silos bet PHC and acute secondary 
that resonates with the population specialist was the best or preferred health professional. care 
served, there is better engagement LAO- Health care workers from ethnic minorities, rural and and the prospect for better remote areas and female in the field of women health, outcomes." especially skilled birth attendants are very necessary in our 

country. Therefore we should have special policy for them. 
Page 32 I 52 

I 
0'1 
10 
I 
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LAO-Based on WHO criteria and MOH-Lao PDR, it should 
calculate the needed ratio for different categories of health 
staff 

JPN- views on volunteer participation are inconsistent among 
informants due to different concepts on volunteering and the 
health workforce. For example, an informant said, 
" ... volunteer participation often makes a positive influence in 
solving problems related to marginalized people, when the 
volunteers are members of the same group ... " Another 
responded, " ... the idea of enrolling volunteers in the health 
workforce does not fit with the Japanese situation. Japanese 
law requires health workforce members to obtain 
qualification, so volunteers cannot be an important part of the 
Japanese health workforce." 

ROK-This part is not straightforward, subject to variation 
according to conditions of each member country. ROK
Focusing on high priority areas would be more effective 
approach. 

MAL- Volunteers need to have adequate training to play a 
bigger role, get better recognition. Utilization of traditional 
healers/midwife's as volunteers should be considered." 

AUST- Any attempt to develop new skill mixes in primary 
care workers must be based on a foundation of competency 
based education that describes the holistic/integrative 
competencies. Targeted action is warranted arid needs to be 
well supported 

AUST - Hard to know optimum ratio of generalisVspecialists. 

CHN- needs to define ratio of generalists to specialists, 
doctors to nurses in a particular context not global context 

PIC - the ratio is not that important as poly-valency ... All 
specialists must be good primary care providers 

RECOMMENDATIONS 

7.b.b.3- Enhancing performance- job descriptions and norms, support systems including pay, enabling work environment 

LAO-Agreed with the document, it ROK- With the increasing supply of a few kinds of provider, NZ-focus for workforce developmelit needs to be 
should be made the appropriate job there could be some role conflict between different types of career pathways for health professionals and the 
descriotion and norms of health workforce, for example between primary care physician and unregulated workforce 
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staff community health practitioner who also manage patients in a 
AUST -agree but include career limited scope. 
options and changes in health MAL- with multiple services being added on, staff roles 
workforce expectations become unclear with time 
PHL- agree but LGUs must be LAO- Job description should be precise and necessary for 
accountable with concrete and the human resources development 
adaptable norms 

ROK- Job descriptions, norms and codes of conduct, and skill 
PIC- fully supports but must comes need to be flexibly adjusted according to ever changing 
with appropriate qualification and number, quality, and working environment of workforce-
their areas of interests. Planning there should be a long term view on workforce issues 
must be according to countries MAL-a training road map for each profession needs to be need PIC - Need to consider: worked out to ensure continuous performance. • Recognition of worth and value 
• Motivation and positive attitudes CHN - The norms and codes of health workers are 
• Annual review of Job disoriented by the force of market, because they have to get 

Descriptions the salary from drug-selling, revenue generated by FFS 

• Non-restrictive contracts for PIC- need to recognize formally Allied Health Workforce. 
migrant workers Integration of profession so as not to work vertically and 

• Creation of a positive work breed professional arrogance. Generalist much needed when 
atmosphere. we talk of PHC 

AUST - A broad rage of strategies for enhancing workforce 
performance is essential. Safety and quality considerations 
should be included 

CHN - incentive mechanism should be established and the 
organisation should provide opportunities for long-life learning 
aim to enhance the capacities of their staff. Timely and 
objective evaluation is the precondition of incentive, career 
development-and better performance, so technology and 
methodology of the evaluation should be included in this 
section. 

7 .b.b.4 - Managing migration and attrition 

NZ and JPN agree that the issue of NZ -low morale and frustration felt by the nursing workforce 
movement of workers from is a significant push factor and a barrier to recruitment. 
developing to developed countries ROK- Economic incentives (such as salary), as the stron_gest 
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MAL- more discussion be provided en remuneration 
and incentives in this section 

LAO- The manaQement of migration and attrition 
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AGREEMENTS 
is very important to be addressed 
by the region and developed 
countries -

LAO- It is necessary that it should 
have policy and strategy 

PHL - agree but needs political will 
and commitment between 
sectors/systems 

PIC considers this a very important 
because they lack specialisV skills 
in every area 

ISSUES 
drive for migration, are not dealt with extensively in this Draft. 

NZ-more could be done as a region to manage the push/ pull 
factors for the movement of health workers from developing 
to developed countries. A PHC workforce needs to have high 
levels of cultural competence and therefore NZ needs to 
focus on growing its own professional workforce, to the 
benefits of health workforce exchanges. 

ROK- Salary or other types of remuneration is critically 
important, and related policies need to be flexible to a 
reasonable extent. 

7.b.b.5 Other issues on health workforce 

NZ and JPN agree the need for 
more PHC generalists than 

, specialists 

NZ- the document does not recognise the key role of nursing 
in PHC and it was noted that midwives and other allied health 
professionals are not mentioned at all. 

JPN-" ... The current Japanese situation of unbalance in the 
generalists/specialists ratio may just reflect the inappropriate 
utilization of generalists." 

MAL - "Health workforce as described is shallow and 
limiting." 

Section 7c- Health Information 

7.c.b.1- Health information strategy and plan. 
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should have a policy, law, regulation and standard 
for strengthening the performance of the staff and 
improving the quality of services effectively. 

CHN -WHO to provide guidance and best practices 
on fair treatment of migrant workers, ethical 
recruitment and support to source countries. giving 
more training opportunities and further develop 
chance to health care personnel in rural and remote 
areas would be one of the effective ways to attract 
more human resource there 

ROK- include respect for consumers' choice (rather 
than central planning), reducing inefficient utilization 
of active workforce, and more emphe:sis on quality 
(through education, re-licensing, etc.) 

MAL- strategy to include: 

• "Government to recognize the role of NGOs in 
provision of cost-efficient healthcare services and 
provide adequate support (funding) for them e.g. 
Palliative care services". 

• "For efficient and effective health systems, the 
health workforce needs to mention other types of 
expertise that support health systems - the health 
economists, the health researchers, the social 
scientists, data management personnel". 

• "Regional grouping (e.g. ASEAN, etc) should 
consider free movements of their health workforce as 
in the European Economic Community grouping" 

• "Continuous education and development is 
critical and provided right after completion of basic 
training." 



AGREEMENTS ISSUES 
LAO and NZ agree that high JPN- doubts raised on its feasibility, saying, "Isn't health 
importance be given to improved information confidential? It is impossible to utilize confidential 
utilization of routinely collected information in a health system. JPN- "Since health 
information information is complex, many countries cannot deal with it 

LAO-HIS and plan is essential in 
appropriately even if they successfully obtain it." 

order to support the right health JPN- does not agree on current trend of utilizing health 
information to everybody and information, where problems are identified by comparing each 
increasing their accountability piece of information 

NZ- information should be used to support patient AUST - A strategy/plan of this kind empowerment "in primary health care the big information would be extremely valuable in generation should be how a patient can help themselves. -governing health service data the information to be fed back to the actual person seeking collection. the health care ." 
CHN - the presence of a national NZ-The importance of information collection is for 
health information plan is important. understanding disease patterns as part of health system 
Health information strategy should improvement and for identifying trends and understanding 
be set up, implemented and areas of focus in the medium term (5-10 years). 
evaluated by the central MAL- Feedback from referrals, notification of diseases 
government, from top to down important. Confidentiality must be respected. 
PHL - agree but national national AUST - Confuses data collection and communication. Not 
level has to lead; local levels to clear where education and dissemination of information fits. 
follow PIC- Would the member states collaborate in a Regional 
PIC - agrees it is important to have HIMS? 
one but do not think that the CHN- HI strategy is fragmented and isolated "information 
use/interpretation of information islands" with no benefit for improvement of health care quality 
need be carried out by the people and management of facilities 
who collect the information AUST -. Australia is working steadily towards a common 

health information infrastructure which it is hoped will deliver 
common patient and provider identifiers and indexes and 
hence enable secure transferability of health records and 
information between providers. The absence of such 
connectivity has been a significant limitation on the health 
system's ability to provide continuity of care. The need for a 
national solution in the development of this infrastructure 
requires a national strategic planning approach. 

7.c.b.2 Parallel and duplicative reporting systems 

LAO-Reporting system is a very LAO- Donors should agree with this principle, otherwise it is 
important issue as heart of the work difficult to avoid these situations which create confusion 
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ROK- Confidentiality and information security issues 
should be commented in balance. Goals of 
information system should be clearly defined, to 
enhance patients' informed choice, not to contribute 
to corporate interest or profit seeking. Access and 
transparency should be added to prjnciples of 
information system building. 

ROK- information "sharing" and "communication" 
should be regarded as an essential requirement. 
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AGREEMENTS 
for the estimation and future 
planning. 

AUST - agrees 

CHN- agree but must be integrated 
and used properly as a tool of 
research and management. 

PHL -Agree as long as the 
information system is accurate and 
timely at various levels 

PIC- agrees 

7.c.b.3- Disaggregation of data 

All countries agree this is important 

ISSUES 

NZ- mixed responses- this is not a high priority as a single 
system can't reach all people and more than one route for 
transfer and knowledge is required; - tendency in NZ is to 
keep investing in new research data systems when a large 
amount of routine data is not used. 

JPN- "What is a parallel reporting system in the context of 
the strategy?" It is not clear under what circumstance the 
elimination becomes a priority." "Regarding the Japanese 
society, it might be a good idea that some advocates have 
their own information system even if it is parallel to a 
government information system." 

ROK- how to balance between duplication and 
decentralization of the system. Another problem is leadership 
for private sector, usually with no single effective measure to 
cope with. 

LAO-It is difficult among countries in the regions due to the 
different availabilities of facilities 

ROK- Some respondents do not seem to understand the 
meaning of "disaggregation of data". 

AUST -care must be taken to ensure that data is sufficiently 
deidentified for consumers' privacy to be protected. 

CHN -disaggregation of data is important to analyze 
problems and bottlenecks as the basis of improvement of 
health 
PIC -It is good that we adopt one standard on disaggregation 
of data, esp. for health facilities at grassroots level 

7.c.b.4- Research in health systems 

All countries agree that research in LAO-.Required. But, we lack of personnel and budget. The 
health systems is important, research in HS should be regular and continuous and related 
required and necessary to to the need of the ministry at each period 
strengthen health system and for NZ-There are difficulties in achieving this and a range of 
policy making views on why, including "research in New Zealand is 

captured and colonised" and due to difficulties as a result of 
multiple funders with different objectives. NZ- The health 
research plan needs to be linked with other national systems 

. of research "the research plan has to be 
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CHN - Some informants suggest that strengthening 
the communication and negotiation is the appropriate 
way to solve this problem. 

