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Improving health equity through the use of  
evidence: cases from the Western Pacific Region
Steve Fabr�cant�

Introduction

 Health equ�ty and the barr�ers to ach�ev�ng �t �n develop�ng countr�es have been a major 
subject of  research for many years, result�ng �n a grow�ng ev�dence base on pol�c�es and act�ons 
to promote health equ�ty. Desp�te efforts over the past two decades, the ev�dence shows that 
�nequal�t�es are �ncreas�ng rather than decreas�ng �n many countr�es. Th�s may partly be due 
to faulty pol�cy dec�s�ons that have �ncreased some of  the barr�ers to access to health serv�ces 
faced by the poor. It has become clear that a better ev�dence-based approach to health pol�cy 
�s needed, w�th equ�ty as �ts focus.

 At the same t�me, understand�ng �s also �nadequate on how the grow�ng ev�dence base on 
promot�ng equ�ty �n health can be best used by pol�cy-makers. Health pol�cy development �n 
countr�es �s �ncreas�ngly supported by research, �nvolv�ng a range of  stakeholders �nclud�ng 
academ�c �nst�tut�ons, government th�nk tanks, NGOs and consumer groups. Partners 
from other �nternat�onal organ�zat�ons, academ�a, and research networks are also engaged 
�n strengthen�ng the ev�dence base for health pol�cy and act�on, �nclud�ng that focus�ng on 
equ�ty-, gender-, and poverty-related �ssues �n health. However, the l�nks between ev�dence 
and pol�cy-mak�ng are �ncons�stent and var�able. There �s, thus, st�ll a need for stronger l�nks 
between ev�dence and health pol�cy-mak�ng and �mplementat�on.

 The World Health Organ�zat�on (WHO) �s �ncreas�ngly asked to help strengthen mechan�sms 
that link research and policy-making in developing countries. For example, in May 2005, 
resolution WHA 58.34 called for better use of  health research and health information, as well 
as better knowledge management, to support ev�dence-�nformed health pol�cy and pract�ce, 
specifically requesting WHO to assist in the development of  more effective mechanisms to 
br�dge the d�v�de between knowledge generat�on and �ts use, �nclud�ng the translat�on of  health 
research findings into policy and practice. At the fifty-seventh session of  the WHO Regional 
Comm�ttee held �n September �006, a m�n�ster�al round table d�scuss�on was held on the top�c 
Translat�on of  Research �nto Pol�cy and Health Care Pract�ce, and WHO was requested to lead 
efforts to strengthen the capac�ty for better ut�l�zat�on of  research results �n nat�onal health 
pol�cy-mak�ng. Th�s �s one of  the strateg�c d�rect�ons for WHO �n the per�od �008–�0�3.

1 Consultant, World Health Organization Western Pacific Regional Office
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 To respond in part to this need, the WHO Western Pacific Regional Office convened the 
High-Level Meeting on Promoting Health Equity: Evidence, Policy and Action, from 16 to 
�8 October �007 �n Phnom Penh, hosted by the Royal Government of  Cambod�a, w�th the 
object�ve of  g�v�ng part�c�pants the opportun�ty to exchange exper�ences �n ev�dence-based 
pol�cy-mak�ng, and to �dent�fy ways to promote the more systemat�c use of  equ�ty research �n 
health pol�cy and act�on.

 Health m�n�str�es and other stakeholders engaged �n the ev�dence-to-pol�cy process �n the 
Western Pacific Region were invited to submit case studies that illustrate how the process has 
worked �n the�r country. N�ne cases were presented, represent�ng exper�ences �n e�ght countr�es. 
In the discussions that followed, participants identified key factors that can strengthen the 
capac�ty for ev�dence-based pol�cy-mak�ng and develop a culture of  �nvest�ng �n and act�ng upon 
�nformat�on and ev�dence. The meet�ng also prov�ded useful �deas for promot�ng ev�dence-
based debate, analys�s and pol�cy development for health equ�ty over the longer term.

 Th�s book comp�les all n�ne cases. Th�s �ntroductory chapter compr�ses a synthes�s of  
the cases and the lessons learned from them. Compar�ng and contrast�ng the d�fferent cases, 
it identifies key factors that stimulate policy-relevant research and better use of  evidence 
for pol�cy-mak�ng. These lessons can be espec�ally valuable for develop�ng countr�es, where 
resources are l�m�ted and better understand�ng of  the trade-offs �mpl�ed by alternat�ve pol�cy 
cho�ces �s needed.

Equity and barriers to access to health services

 Overall ga�ns �n health can occur am�d pers�stent, and even w�den�ng, �nequal�t�es between 
soc�o-econom�c groups and areas. To narrow health gaps under a cond�t�on of  resource 
constra�nts requ�res �mprov�ng the health of  the poorest and do�ng so at a rate that outstr�ps 
that of  the w�der populat�on. Effect�ve pro-equ�ty health pol�cy can ach�eve absolute and 
relat�ve �mprovement �n the health of  the poorest groups, and �n the factors that determ�ne 
the�r access to health care and the�r exposure to r�sk factors.

 It �s now well understood that poor, vulnerable and soc�ally excluded groups have a h�gher 
burden of  d�sease, wh�le at the same t�me hav�ng worse access to and lower ut�l�zat�on of  
health serv�ces, a phenomenon descr�bed by the “�nverse care law”.[�] Ev�dence from the 
Western Pacific region presented at the High-Level Meeting confirmed that households in 
the lowest �ncome qu�nt�le, and those �n rural areas, use fewer health serv�ces than those �n 
higher income quintiles or in urban areas. These groups face financial, geographical, and socio-
cultural barr�ers to equ�table access to health serv�ces. Health systems can attempt to reduce 
these obstacles, but often fa�l to respond adequately.

 The tools pol�cy-makers have at the�r d�sposal for reduc�ng these access barr�ers �nclude 
directing public subsidies to poor and excluded groups, either spatially or by targeting specific 
health cond�t�ons, mak�ng greater use of  ex�st�ng pr�vate sector prov�ders, and mon�tor�ng 
health system performance. However, public subsidies have been shown to actually benefit 
the better-off  more than the poor, unless there �s an expl