PIC - important to mention this for efficiency 
purposes- Reporting to meet predetermined goals 
from government; donors; UN obligations like MDGs 
can require parallel systems or streams of 
information- but these should be irtegrated as much 
as possible. 



AGREEMENTS ISSUES RECOMMENDATIONS 
MAL-Participants stressed that policy and practice should be 
based on research findings. 

PIC - reliance on overseas researchers to conduct research 
however, often don't get to see the result. PIC - needs to be 
driven by the health systems, use academia 
PHL -There has to be a unified health research system 
ROK-
• Providers, such as physician and hospital managers, to be 
able to participate in health systems research. 
• Budget or other resources be efficiently allocated across 
different sectors with evidences and priority setting. 
• Comparative studies among different countries are needed. 

7.c.b.5 -Information technology 

LAO- If we used it correctly , it can NZ-information systems are expensive and under utilised: MAL- Emphasis must be placed on subsequent 
assist to improve the quality of "you would characterise this area as having promised a lot integration, maintenance cost, including adequate 
services step by step but not really delivered". resources to continually upgrade and update IT 
MAL-All participants appreciate the ROK-Leadership needs to properly manage and coordinate systems. 
importance of information IT that is 

technology. frequently under poor management. Security and 
confidentiality issues should be commented. Inequality (i.e. 
digital divide) is another challenge to be addressed properly. 
PIC - needs expensive capital costs and skilled human 
resources 

7.c.b.6 ·Other comments on information 

NZ-Section does not cover the key issues for information in PHC; need to identify the fundamental building blocks for HIS- e.g. a unique patient id. 
NZ-7.c.a.5 evidence in policy making is not undertaken sufficiently. Main reasons: (1) "evidence is inconvenient" and does not fit with individual's intuitive 
understanding of issues; and (2) evidence does not exist- the kind of research undertaken will take a long time to produce results and the policy 
implications will not be known (3) research results often do not spell out the policy implications in a definitive way 
NZ-requirement for evidence based policy making was sometimes used as a barrier for to progress. 
NZ-7.c.a.3 health system performance assessments- comparisons between countries and regions are not useful due to the great diversity in the region. 
NZ- Health systems performance asse~sment is an important role for WHO; and fair and accurate data collection within countries would lead to improved 
focus for external support for developing countries. Countries like New Zealand with expertise in PHC should support others in the region. 
JPN- 7.c.a.3 While one informant expressed strong agreement on establishing health systems performance assessments that are compar~ble between 
countries and regions as a priority, many informants doubt its feasibility or practicality. 

Section 7d- Medical products and technologies 

7.d.b.1- Usefulness of national drug, laboratory or technology policies 
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L,AO, NZ, ,JPN agree this is useful JPN-We invest too much on the development of a new drug 
for all countries that is slightly different from an existing one." An essential 

AUST -Agree. An essential drug 
drug policy is not needed in Japan 

policy is part of ensuring universal NZ- In New Zealand community laboratories manage quite 

access to health care. complex work, compared to mainly hospital based lab 
services in other countries. Benefits of a national approach 

PHL - agree, not only to identify are that evidence based purchase is more likely and that 
what is appropriate but to also prioritisation decisions would be fairer. Competition for lab 
control cost services in NZ is only possible in one or two large centres 

PIC -WHO Model List of Essential due to low volumes, and a "managed market approach with 

Medications is of value but still one community provider" had been taken. 

needs to take stock of national ROK- national policy could not be applicable where market is 
variables (?) already liberalized (such as in the ROK). T his response 

reflects suspicion on the feasibility of a national policy in a 
severely marketized system. 

CHN- developing countries face two challenges: (1) lack of 
sufficient health resources, including the essential medicine, 
qualified health workers, basic diagnosis lab test and medial 
equipments. (2) over uses of high tech medical equipments 
and drugs. So it is crucial to promote appropriate medicine, 
diaonosis and curative care for the population. 

7.d.b.2- Methods to encourage rational use of medicine and technology 

General agreement NZ- Best practice guidelines and education of providers are 

Most countries agree with inclusion 
valuable and a system of performance assessment 

of cost-effectiveness analysis NZ- the SPIN lA process had led to ensuring cost 
effectiveness was a consideration in the decision making for 
the introduction of new technology. 
ROK-suggest: (1) national guidelines, (2) comprehensive 
incentives and disincentives, (3) setting cost at appropriate 
level, (4) information collection and public release by the 
governments, and (5) regulating pharmaceutical companies. 

ROK- Direct regulation of physicians is not agreed by all. 

LAO- The methods to encourage rational use of medicine 
and technology should be appropriate with local situation for 
getting efficiency and high quality of services. LAO- We 
should calculate between the necessary cost and 
unnecessary cost 

MAL- a suggestion to establish an agency to assess, monitor 
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NZ- what is required are national drug and 
technology policies, which define and communicate 
exactly what consumers can expect from the system. 

AUST - More clarity is needed in the strategy in 
relation to technology policies, part cularly whether 
policies relate to the introduction, availability or 
regulation of health technologies. National processes 
for the accreditation and quality control assessment 
of laboratories are an essential system feature. The 
few that move to be near "cutting e•jge" should not 
dictate financial policies for entire health systems. 
Start with principles of addressing patient need using 
evidence base 

AUST - If this is to be a key component of the 
Regional Strategy then it must be explored in more 
detail in this paper. Currently it is mentioned only in 
passing. 
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and approve introduction of new drugs and technologies into 
the country. . 

PHL- both health systems providers and users have to be 
educated on rational use 

AUST- Evidenced based assessment of medicines and 
health technology, including cost effectiveness is an 
important national health system function. Mutual recognition 
arrangements, iri which robust evidenced based 
assessments can be accessed and used across member 
countries can assist to improve the feasibility and affordabil ity 
of such assessments. While such. assessments may be 
useful to inform efficacy and relative effectiveness decisions, 
local assessments may still be required in regards to cost 
effectiveness or cultural appropriateness 

7.d.b.3- Quality assurance in medicines and technology 

ROK- Governmental or public intervention, such as PIC - Needs more discussion on this issue 
authorization and investigation mechanism, is needed in 

AUST- statements in this document relating to QA quality assessment and information sharing. However, more 
emphasis should be on voluntary efforts by providers. • The in medicines and health technologies should be 
control system should be strict for receiving the good quality emphasized and made more prominmt I 

-...) 
-...) 

. assurance I 

• We have developed a Policy on medical equipment 
management 
• It must have QA in medicine and technology 
CHN - QA in medicines and technology includes quality 
surveillance and regulation of medicine, medical facility and 
process accreditation and peer review on the utilization of 
medicine and technology as basic means to guarantee the 
quality 

PIC - QA is a difficult and potentially expensive exercise. 
Maybe difficult to sustain without external financial assistance 

7.d.b.4- Technology introduction and cost-effectiveness 

Cost-effectiveness analysis NZ- divergent views on the usefulness of cost-effectiveness NZ-important to ensure that other issues considered 
acknowledged as important but not as a basis for decision making. Concerns were expressed when introducing technology included ethics, 
the only consideration. about the "huge commercial imperative to over-purchase and consumer and clinical perspectives. 
LAO-The introduction oftechnology 

over-state the usefulness of technology". 
AUST- need to emphasize this. Cost-effectiveness 
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should be appropriate and suitable JPN- if cost-effectiveness analysis becomes the raison d'etre 
to the demand of the community then it can be a problem for introducing necessary 

technology." 

MAL-One suggestion is to establish a Health Technology 
Assessment agency to assess and approve any entry of new 
technology. Existing technologies should also be periodically 
reviewed. 
MAL-Technology introduction and cost-effectiveness 
depends on site of clinic and surrounding population. Factory 
areas may need X-ray and physiotherapy facilities. 

PIC - Guidelines, Clinical Pathways, Formulary and Essential 
Medicine List and proper incentive for the health providers to 
implement PHC in healthcare provision are necessary 
measures. More than one informant emphasis the necessity 
of the incentive to health providers. 

7.d.b.5- Safety of medicines and laboratories and technology 

LAO-The safety of medicine, laboratory and technology is 
necessary for the inspection and control of quality e.g. 
expiration date, quality or standard of equipment to be used 
in the community 

PIC - pressure from commercial interest 

CHN- Voluntary and compulsory monitoring and evaluation, 
reporting and feedback system are necessary 

AUST - Adequately tested with evidence base guided by 
readily available treatment algorithms for clinicians supports a 
more varied workforce application. 

7.d.b.6- Other comments on Medical products and technologies 

NZ-It was noted that main focus of this section was 
medicines; and that products and technologies were not 
really covered. Quite appropriate given significant proportion 
of health budgets (estimated at 10%} committed for medicines 

NZ- this strategy fails to address the issue of the influence of 
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should be one of many considerations in making 
decisions about the introduction of technologies, in 
conjunction with other factors such as level of need 
for the technology and the safety anc quality of the 
device. Cost-effectiveness considerations must not 
be used in isolation. 

ROK- Ethical aspects of research and experiment 
should be dealt with in this part. In addition to new 
technology, existing technologies shculd be 
assessed and managed. 

AUST - The area of safe medicines c::>uld be 
expanded to include mechanisms to ensure the 
medicines themselves are safe and relatively free of 
major side effects as well as mechanisms to ensure 
the safe use of and quality use of medicines through 
the implementation of 
national/international/formularies/indications/dose 
etc. Medicines surveillance could also be mentioned 
here as a gold standard to monitor medicines use to 
collect data on post marketing adverse drug reactions 

PIC - No mention of other technologi3s like 
Radiology. Technology is normally associated with 
specialized tertiary medicine. It has a:1 important 
role, but should be kept in context and not at the 
exclusion of the generalist and the preventive care 
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Section 7e- Health Financing 

7.e.b.1- Out of pocket payments 

LAO-It is not fair for the poorest. It is 
not good, sometime the patients 
have no capacity to pay 

NZ- , that out of pocket payments 
"aggravates inequalities, (are) unfair 
and distorts availability and 
increases overall costs to the 
system". 

MAL- all agreed 

PHL - agree but minimize. OOP 

ISSUES 
large pharmaceutical companies. For example, some of the 
regulations which appeared to be for patient or consumer 
safety were In fact designed to "protect vested interests within 
the system." 

NZ- Pharmac was an example that " a coherent and 
systematic supply side intervention is valuable"; generic 
medicines are accE~ptable ; and patent laws are important. 
JPN- 7.d.a.2 While many informants mentioned their concern 
about how we can assure access to medicine for vulnerable 
people, one concern is raised over discouraging development 
of new drugs, " .. when the patent is not secure enough ... " 
ROK-
• evidence-base is crucial; 
• international organizations have to play more roles in 

production and procurement of medicine and technology; 
• supervision and negotiation systems are needed for 

pricing, quality, and safety; 
• public sector should be a main player; 
• compliance to global standards is important for technology 

development and economic growth. 
MAL- "Uncontrolled introduction of medicines and technology 
can result in abuse, unsafe health care irrespective of method 
of payment for the service". 

LAO- It is depends on systems arrangement. It may be not 
so easy to make it less than 30-40% of total expenditure. 
OOP still exist if the government funds are not sufficient. 
NZ- qualified support for OOP - disposable income or another 
measure of affordability needed to be included, so that 
"access is not denied because of people's socioeconomic 
circumstances". 
NZ- rationing and difficult ethical issues such as care at the 
extremes of life, and victim blaming for "lifestyle choices" 
such as smoking or obesity. 
JPN- In Japan, all people have public health insurance in 
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CHN - need for prepayment system t·:J share risk of 
catastrophic disease by fund pooling 



AGREEMENTS ISSUES 
should be confined to those outside principal but have to pay thirty percent in OOP. 

·the packages with subdidies for the ROK- informal payment or payment for services not covered 
poor by formal benefit package, not infrequently underestimated or 
CHN - Most Kls agree that OOP non-estimated in official statistics. 

expenditure should be discouraged ROK- Adequate level of user fee is more desirable for some 
by means of financing health to minimize "moral hazard" in providing free care, even if 
services adequacy cannot be easily determined. 

ROK-Not all respondents agree with CHN -two types of OOP: The first one is used mainly for 

unconditioned lowering of OOP covering the cost of services. The second one is used mainly 
for elimination of unnecessary utilization. We pay attention to 
the two different purposes. 

AUST - Out of pocket payments may be needed in order for 
advanced technologies to be accessed. This is a problematic 
area. Upfront costs put a brake on demand and if safety nets 
and similar support systems are available a good balance 
can be achieved. 

OOP make up 17% of health spending in Australia. Some 
Australians delay or do not access health care because of the 
out of pocket costs. People with the most means -whose 
needs for care are often less - consume the most care with 
public spending benefiting tlie rich more than the poor. 

PIC - OOP cannot be restricted. Guided by "Use Pay's 
Policy"? Gov't must have a system to avoid OOP especially 
for the poor 

7.e.b.2- Total health expenditure and public spending on health 

Mixed responses NZ- All interviewees believed that setting a 5% target was not 

PIC - Kis agree that % should be useful, due to the diversity of the region. It was noted that a 

more than 5% Many Kls also do not 5% target would mean a reduction in health care expenditure 

agree on 5%. in New Zealand. 

AUST - Health expenditure should JPN-it is difficult to provide an answer to 7.e.a.2 without any 

be seen as an investment and some specific setting being suggested. It should be different 

believe that more than 5% of GDP depending on the country. 

would be reasonable. LAO-If the government can support 5% of GDP, it will be 
sufficient but it depends on GOP of each member state 

ROK- total health expenditure (THE) should be increased to 
some extent, with other conditions to be met: enhanced 
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CHN- 5% should be eliminated from WHO 
documents thereafter because no meaning for an 
absolute figure 

AUST -A target of 5% could be too low for some 
countries. Perhaps this might better be expressed as 
a minimum rather than a target. 
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efficiency, equity, and coverage. 

ROK- public expenditure is more important than THE, and 
overall system improvement could lessen pressure for 
increase in THE. 

AUST - Percentage less important than efficiency. Given a 
true definition of PHC, 5% must be an understatement. 

PHL- Is 5% enough? PHL- a good information system is 
needed to determine the appropriate spending. 

PIC - Increase the 5%. Need to spend more on preventive 

7.e.b.3- Pre-payment and risk-pooling 

Most agree that it is important for LAO-If we can expand to a large number of population, it will 
countries to set-up pre-payment and be good. If the scheme will be functioning well and if the 
risk pooling quality of services is good, it can attract the people 

NZ- Most interviewees believe that because New Zealand 
has an effective public health system that this was not a 
significant issue. 

ROK-No specific comment. But it seems many respondents 
do not fully understand the meaning of "pre-payment". 

AUST - Should be considered as an option given the rising 
cost of health care as technologies become more advanced. 

CHN - pre-payment is often restricted by poor information 
system and management skills 

PHL - recommends community-initiated schemes and multi-
stakeholder agreement 

7.e.b.4- Equity and safety nets 

Most agree it is important part of LAO- It might not be possible for our country to make 
health system and Govt vulnerable people be 1 00% covered under safety net 
responsibility program by 2015. 

PIC - publicly funded and operated JPN- some say " Japanese government should commit to 
system together with donations is equity and safety for all the people, including foreigners, and 
the only equitable system. should consider changing the Constitution," others say 

PHL - needed especially for "Regarding lifestyle-related illnesses, a health system or 

catastrophic events. government cannot be responsible for equity in health 
outcomes." 

CHN - safety net is a precondition 
NZ- Nearly all interviewees believed it is responsibility of 
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RECOMMENDATIONS 

PIC- not quite clear concept, needs elaboration. 
Some PIC may not be ready yet . need for baseline 
level of health care first. 

AUST- concept of pre-payment could be explored 
further 

ROK-"Equity'' in this Draft needs more clarification -
mostly interpreted as being related to only the poor 
and vulnerable. 

ST - Safety nets and other equity measures should 
be explored further in this paper 
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AGREEMENTS 
of harmonious society. Equity goal 
cannot be met in most countries 
because the safety nets are 
fragmented 

ISSUES 
government to increase equity in health outcomes, NZ
effective action to address inequalities can only be achieved 
by action in the health sector in combination with education 
and other sectors that can influence health determinants. 

PIC - it is fallacy to assume that "Private funding" brings in 
new or additional funds, it is merely transferring funds from 
where they are most needed 

AUST -Our Pharmaceutical Benefits Scheme is a good 
example of these measures which could be used as model to 
other countries 

7.e.b.5 -Information and monitoring and evaluation 

General agreement PIC - usually lacking or no resources for these services 

J:\UST -information monitoring and collection should take into 
account the equity of access to and affordability of health 
services 

CHN- health systems will keep continuous improvement if 
sound monitoring and evaluation are available 

PHL -A must in order to adapt to changes and determine 
performance/correctness of strate_gies 

7.e.b.6- Other comments on health financing and social protection 

RECOMMENDATIONS 

NZ-There were different views on this section, ranging from "a well described section of work" to "this section does not demonstrate the link between 
financing and social protection". 

NZ-Most interviewees did not understand or favour the term "social protection". As well an approach which addressed single issues like cost., was 
inadequate for complex problems. 

JPN- 7.e.a.5 Many informants said it is difficult to answer 'yes' or 'no' without any specific settings. Two raised a concern whether restricting rich people's 
choice is appropriate or not. One answered, "When basic health care is secured by the government, optional health care, which might be expensive, can be 
open to people who can pay for it. However, I understand this idea is minor in Japan and so not that realistic." 

JPN- "Some people want to receive high-quality services even if they pay a lot of money. Their choice should not be restricted. So, the expensive 
intervention itself should not be restricted. However, I am against the introduction of large amounts of an expensive intervention when most cf the people 
cannot afford it." 

JPN- 7.e.a.3 The majority chose 'no' as their answer, one Kl noted, "I chose 'no.' However, we should be aware of the risk that when PHC is used as a tool 
for cost reduction, it will be poor care for poor people. Community participation is essential to avoid this." 
JPN- An informant who chose 'yes' explained -, "I interpret the meaning of 'PHC as care for the poor by the poor' and chose 'yes.' I consider mutual 
assistance among the poor to be important. We should be aware that our health system sometimes spoils people's efforts to solve their probk3ms by 
themselves. We should share the issue at hand with the people concerned and people can find the appropriate solution themselves." 

MAL- it is essential to have a government-owned authority to manC!ge funds, monitor and evaluate utilization to prevent abuse. 

Page 45/52 

I 
00 
N 
I 



AGREEMENTS ISSUES RECOMMENDATIONS 
ROK- Concerns on private sector financing, for defining appropriate roles, management and regulation, coordination, cooperation and partne~ship. 
PIC- Paragraph 2 on leadership needs rewording 
·PHL- recommends in-depth study on financing and social protection, not just theory but real situation and detailed circulation a must Also request for a 
study on how the different types of financing interact with each other. 

Section 7f- Leadership and Governance 
7 .f.b.1 - Governance of the private sector in health 

All countries agree for the inclusion 
of the private sector in health but 
clear delineation of responsibilities 
and role must be well articulated; 
also transparency, accountability, 
meeting the standard of quality and 
safety, effectiveness of service. 

PHL- critical to ensure access and 
contain costs and ensure safety and 
quality 

ROK- basic need for governance is agreed. Some 
respondents emphasize more active intervention of 
government, but others are inclined towards more autonomy 
of private sector.NZ- in New Zealand the distinction between 
the private and public sectors is blurred as many practitioners 
work in both 

NZ-The private sector is made up of 'for profit organisations' 
and 'not for profit organisations' and more could be done to 
involve them in health system planning 
NZ- an example of inadequate governance is PHC funding -
there has been a lack of accountability for the 60% 
government funding in general practice, with no 
consequences to private general practices for a failure to 
deliver outcomes. 
LAO-Previously, private sector in health participated in the 
public health activities. But, it should have regulation for 
monitoring and supervision. The training for private sector 
should be done for better understanding about public policy. 
LAO-Private sector can contribute importantly to PHC 
development 
CHN - understanding and regulation of private sector are 
poor in most developing countries 
PHL - the default approach is regulation and restrictions 
AUST -over time, probably desirable for government to 
concentrate on policy, funding, regulation and leave provision 
to private providers 

7.f.b.2- Health policy frameworks and Jaw, regulation, and standard setting 

General agreement on importance, LAO- Our country already has medical law, but no enough 
regulation or MOH Ministerial Decree for guidance of the 
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NZ- The interaction between the sectors and how the 
mix is managed in a particular provider at any one 
time could be better addressed in the strategy. 
AUST- not really addressed in the pc;per and needs 
to be explored further given the increasing influence 
of market focus on health care 

CHN - clear description of governance of the private 
sector is needed 

AUST -Any health policy frameworks, laws, 
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AGREEMENTS ISSUES 
but with emphasis on implementation. 
implementation. NZ- The issue for New Zealand is not strategy, which has 
ROK-Need for international been addressed but assisted implementation. An enabling 

standard led by the WHO. framework should support the workforce closest to the where 
the problems are to make the required changes. Local 
solutions, innovation and problem solving are more likely to 
be successful than nationally determined solutions. 

CHN -Will drive and induce providers to give quality services 
and response to the demands of the consumers 

CHN - should pay attention to the interrelationship of policy, 
law and regulation. Policy should be detailed enough to 
satisfy multi-level health organizations 

PHL -concern on the implementation of the laws and 
regulation. Political commitments and will needed 

PIC- very important. Policies often driven by lead agencies 
despite being multi-sectoral. 

PHL - review current policy framework in tune with changing 
times 

7 .f.b.3 - Accountability and transparency 

General agreement that this topic is NZ- in New Zealand, recent changes to accountability 
important and requires emphasis. frameworks to focus on a narrow set of indicators are 

AUST - Nice principle but hard to 
inadequate to reflect the complexity of the system. 

apply in practical terms ROK- emphasis on Independence from corporate interests, 

PHL - necessary for effective and 
esp. from multinational firms or strongly influential developed 
countries 

efficient health system 
AO- Reporting system should be precise and timely. Action 

PIC- very important. Gaps can be on problems identified should be rapid. If we have the right 
identified and addressed information, it will support to design the good planning and to 

solve the problem 

CHN -there must be data collection and public reporting on 
outcomes against any health policies and frameworks 

PIC - should also cover service provision - service audit. 
Accountability may be improved by greater community 
participation. PHC should be accountable to government but 
should be managed as a community/public facility 

AUST - Reporting "league tables" is meaningless unless 
standardized for social deprivation/complexity 
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regulations and standards should operate with 
outcomes in mind 
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AGREEMENTS 

7.f.b.4- Aid effectiveness 

PIC - agrees but Aid needs to be 
responsive to local needs before 
being directed to regional programs 

PHL - needed but should be 
appropriate and timely with 
accountable and transparent 
implementation 

ISSUES 

PHL - both public and private stakeholders should be held 
accountable 

NZ-Aid implementation needs to be controlled and driven by 
the recipient country, 

LAO-The aid should be based on the requirement and level. 
of utilisation. Need assessment should be done before the 
assistance. 
LAO-. Aid should follow the VIENTIANE DECLARATION 

MAL-raised the need for proper monitoring to prevent abuse, 
corruption and waste of funds 

CHN - Much of the funds are spent on the soft activities such 
as overseas study tour and international workshops. Donor 
driven exercise may not be feasible in local settings because 
expertise of consultant does not match the local needs 

PIC - cannot happen unless receiving country sets direction 
and identifies where money goes. Roles and responsibilities 
should be spelt out. Sector wide approach is acceptable and 
appropriate to any PIGs. National government to be 
responsible for prioritization 

7.f.b.5- Assessment of leadership and governance 

LAO- Difficult task and sometimes it is a sensitive issue. The 
control/inspection department of MOH should be highly 
considered for these items 
MAL- Draft was not clear on "Budget allocation for different 
health services provided to be reviewed as it could show 
proportionate/ appropriate funding." 

NZ- the main concern is for greater accountability, "There is a 
tolerance for not achieving the outcomes we have set." 

ROK- usefulness of international comparison and public 
release of results to be included 

AUST - Leadership and governance can be assessed if 
health policy frameworks and plans are written with 
measurable outcomes identified for governance structures 
and people in leadership roles 

PIC set targets to measure performance of leaders and 
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LAO- "Paris Declaration on Aid Effectiveness" as 
Annex of draft will be useful. 

CHN - Role of sound national health development 
plan in aid effectiveness not reflected ln the strategy 

LAO- It should have criteria or standard and indicator 
settings. 

ROK-Necessity for indicator developrrent and health 
outcome indicator should be considered. 

PIC- Need more emphasis on government sector. 
Good leader is good governance 
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AGREEMENTS ISSUES 
government 

7 .f.b.6 - Other comments on leadership and governance 

AUST - strongly agree that ongoing JPN- 7.f.a.4 An issue was raised on harmful aspects of 
monitoring and review of leadership interaction with the private sector, contending, " .. .in a country 
and governance structures are whose health system is still fragile, interaction with the private 
essential elements of a well sector, especially with commercialized organizations, may be 
functioning health system harmful." 

CHN - assessment is necessary for JPN- "community organizations and NGOs should be 
improving public administration included as partners of the health sector in the strategy on 
PHL - a must if vision is to be interaction with the private sector." 

achieved ROK-Governance based on democratic participation of 
general public should be encouraged. 

NZ- "A national plan can be a useful tool for leadership if it 
can accommodate the different sections of the population." 
The areas for focus should be: 
• supporting community governance 
• leadership development for nurses and disadvantaged 

populations. 

PIC - a need to clearly demark the level of leadership and 
governance at every lever to ensure effectiveness and 
productivity are maintained 

CHN - Term stewardship is very difficult to translate in some 
other languages leading to confusion in understanding the 
concept. Multisectoral approach could be strengthened by 
elaborating more the concept of social determinants of health 
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JPN- "Rather than 'stewardship' or 'governance' by 
the government, whoever finds tasks or issues 
should do what they can do, including the public 
officers and the people of the commLnity." 
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8. Conclusions 

AGREEMENTS ISSUES RECOMMENDATIONS 

8.b.1- Member state obligations for health systems and PHC 

AUST All agreed 

CAMBODIA Common MS policy to address migration, etc. and 
also share very expensive services, e.g. transplant 

CHINA Quite strong on role of Obligation for health should be in MS constitutions 
government and each to have 
their own strategy 

JAPAN Some like MS obligations, others do not like that One -sounds weak that each MS makes its own 
phrase system -WHO more proactive 

KOREA High degree 11/12 Remark that conclusions opinions more positive than 
the rest of document- Why? 

LAO PDR Accept term responsibility for 
MS 

MAA Agreed 1 doubter on PHC efficient 

MONG Country responsibility Each country their own policy • 00 
-...l 

NZ Agreed • 

PHIL PHL needs to update PHC policy- just as they did 
immediately after Alma Ata 

Issue with short term perspective in local oovernment 

SING Each MS needs its own policy, strategy, etc. 
Fiji Fiji signatory to AA and still PHC should never have been abandoned 

committed 

FSM -1 Agrees 

Samoa Already uses 6 BB 

Vanuatu Each MS different 

Palau -2 Strong on values universal PHC integrate w/health settings 

Maybe less health sector only 

Samoa PHC is universal, cost 
effective 
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AGREEMENTS 'ISSUES 

8.b.2 -WHO obligations for health systems and PHC 

AUST Most pari agreed 1/10- WHO not normative 

CAMBODIA WHO needs to balance - not caught up in 'fancy 
diseases', e.g. swine flu 

Maybe put into Khmer for further consultation 

CHINA WHO - leading role in guidance, tech support 

KOREA 

LAO PDR 

MAA Agreed by all 

MONGOLIA Country the key unit Good if WHO can provide examples of' standards etc. 

NEW WHO has insufficient authority to make this reality -
ZEALAND 

PHL Need more than normative policy- operationalization 

SING More evidence from WHO for some statements 

Fiii Health worker mindset change 

Nauru Standards, facilitate research, improve targeting of 
funds, reduce overheads 

Samoa Terms need definition 

Solomons 

Tonqa Aqree and support Maybe more PIC collaboration 

Vanuatu M&E should drive WHO 

Samoa 

8.b.3 Other comments on Section 8 Conclusions 

AUSTRALIA OKAY with one mild dissenter Normative guidance - mixed feeling, should have 
PHC values are universal countries do their own (that is the message but with 
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Help countries formulate 

More leadership and not focus only on selective 
programmes 

Research on what works and disseminate 

WHO have policy role at highest level 

Seed money to move from disease centred to 
PHC centred models for developing countries 
(maybe way beyond WHO's capacity?) 

Disseminate pilot experiences 

WHO as clearing house 

WHO provide models, templates, strategies, 
quidelines 

Need traininq of local staff to better understand PHC 

More expertise needed at country level in PHC 

WHO to take bigger role in PHC policy 
development 

Simplify the guidance, careful not to be too 
prescriptive (OK for normative- what is difference?) 

Provide tech and fin support to MS 

Better understand diversity, more country support 

Provide tech adv and guidelines 

More people centred 

Be a stronqer PHC advocate 

Try to be practical, recognized as hard with 
diversity 

I 
00 
00 
I 



AGREEMENTS 
8/10 

JAPAN Like quality and security of 
health care - like referral 
emphasis, One saw that PHC 
could be relevant to Japan, 
not just dev world 

KOREA Accept without major 
objection 

LAO PDR Over-all felt is useful to Lao -
can provide guidance 

MAA 

NEW 
ZEALAND 

SING Did agree with values - but 
need to be in context 

Fiii 

FSM 

Nauru 

Samoa 

Solomons 

Tonga 

Tuvalu 

ISSUES 
common values. What does SSG say?) 

Some doubts on PHC efficiency 

Commercial, market- mixed opinions 
Not enough on methods, not enough participation, 
neglects aging, and objects to a one size fits all health 
policy, even within one· country 

At end, still some say- why 'new' PHC - and some 
question of why PHC at all ... minority Divided opinion 
on market, global, private sector (How to handle, 
water down, or take a stand as MAA says?) 

PHC a shared responsibility 

One said too neutral - PHC should be the engine of 
all change 

Recognize difficulty of single strategy and plan for all 
MS, but several want more on implementation and 
perhaps less values 

Evidence before claiming universality of values 

Flying consultants to complement PHC in Pacific 

Accepted without comment 

More on UA and equity, better define leadership, more 
participation, more Ql, more ·cultural diversity 

Strategy (? For country") will be needed 
Standardize so countries can use as a guideline (does 
this mean PIC ready for this?) 

Essential medical supplies, not just drugs 
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Aging/Home care/Comm Care 
(maybe need a glossary) 

Address life style diseases 

Disseminate 

Diplomatic sentences need to be shortened and 
be crisper 

Add equity, local solutions, consumer/patient 
empowerment 

Add case studies 

Onus on countries to implement 

Suggest country case study of where PHC used 
(is the 25 vr report sufficient?) 

Make it less wordy 

Better looking cover and formattin~:~ 

Likes bulk ourchasin~:~ -
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CONSULTATIONS ON REGIONAL STRATEGY FOR 

HEALTH SYSTEM STRENGTHENING AND PRIMARY HEALTH CARE 

Section 1- Rationale for a regional strategy 

l.b.l Health and human rights 
Hec::tllll e:urulrunrattriylll~ ayreeu t:un~i~lenlly frum Asia. General agreement from Pacific with some 
ambivalence- UDHR is too individualistic (NZ), HR an urban concept. 
HR issues- personal responsibility in addition to human rights, need to refer to economic factors (maybe 
this slows realization of rights) 

1.b.2- Core values of a health system and PHC 
General agreement on the core values 
Issues- A few thought shorter list (acceptable, accessible, affordable, equitable), use evidence based 
rather than scientific soundness, and need to define PHC (this is recurrent- but can we really do this?), 
add 'society harmony' as a value, accountability as a core value, what do self-reliance and self
determination mean? (this is lifted straight from Alma Ata) 

1.b.3 -Influences of market forces 
Much ambivalence on market forces (how to reflect this in the document without sounding confused?). 
Regulation/management of market forces is mentioned often. 
Issues- private practices of public employees, regulation (please look at later section- do we need to 
have it both here and in Section 7?) 

1.b.4- Influence of technology and specialization 
Consensus that technology and specialization has both negative and positive aspects. Cost inflation 
mentioned frequently. 

l.b.S- Influence of international norms 
The LIC and MIC thought they were more likely to be influenced. Industrialized countries tend to look to 
peers for influence. 
Issues- international norms may raise unrealistic expectations. Need to balance with resources. 

1.b.6- Other issues on background and rationale 
Issues - confusion on PHC definition - need to clear up primary care and PHC as different. Concerns 
about liberalization of trade and adverse effects. 
Values (one proposed service, professionalism, teamwork, respect, compassion) 
Multi-sectorality can be stronger, more health education, fewer words, more diagrams 

Section 2 and 3 - Vision and Goals of Health System 

2/3.b.1- The vision statement on universal coverage. 
Most agree with the vision, especially the aspect of universal coverage. Issues raised include: 
Vision is narrow looking only at coverage - more like a Mission statement. A vision should be more 
ambitious and inspirational -access should be affordable access to high quality health care, with an 
emphasis on equitable outcomes and empowering families, communities and individuals to take care of 
themselves. 
Does not encompass goals on responsiveness and fair financing. 
The strategy should include a clear statement of objective. Clear suggestions on implementation should 
be made in a practical manner. 

2/3.b.2 Health -absolute level and equity as outcomes. 
Most countries·agree with the equity aspect but Equity to whan What is the standard for equity? 
Equity in health is the highest goal and encompasses the intermediary of equity in healthcare. The 
statement should also embody effectiveness, affordability, accountability, sustainability, quality and patient 
safety. 
More emphasis on the Social Determinants of Health. 

Summary of country comments 
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A nation cannot achieve good health outcomes merely through the health system - however good the 
system is. 
The contribution of non-health sectors will determine reduction of inequality in health outcome. 
Patients' individual actions also play a role. Spiritual promotion should be included. 
The 4 goals of a health system are not worded well. Are they really goals or criteria for a good health 
system? 

2/3.b.3 Social and financial risk protection. Is the concept clear? 
The concept of protection against catastrophic expenditure is agreed but many countries are not 
comfortable of familiar with the terminology. Unce1iainly of lhe differ811L;8 bt:lween ~u~.,;idi!JI ull::ldiu11 <:111LI 
financial risk protection. 

2/3.b.4 People centeredness or responsiveness. Is the concept clear? 
Mixed responses on this . Issues raised include: 
Should be expanded to include health consumers as active partners in their own health care, and as key 
stakeholders whose views must be sought and addressed in the development and design of health 
services. 
Need to empower communities and consumers as a focus of PHC renewal- but consumer expectation is 
an insufficient driver of desired changes. 
Don't agree with responsiveness- people should develop their own health system that fits to their needs. 
This concept is at odds with the equity principle. Not really a critical determinant of a good health system. 
Healthy Island concepts should be included, and pro-activeness of health authorities should be 
highlighted. 

2/3.b.5 Efficiency, as a health system goal? 
Generally agreed that efficiency is appropriate, but not in isolation from, or at the expense of other goals 
and should be considered in the long term. Efficiency must be considered alongside, effectiveness, 
equity, quality, responsiveness, affordability, financial risk protection, access and universal coverage. 
Efficiency has to do with EFFECTS of production and allocation decisions on health system OUTPUTS. 
The goals have to do with IMPACT on the population served. 
Suggest a 5th goal: Sustainability- would put emphasis on priority setting and appropriate resource 
allocation. Sustainability goes beyond Efficiency. An efficient system can be based on a cost structure that is 
not sustainable. 

2/3.b.6 PHC provides good value for money. Do you agree? 
Most countries agree in principle but some uncertainty because of lack of evidence. 
Assumes that the PHC system is well organised, appropriately funded, accountable and used. Benefits 
may not apply when one or some elements are missing. Need to identify why and how PHC provides 
good value for money in comparison to less cost-effective alternatives. Evidence must be provided for 
this statement. 
To make the strategy more relevant to developed countries, a statement on how PHC can address health 
issues pertaining to lifestyle and aging societies, and how a health system can take responsibility for 
health behavior at the individual level should also be included. In addition, insight on the limitations of 
PHC-oriented health system should be included if any potential limitations exist. 
Barbara Starfield et al. note four main features of primary care services: "First-contact -access for each 
new need; long-term person- (not disease) focused care; comprehensive care for most health needs; and 
coordinated care when it must be sought elsewhere". Primary care is best when these four features are 
fulfilled along with a family and community orientation. 

Section 4: PHC Renewal 

4.b.l Changes in focus needed for PHC renewal 

Most think that there are needs of some changes in PHC focus. It is suggested that focus should be 
placed on activities or practice rather than only values. There are requests for clarity on PHC renewal 
and the reasons for change in focus. Some are not in favor of the term of renewal. Some worry more 
focuses will be on referral and tertiary hospitals instead of PHC. 

4.b.2 Relevance of PHC in your country. 

Summary of country comments 
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All countries agree relevance of PHC in their country. There are requests for strategy of implementation 
to lower levels. They expect more practice less office or paper work. Improvement of quality, 
accessibility, strengthening of the whole system are relevant in PHC reforms. The mixture of a private or 
mixed system is hard for PHC. 

4.b.3 Clearness or clarity of policy reforms? 

More countries think policy reforms are not clear and need more explanations. There are suggestions 
that policy reforms should be focused on essential services and at first level. 
Some request less curative more preventive. 

4.b.4 Comments on universal coverage, service delivery, leadership, public policy 

Many comments ask for more clarity and worry misinterpretation in implementation. 
Roles of people and community are raised by many comments. Leadership and public policy are 
suggested to be integrated into one component by some country. Social and economic sectors in country 
and role of traditional and cultural structures should be linked according specific settings of each country. 
New country health policy reforms need to develop in line with PHC. 
Reforms should be rural and community based. Information is key to populations understanding of their 
health system and PHC. 

4.b.5. Comments on participation and PHC. 

It is important to make people and community motivated with a facilitating mechanism . Participation 
should be in forms of different cultural and ethnic groups at family level besides individual. People's 
participation in making policy on PHC is raised. PIC countries suggested PHC need to be integrated with 
Health Promotion and Healthy Islands. In priority areas, the way of communication, feedbacks and 
sustaining line of communication are needed. 

4.b.6 Other comments on PHC Renewal 

Overall concept needs to be more clear or understandable. 
Political will and stakeholder's understanding are essential for reform. 
No clear definition of 'money invested in health' related to "for money". 
There is need of more education to reduce by-passing (PHC) to higher levels of care 
Traditional medicine is recommended to be integrated. The goals of the four PHC reforms are not 
consistent with the four goals of a health system presented.( Efficiency). PHC alone is not strong, which 
needs integration with other approaches to health. The resources are most consumed by Hospital and 
very little reaches the people in the communities through PHC programme (PHC should not be 
considered as a programme). PHC needs greater emphasis on preventative health, transparency, 
monitoring and evaluation. 

Terms requested to be defined 

PHC (Operational definition of PHC) 
Service delivery reforms 
Leadership reforms 
Public policy reforms 
People centeredness 

Summary of country comments 
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Section 5: Global and Regional Public Health Challenges 

S.b.l Significance of MDGs 

Those member states already achieving high health outcome (Australia, New Zealand and Japan) do not 
see MDGs relevant for their health planning. MDGs' relevance is decreasing in Korea and Singapore too. 
While the rest of the member states agreed that MDGs are their important reference for national health 
planning, Cambodia pointed out that MDG goals are selective and do not capture the whole population, 
and they foster a selective approach rather than a comprehensive one. Mon~olia also pointed out MDGs 
are motivating political commitment but interventions are fragmented. PIGs claimed that to improve 
health to meet MDG can be very expensive and these small countries may not be able to afford it. 

S.b.Z Global influences 

The views are mixed in all the countries but in general more negative influences were noted than the 
positive ones. Positive influences included: economic growth, better access to global partnership, 
information, technologies and resources for health sector etc. Negative influences included impact of 
economic recession, risk of donor-driven health priorities, health disparity between the rich and the poor, 
unhealthy life style, pollution of environment, increased population mobility and the associated cross
border transmission of new and re-emerging diseases. Medical tourism and global mobility of workforce 
have different effects to the countries depending whether they are at the exporter or the importer side. 
Both positive and negative impacts are mentioned. Island and smaller countries concern that the global 
influence may lead to relative neglect of PHC. The smaller countries fear that they may be left behind due 
to lack of competitive edge against the global force. 

S.b.3 Climate change 

Many countries especially low-income countries see it is a critical issue and think it should be prioritized 
in the health sector. Developed countries do not own the same level of sense of crisis and sometimes 
see it just as rhetoric of the government. There is a question whether the issue is diverting resources 
from other more urgent need. Negative impacts are expected in agriculture, change in disease profiles, 
increase of health stress, impact of increasing natural disaster, etc. Different roles of government, 
communities, health systems, private sector and people need to be clarified. Some see it as an 
opportunity to shift to more sustainable society through using renewable energies and to identify gaps in 
the health systems to make it more disaster resilient. 

S.b.4 Market forces 

All the countries expressed dual views on the impact of market forces. Positive sides include possible 
reduction of cost due to competition between providers, increased new technology and skill for health 
workforce, increased availability of services through private practice and drug supply, diversified options 
for providers, etc. Negative sides include influence of pharmaceutical industry, unregulated drug market, 
medicalization of natural life events, possible decreased access to PHC, cost escalation and possible 
exclusion of high risk population, etc. Some countries also noted that marketization of the health sector is 
not necessarily bad if well regulated and if universal insurance coverage is guaranteed. More discussion 
should be around collecting right evidence for this debate, strengthening governance in the countries, 
improvement of quality and safety in health care and promotion of healthy lifestyle. 

S.b.S International assistance 

Most countries think numbers of partners in the health sector are increasing. The common fear among 
the recipient countries is that there is a bias in donors' interest towards communicable diseases, focus on 
health services and products, and/or preventing the countries to take a comprehensive approach and 
causing donor-dependency. It was suggested that more alignment and harmonization among donors 
and better management of international assistance is needed. International assistance needs to focus on 
the needs and priorities of the countries such as a national health plan and broaden their scope to 
encompass PHC. Some donor countries are considering bringing more impact in the assisted countries 
possibly through taking more pragmatic approach. 

Summary of country comments 
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Section 6- A whole of system approach 
6.b.1- Definitions of a health system 
Need to distinguish between health system and health care system. Good to have a definition of a health 
system, but then defines "Good Health Services". Also need to define "Good Health System", to bring in 
core values such as equity etc. 
A "health system" (a single entity) or "health systems" (which include education, social, economics, defence, 
etc.) 
Better distinction between primary care specialist care and public health would be helpful. 
Niiild to further emphasise more the publio hoalth oomponcnt 
Not addressing traditional medicine, Protection, Access 

6.b.2- Necessity for a whole of system approach. 
This is generally agreed- A health system must be inter-dynamic and inter-locking of sub systems. It 
depends on other systems, such as education, economic planning and others 
Focus needs to be implementation. 

6.b.3- Alternatives to the 6 building block framework 
Many Kls were not aware of alternative frameworks for HS analysis. Issues raised include: 
The six "system building blocks" seem to be somewhat arbitrary and confuse outputs (service delivery) 
and inputs (workforce, information, etc). Not possible to separate funding from other blocks. 
Participation is missing from the building blocks and there is no bridge between the health service 
providers and the public. 
They are mostly" inputs" and it is not clear how they operate coherently in response to health needs, or 
where accountability for results lies. Unclear relationship between the 6 blocks and the outcomes. 
Add an ethical dimension to the current elements of access, coverage, quality, and safety. 
Need a regulatory component, for products and technology in particular. Referral system is also needed. 
The framework by Kleczkowski, et al. is better than this one, more reasonably emphasizing "development 
of resources" and "management". 
Document needs to give more detail of "other schema" as alternatives to the six building blocks 
Case studies showcasing different models of healthcare system suitable for countries at various stages 
of development should be provided to guide member states. 

6.b.4- Continuum of care and health systems 
This was broadly agreed. Issues raised include: 
This draft is provider dominated rather than consumer driven. 
This concept should be explored in more detail- e.g. defining a 'continuum of care' and explaining why 
this is important. The evidence of the benefits of primary care rest with the ability of a patient to be cared 
for by the same practitioner at each visit- Having the same place of care but differing providers 
decreases the benefit of primary care significantly. 
Add continuum of care across life places (home- community- workplace ... ), in addition to the life cycle. 
The strategy should emphasise the need to empower consumers to determine the need for change. 

6.b.S- Other comments on a whole of system approach 

Consider the diagonal approach for global health systems, strengthen 
public-private cooperation 
There is a need for a paradigm shift of society to a 'Health and 
Wellbeing' more than disease orientation. 
Team work is too medically biased and needs to include community 
participation. 
PHC needs to be simplified and clearly defined from the start of the 
strategy draft. 

Summary of country comments 
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7.b.a.1 Service delivery model 
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• most countries agree but service delivery policy must fit into the country's need 

7.b.a.2 Management: 
• different level of management must be defined (primary to tertiary, centralized vis-a-vis 

decentralized, national versus local, public/private). 
• clear definition including key elements 

7 .b.a.3 Service delivery package 
• there should be guidelines on minimum package and cost effectiveness depends on available 

resources. 
• what are the criteria if GL is needed for minimum package? 

7.b.a.4 Quality and Patient Safety 
• define acceptable level of quality and safety 
• guidelines and indicators must be provided 
• issue on clinical governance and it's relationship to quality 
• trade-off between cost and quality is an issue raised 

7.b.a.S Infrastructure: 
• standard - country specific but must have a common standard 
• cost issues 

7 .b.a.6 Other Comments on Service Delivery: 
• service delivery more on prevention and promotion than clinical 
• vertical versus horizontal, disease specific versus health system approach 
• PHC to be promoted in remote, rural, and ethic group and universal access. 

7 .b- Health Workforce 
7 .b.b.l-Pianning- National plan and sub-national I local level 
7.b.b.2 Preparing the Workforce: 

• Must provide adequate training on skills and issue on appropriate compensation 
• Must define and clarify the role of volunteer and must provide appropriate training 
• Most country agree that volunteer workers are necessary but must be trained and given 

incentives. 
• Preparation of health workforce for PHC needs to be emphasized 
• Distinction between PHC generalist/specialists not necessary clear in some countries? 

7.b.b.3 Enhancing performance-
• (check with NZ what it means by "professionaf' workforce.) NZ do not agree on the team 

approach. 
• Debate on the team approach - no equal participation of doctors as leader of team. 
• Incentives to be given 
• Concrete and adaptable norms must be available. 

7.b.b.4 Migration 
• public to private 
• poor country to rich country 
• different level of migration ( primary to tertiary, rural to city) 
• WHO to play a role in push-pull factor? 

7.b.b.S Other Issues on health workforce: 
• define properly role of volunteers especially in PHC 
• need for more generalists versus specialist 
• code of conduct for migrant health worker and on how they should be treated 
• roles of nurses, midwives and other professionals not highlighted in the policy 

Summary of country comments 
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Section 7.c. Information 
7.c.b.l- Health Information strategy and plan 
All agreed that there should be a National Health Information Plan. Certain kind of information needed to 
put measure to protect confidentiality. Individual health information versus health program information 

7 c.b.2- Parallel and duplicative reporting systems 
All agreed on integrated information system but must balance duplication v.s. decentralization. There 
should be sharing of information system and data otherwise a parallel information systAm rAmrlin!'\ tn 
exist. 
Issue on sharing the cost of development and maintenance of the system which should be solved first. 

7 c.b.3- Disaggregation of data 
All agreed it is important but raised the importance of privacy. Which data should be disaggregated and 
question whether we should have a common standard for the Region. 

7 .c. b.4 - Research in health systems 
All agreed there is a need for Health System's Research. Funding is scarce for research on health 
system and funders' driven researches are more common and leading to poor quality of research. Need 
to be linked to a broader research strategy so that it doesn't get "captured and colonized" (by the 
funders) 

7.c.b.S -Information Technology 
All agreed it is important and necessary. Issue on effective management, coordination, integration, 
maintenance and use of IT. The challenge is on how poorer countries, that are in most need of the IT, will 
have resources to avail of (inequity in access to IT-" digital divide"). Need to have an outcome-focus IT 

Other Comments on HIS: 
Key information issues on PHC, IT needed to develop evidence-based policies. Feasibility and 
usefulness of Health System Performance Assessment is questioned (for debate) 

Section 7 .d. Medical Products and Technologies 
7.d.b.l- Usefulness of national drug, laboratory oftechnology policies 
Most respondents agreed. Korea in doubt about usefulness of national policy where market is already 
liberated. Japan do not need an essential drug policy. Issue: needs flexibility on the list of WHO model 
List of Essential Drugs (for country variation). All agreed there is a need for a National Policy on 
Laboratory that focus on quality, safety and cost 

7 .d.b.2- Methods to encourage rational use of medicine and technology 
Need for national guidelines, incentives and cost-incentives, payment mechanism and infrastructure to 
implement and monitor use of drugs and technology. Most countries talk about the need for cost
effectiveness/assessment of drug and technology that will feed the policy. Singapore and New Zealand 
doubt the use of cost-effectiveness as basis for decision-making 

7.d.b.3- Quality Assurance in Medicines and Technology 
Most countries agreed the need for government policy system and mechanism to promote quality but 
Korea thinks that government intervention is needed but more emphasis should be on voluntary effort by 
providers. Most countries agreed that strict government regulation is preferred. 

7.d.b.4- Technology introduction and cost-effectiveness 
New Zealand and Japan doubt the use of cost-effectiveness as basis for technology introduction. While 
most agreed that cost-effectiveness is needed in the introduction of technology 

7.d.b.S- Safety of Medicines, laboratories and Technology 
Safety guideline on procedure should be developed. Recommends both voluntary and compulsory 
monitoring. China recommends safety of medicine by systems approach. Medicine surveillance that 
includes post marketing adverse drug reactions is recommended. Existing technologies should be 
assessed and managed. 

Summary of country comments 
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Section 7 .e. Financing and Social Protection 
7.e.b.1- Out of Pocket Payment (COP): 
All agree OOP should be reduced and regulated to a reasonable level in order to ensure equity and fair 
health financing system. Issues raised include: 
What would be the appropriate % of OOP and % of support value; OOP should be balanced with ability to 
pay. 
Some countries agree that there should be OOP at adequate level to minimize "moral hazard" and some 
countries do not agree on unconditioned lowering of OOP 

7.e.b.2- Total Health Expenditure and Public Spending: 
There is a mix response in this section. However, most responded that 5% GOP spending on health is 
small and should be gradually increased as economy of the country increases and other conditions must 
be met such as equity, efficiency, and coverage 
Some suggested that giving target is not useful and that WHO should not give absolute number, or rather 
say 5% as minimum. 

7.e.b.3- Pre-payment and Risk-pooling: 
Most countries agree to move towards risk-pooling and pre-payment. 
Japan, New Zealand, Malaysia, Korea and PIC did not response or do not fully understand the meaning 
of pre-payment or that it is not a significant issue 
There must be a mechanism of control and transparency 

7.e.b.4- Equity and Safety Nets 
This should be explored further or more clarification needed 
It is the role of government to ensure equitable access to health care but in poor countries it may not be 
possible to attain 
Equity and safety nets play a key role in health financing 

7.e.b.5- Information, Monitoring and Evaluation 
Monitoring and evaluation would require a democratic system ensuring objectivity, openness, 
transparency, on-time and participative 
People at the center of PHC must have access to information 

7.e.b.6- Other Comments on health financing 
private sector financing ( private insurance, their appropriate roles, management and regulation 
Most countries raised the link of quality care with financing 

Section 7 .f. Leadership and Governance 
7.f.b.1- Governance of the private sector in health 
All countries agree that private sector must be involved in PHC but their role must be well articulated, 
clarified and regulated/legislated. 
Mongolia and Pacific Island Countries both recommend that the governance for private and public should 
be the same 

7.f.b.2- Health Policy frameworks and law, regulation and standard setting 
Most agree that the need for clear and standardized policy. An enabling framework must be provided 
Issue: should government control the private sector and if so, how much control. 

7 .f.b.3- Accountability and transparency 
All agree that there should be accountability and transparency on public spending, quality and safety, 
expenditure but should not be limited to narrow set of indicators. 
Results of monitoring and evaluation should be precise, on time and reported back 

7.f.b.4- Aid effectiveness 
Aid implementation needed to be controlled and driven by the country's ability to use the aid 
Most countries underscore the need of transparency, responsiveness to the need and priority of the 
community and technical assistance must match the need of local needs proper monitoring is essential 

7.f.b.5- Assessment of leadership and governance 
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Most agree that leadership and governance be assessed based on measurable outcomes indicators or 
measures must include court cases, public health score card 

7.f.b.6- Other issues on leadership and governance: 
Japan raised the issue on the harmful aspects of interaction of public sector to private sector specially in 
a country with fragile health system 

Section 8 - Conclusions 
S.b.l- Member state obligations 
Issues/Recommendations- Need common MS policy for certain shared issues (migration, transplant, 
etc.). Another MS felt that it was weak for WHO to say that each MS makes its own strategy- WHO 
should be more proactive in saying what is done. Most, however, felt it is a national obligation. 

8.b.2- WHO obligations 
WHO needs more balance- not to get caught up in 'fancy' diseases. WHO has obligation for templates, 
strategies, guidelines - need to be able to provide more health systems expertise at country level. Some 
question of why PHC is renewed or new? Need more evidence to say that PHC values are universal. 
Others say the document is too neutral and that PHC is the engine of change. 

Summary of country comments 





Regional Strategy for HSS & PHC 
· Section·1· · · Rationale 

1.a.1 1.a.2 1.a.3 
Country signatory to Human Right to health or right to access Effects of globalization on health 

Riahts declaration? to HC a riaht in vour countrv? sector poslllve? 
y N DK y N DK y N DK 

AUS 7 1 2 9 1 7 1 2 
BRU 2 1 3 5 
CAM 11 1 11 1 9 1 3 
CHN 12 10 1 1 
JPN 5 2 3 7 2 6 1 2 
KOR 9 1 3 10 1 2 4 4 5 
LAO 10 2 12 10 2 
MAA 9 1 3 12 1 7 5 · 1 
MOG 12 11 1 10 1 1 
NE~ 11 1 10 2 2 4 6 
PHL 10 1 12 12 
PIC 57 3 13 62 4 7 44 17 12 
PNG 13 12 1 10 4 1 
SIN 1 1 1 3 3 
VTN 19 19 13 6 

TOTAL --~188 :-n·. ,•.":-;.10 '· _.-; :ao ., ... .:193 ' .. 11 12 " -- 152 ' 47 34 

'section '2/3 '" Vision/Goals of Health System 
2/3.a.1 2/3.a.2 2/3.a.3 

Agree with strategy vision as Agree with the 4 goals of health Agree organisation of HS contributes 
stated'/ svstem listed in strateav? to variations in health outcomes? 

y N OK y N OK y N DK 
AUS 10 8 2 9 1 
BRU 5 5 4 1 
CAM 11 1 -12 10 2 
CHN 10 2 12 12 
JPN 8 1 3 6 1 9 
KOR 13 .13 13 
LAO 12 12 11 1 
MAA 13 13 12 1 
MOG 12 11 1 10 1 1 
NEZ 10 2 7 3 2 12 
PHL 10 11 1 11 
PIC 63 6 4 55 9 9 61 5 7 
PN.G 13 12 1 13 
SIN 2 1 3 3 
VJN 17 2 18 1 18 1 

TOTAL ._, ''209 •" .':' .".1 ."'~·13 ~~ ·.M ;· Y 6 ,-,.,- .:195 • •' 23 -:- ,. '13 . 208 9 12 

1.a.4 
Effects of commercialization on 

health sector oositive? 
y N DK 
5 5 
1 3 1 
6 2 4 

10 1 1 
3 4 2 
4 7 2 
6 6 
1 11 1 
8 3 1 
3 7 1 

11 
39 23 10 
3 12 
1 2 

16 3 -
· 117 89 23 . 

2/3.a.4 
Responsibility of HS to decrease 
ineoualit in healtll outcomes? 

y N OK 
10 
3 1 1 
10 2 
11 1 
7 2 

13 
7 5 
10 3 
11 1 
11 1 
11 1 
56 9 8 
8 4 1 
2 1 
17 2 

187 .·. ,, 30 : . 13 ·. 

1 . .a.5 
Health policy in your country 

influenced bv int'l best oractice? 
y N DK 
9 1 
4 

11 1 
12 
1 7 1 
8 4 1 
7 5 
12 1 
9 1 2 
10 1 1 
11 
54 8 11 
11 2 
3 
19 

181 ·''· .-' 29 •' '•. -18 - . 

2/3.a.5 
Does efficiency fit with other goals 

ofH~-? 
y N OK 
10 
5 

12 
12 
6 1 2 
10 1 2 
10 2 
9 1 3 
8 2 2 
7 2 , 3 
9 1 1 

58 8 7 
9 2 2 
3 
16 3 

'· ·184 • ·; 23 -.: - 22' .- . 

I ...... 
0 ...... 
I 



Regional Strategy for HSS & PHC 
· Section4 PHC Renewal 

4.a.1 4.a.2 4.a.3 
Your country HS based on PHC Need for PHC renewal in your Agree that PHC is driven by a set 

values/principles? countrv? of social values? 
y N DK y N DK y N DK 

AUS 3 7 10 8 1 1 
BR.V 4 1 2 1 1 4 
CAM 10 2 8 4 11 1 
CHN 11 1 12 12 
JPN 3 6 7 2 5 1 2 
KOR 5 6 2 13 11 2 
LAO 12 9 3 11 1 
MAA 9 2 2 11 1 1 11 1 1 
MOG 6 6 12 12 
NEZ 5 5 2 11 1 8 3 1 
PHL 8 3 12 12 
PIC 60 10 3 59 9 5 62 6 5 
PNG 12 1 10 3 12 1 
SIN 2 1 3 2 1 
VTN 18 1 13 6 14 3 2 

TOTAL "'•168·~,.; ~~.J 50 ' .. <,· 11 '·-· ' '192 · . 25 ·'12 · 195 19- · 14 

Global Public Health Challenges 

5.a.1 5.a.2 5.a.3 
MDGs influence HS planning in Are global factors influencing HS Is commercialization a positive 

our countn? in vou·r count v? influence on HS in vour countrv? 
y N OK y N OK y N DK 

AUS 9 1 10 3 7 
BRU 3 4 2 1 . 
CAM 12 10 1 1 6 4 2 
CHN 12 11 1 1 10 1 
JPN 1 7 1 6 2 2 6 
KOR 5 6 2 12 1 4 7 2 
LAO 12 11 1 8 4 
MAA 9 1 3 12 1 3 7 3 
MOG 8 3 1 11 1 6 6 
NEZ 2 8 2 11 2 7 
PHL 12 12 12 
PIC 56 7 10 69 1 3 39 15 19 
PNG 11 2 13 7 10 
SIN 2 1 3 1 1 1 
VTN 19 19 15 4 

·TOTAl "N1fi'4 lC., ~:';~, 41 ·· .· ·;. 23 ·'. -' 214 1
·" ~-· '' 4 '''''' ... -, 9 109 90 . 29 · 

4.a.4 
Do the 4 area!! of reform for PHG 
in WHR 'DB fit with vour countrv? 

y N DK 
9 1 
4 
12 
12 

5 1 3 
10 1 2 
8 4 

10 2 1 
8 3 1 

10 1 
11 1 
57 11 5 
12 1 
3 

16 2 1 
187 28 . '13 .· 

5.a.4 
Increase in partners in HS in your 

countrv? 
y N OK 
9 1 
2 1 
11 1 
12 
5 3 1 
12 1 
8 4 
8 3 2 
10 1 1 
8 1 2 
12 

58 9 6 
11 1 1 
3 

19 
188 23 • · 16 

4.a.5 
Agree that HS based on PHC a 

better value & better health? 
y N DK 
9 1 
5 
12 
12 
4 1 4 
12 1 
11 1 
10 3 
12 

8 1 ·3 
11 1 
51 11 11 
12 1 
·3 

18 1 
'':190 ":r--··16 '. '24 . . 

5.a.5 
Health sector plan with a core set 

of values in voll' countrv? 
y N OK 
5 5 

1 2 
11 1 
10 1 
4 3 1 
6 6 1 

11 1 
7 5 1 

11 1 

5 2 2 
10 2 

62 4 7 
13 
3 

18 1 
' 177' ;-;··:·' 31 ·--·i· ". 15 _., 

I .... 
0 
N 
I 



Regional Strategy for HSS & PHC 
Section 6 A whole of system approach 

6.a.1 6.a.2 6.a.3 
Adequate definition of health 6 building blocks useful for HS Other schemes of analysis more 

svstem in the strateav? analysis in your country? useful? 
y N OK y N DK y N DK 

AUS 8 2 7 3 2 2 6 
BRU 4 2 2 2 2 
CAM 12 11 1 3 9 
CHN 12 11 1 8 3 1 
JPN 4 3 2 7 1 1 3 2 5 
KOR 12 1 12 1 2 1 10 
LAO 11 1 12 4 4 4 
MAA 12 1 "11 2 1 3 9 
MOG 12 10 2 7 1 4 
NEZ 10 1 7 2 2 3 4 1 
PHL 12 13 5 6 1 
PIC 59 7 7 62 3 8 24 28 21 
PNG 11 1 1 12 1 1 12 
SIN 3 3 1 1 1 
VTN 14 2 3 18 1 6 6 7 

TOTAL ,,,.,196 - 19 ··. . 13 198 . 13 . 18 69 64 93 

= :Section 7a · Service Delivery 

7.a.1 7.a.2 7.a.3 
Definition of a service delivery Management sufficiently defined Is definition of a service delivery 

model imoortant? in the stratec ? oackaoe imoortant? 
y N DK y N DK y N DK 

AUS 8 1 1 6 3 1 7 2 1 
BRU 5 3 1 3 1 
CAM 12 11 1 10 1 1 
CHN 12 10 2 11 1 
JPN 6 3 2 2 2 1 4 
KOR 12 1 7 5 1 9 4 
LAO 12 10 1 1 10 1 1 
MAA 13 10 2 1 11 1 1 
MOG 12 8 4 9 2 1 
NEZ 10 2 6 5 1 6 4 2 
PHL 12 11 1 11 1 
PIC 70 3 53 12 7 51 9 12 
PNG 11 1 1 9 3 1 10 2 1 
SIN 3 2 1 2 1 
VTN 19 13 5 1 15 2 2 

TOTAL - 217 . ' 4 6 162 · 48 16 167 32 27 · 

6.a.4 
Is the statement of purpose 

relevanrt? 
y N DK 
6 4 
3 1 

10 2 
12 

6 2 1 
12 1 
11 1 
12 1 
8 2 2 
3 1 3 

13 
59 2 12 
12 1 
3 
17 2 

187 8 30 

7.a.4 
Quality given enough emphasis in 

the strateov? 
y N DK 
10 

3 1 

9 2 1 
10 1 1 
6 1 

11 1 1 
10 2 
10 3 
8 4 

5 7 

9 3 

48 14 11 

8 5 

2 1 
16 2 1 

'' 165 . 46 16 

6.a.5 
Is PHC a usefu organizing 

orinciole? 
y N DK 
7 1 2 
5 

12 

12 

6 2 1 
13 
12 

12 1 
11 1 
7 1 1 

11 
65 8 
13 

3 
17 1 1 

206 6 '14 . 

7.a.5 
Minimum infrastrucklre standards 

useful?. 
y N DK 
6 2 2 
4 1 
12 

12 

6 2 
10 2 1 
11 1 
11 1 1 
10 2 
5 5 2 

11 

59 6 B 
12 1 
2 1 
18 1 

' 189 21 . '18 ., 

' ...... 
0 
w 
' 



Regional Strategy for HSS & PHC 
Section 7b · Health Workforce 

7.b.a.1 7.b.a.2 7.b.a.3 
Each country needs a human Number & mix of health workers Team oriented PHC a feasible 

resource olan? can be defined in HR olan? workforce alternatie? 
y N DK y N DK y N DK 

AUS 9 1 6 4 8 1 1 
BRU 5 5 2 2 
CAM 12 12 11 1 
CHN 12 10 2 12 
JPN 7 1 3 2 3 5 3 
KOR 13 13 10 1 2 
LAO 12 12 9 3 
MAA 13 10 1 2 12 1 
MOG 12 11 1 12 
NEZ 10 1 4 7 2 10 1 
PHL 12 12 13 
PIC 70 3 67 1 5 57 4 12 
PNG 13 12 1 12 1 
SIN 3 2 1 3 
VTN 19 18 1 10 6 3 

TOTAL ' 222 '2 4 197 20 ' 13 · 186 . 13 29 

' ·Section 7c Information 

7.c.a.1 7.c.a.2 7.c.a.3 
National health info plan Priority to reduce Priority for HS assessments 
imoortant for robust HS? I parallel/du licative info systems? conmarable across countries? 
y N OK y N DK y N DK 

AUS 10 7 2 1 6 1 1 
BRU 5 ' 2 1 2 4 1 
CAM 12 9 3 10 1 1 

. CHN 12 9 12 8 3 1 
JPN 5 2 1 2 1 4 5 3 
KOR 12 1 6 4 3 10 1 2 
LAO 12 8 3 1 8 4 
MAA 13 6 3 4 8 3 · 2 
MOG 12 12 11 1 
NEZ 12 7 3 1 7 4 1 
PHL 13 12 1 12 
PIC 67 2 4 49 9 15 47 12 14 
PNG 13 11 2 11 2 
SIN 3 1 2 2 1 
VTN 18 1 12 6 1 16 2 1 

TOTAL 219 '·· 6 -.. 5 ' 153 . 50 34 165 -37 25 

7.b.a.4 
Can volunteers be an important 

oart of the workforce? 
y N DK 
9 1 
4 1 

11 1 
10 2 
5 3 

10 1 2 
12 
11 2 
10 2 
11 
13 
60 6 7 
11 2 
3 
12 6 1 

192 24 13 

7.c.a.4 

HS research plan useful? 

y N DK 
7 1 2 
4 

11 1 
12 
6 1 1 
13 
11 1 
13 
10 2 
8 1 1 
12 
64 1 8 
13 
3 

17 1 1 
204 8 14 

7.b.a.5 
Need to increase ·atio of PHC 

aeneralists to s~ecialists? 
y N DK 
8 1 1 
3 2 

10 1 1 
12 
6 1 
9 1 3 
10 2 
12 1 
9 3 
6 1 
13 
62 5 6 
8 5 
2 1 
17 2 

187 - 11 26 .. 

7.c.a.5 
Evidence sufficie•tly used in 

oolicvmakn ? 
y N DK 
1 8 1 
1 3 
8 3 1 
1 11 
2 5 
4 7 2 
8 4 
3 9 1 
4 7 1 

8 2 
7 5 1 

41 16 16 
5 7 1 
2 1 
17 2 

104 96 .. 26 

I 
I-' 

0 
4>-
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Regional Strategy for HSS & PHC 
Section 7d Medical Products/Technology 

7.d.a.1 7.d.a.2 7.d.a.3 
Essential drug policy necessary TRIPS a problem for medicine A unified lab policy and plan 

for most nations? access? desirable? 
y N DK y N DK y N DK 

AUS 10 3 4 3 5 2 3 
BRU 4 1 3 1 1 3 2 
CAM 12 7 1 4 11 1 
CHN 11 1 9 3 7 4 1 
JPN 7 1 4 4 8 
KOR 13 10 1 2 8 1 4 
LAO 12 4 3 5 9 3 
MAA 13 9 2 2 12 1 
MOG 12 7 2 3 12 
NEZ 9 1 4 2 3 8 1 
PHL 12 12 11 1 
PIC 48 12 13 46 10 15 41 18 14 
PNG 13 9 1 3 10 3 
SIN 2 1 1 2 2 1 
VTN 17 2 14 4 1 17 2 

TOTAL ·: 195 '· . . 18 ·-' 14 142 34 . 48 164 :. 30 32 

Section'7e· · Financing & Social Protection 

7.e.a.1 7 .• e.a.2 7.e.a.3 
Discourage out-of-pocket Goal for health expenditure PHC seen as poor care for 

expenditure 5%GDP poor people 
y N DK y N DK y N DK 

. AUS 4 5 1 1 5 4 9 1 
BRU 2 2 1 3 2 3 1 
CAM 8 4 9 1 2 3 8 1 
CHN 11 1 3 3 5 2 8 2 
JPN 4 3 1 2 2 4 1 6 1 
KOR 7 4 2 2 6 5 2 10 1 
LAO 10 2 3 5 4 4 8 
MAA 9 3 1 7 3 3 4 8 1 
MOG 5 7 8 4 9 1 2 
NEZ 3 6 1 2 4 2 1 7 
PHL 7 5 10 1 6 5 
PIC 32 23 18 31 18 24 20 39 14 
PNG 9 4 7 3 3 11 2 
SIN 3 2 1 3 
VTN 19 12 7 19 

TOTAL -"~13P ' 72 25 . ·102 . 59 62 52 145 26 

7.d.a.4 
Can rational drug use work if 
financin deoendent on user 

y N DK 
4 2 4 

3 2 
6 5 1 

12 

1 4 2 
1 9 3 
6 4 2 
4 5 4 
5 7 
3 3 2 
8 3 1 

51 6 16 
3 8 2 
2 1 

6 12 1 
112 72 40 

7.e.a.4 
Govt obligation to increase 

eaullv? 
y N DK 

10 

4 

11 1 

12 

6 1 
13 

10 1 1 
13 

8 4 
10 

12 

61 3 9 

12 1 

3 
19 

204 10 11 

7.d.a5 
C-E analysis feasible as basis for 

!echnoloav in!Foduction? 
y N DK 

8 2 
5 

8 3 1 
12 

5 2 1 
11 2 

11 1 
11 1 1 
8 1 3 
7 2 
10 1 
53 4 16 

10 1 2 
1 2 

18 1 
178 17 30 

7.e.a.5 
Govt to restrict interventions that 

can't be afforded 'bv maiarilv? 
y N DK 

1 8 1 

1 2 1 
8 4 

10 2 

2 3 2 
6 5 2 
3 7 2 

5 5 3 
3 8 1 

6 2 
4 7 1 

50 9 14 

10 1 2 
2 1 

6 13 
• 115 ·, ' 78 .. 30' 

I ...... 
0 
Vl 
I 



Regional Strategy for HSS & PHC 

Section 7f Leadership & Governance 
7.f.a.1 7.f.a.2 7.f.a.3 

Stewardship a useful term? Enough in strategy on multi- Health plan useful as a 
sectoral action? leadersahio tool? 

y N DK y N DK y N DK 
AUS 4 4 2 4 4 2 9 1 
BRU 1 1 3 3 1 4 1 
CAM 10 2 8 3 "1 11 1 
CHN 11 1 1 11 12 
JPN 3 1 4 3 1 3 4 3 1 
KOR 4 2 7 7 2 4 9 1 3 
LAO 9 1 2 9 1 2 12 
MAA 9 3 1 7 4 2 12 1 
MOG 12 8 4 11 1 
NEZ 7 5 3 7 1 8 1 1 
PHL 8 3 1 8 1 1 12 
PIC 51 7 15 34 24 15 57 5 11 
PNG 10 1 2 6 6 1 11 2 
SIN 3 1 1 1 3 
VTN 19 18 1 19 

TOTAL ': 161 .. ·30 . 38 •120 69 35 194 12 21 

· Section 8 Conclusions 

8.a.1 8.a.2 8.a.3 

PHC most effective and efficient? 
Useful for MS to have docs on Helpful for WHO to provide 

vision, policy and plans in health? normative guidance on HS? 
y N DK y N DK y N DK 

AUS 10 10 9 1 
BRU 4 5 5 
CAM 11 1 12 12 
CHN 12 11 1 11 1 
JPN 6 2 6 2 7 1 
KOR 10 2 1 12 .. 1 11 2 
LAO 12 12 11 1 
MAA 11 1 1 12 1 13 
MOG 12 10 2 11 1 
NEZ 9 2 10 8 1 1 
PHL 11 12 12 
PIC 59 4 10 68 5 65 1 7 
PNG 10 1 3 13 13 
SIN 2 1 3 3 
VTN 15 3 1 19 19 

TOTAL : 194 - . 13 20 '· 215 ' 2 10 210 . 7 10 

7.f.a.4 
Enough in strategy on interaction 

with nrivate sewctor 
y N OK 
4 6 
3 1 
7 2 3 
1 11 
3 2 2 
4 5 4 
6 4 2 
3 9 1 
6 6 

6 4 2 
5 6 

34 25 14 
6 6 1 

3 

19 
107 84 35 

8.a.4 
Right to health more prominent in 

future? 
y N DK 
7 1 2 
4 
12 

12 
6 2 

13 
10 2 
12 1 
10 1 1 
7 1 1 

12 

67 6 

11 2 
3 
19 

205 3 . 17 

7.f.a.5 
Measurement o= leadership 

oosslbe? 
y N OK 
8 1 1 
3 1 1 
8 2 2 

10 1 1 
3 1 4 
5 1 7 
9 3 
9 4 

11 1 
7 1 1 

10 2 

58 3 12 
13 

3 

16 1 2 
173 14 39 

8.a.!i 

Are PHC values universal? 

y N OK 
8 2 
5 

12 

12 
5 2 

12 1 

12 
12 1 
11 1 
8 2 1 

12 

54 8 11 

10 2 1 
2 1 
19 

194 16 ' 17 

I ...... 
0 
0'1 
I 
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DE LA SANTE 

~~ 
REGIONAL OFFICE FOR THE WESTERN PACIFIC 

BUREAU REGIONAL DU PACIFIQUE OCCIDENTAL 

SENIOR STEERING GROUP MEETING ON REGIONAL STRATEGY 
ON HEALTH SYSTEMS STRENGTHENING AND PRIMARY HEALTH CARE 

Manila, Philippines 
TIMETABLE WPRIDHS/04/HSD(l:-2010.1 I 

23-25 February 2010 ENGLISH ONLY 
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08:15 Registration 08:30 Session 5 - Vision I Goals 8:30 Session 9 - Leadership and Governance 
08:30 Session 1 -Introduction 

-Welcome, introductions (DPM) 
-Review ofTOR (HB?) 
-Working methods (DS) Conclusions 

10:00 Tea/Coffee break 10:00 Tea/Coffee break 10:00 Tea/coffee break 

10:30 Session 2- Structure of the Strategy 10:30 Session 6 - Service Delivery 10:30 Session 10 

. ... Rationale of the strategy Summary 

Way Forward 

Closing 

12:00 LUNCH 12:00 LUNCH 12:00 

13:00 Session 3 -Primary Health Care Renewal 13:00 Session 7 - Health workforce 
Overviews 

-Information and evidence for 
decision making 

14:30 Tea/coffee break 14:30 Tea/coffee break 

15:00 Session 4- Global and regional public 15:00 Session 8- Medical products and 
to health challenges technologies 

16:30 

- A whole of system approach -Financing and social protection 

' ....... 
0 
-..l 
' 
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DOCUMENTS AVAILABLE ON REQUEST 

1. Key informant interview form 

2. Country reports on key informant interviews 
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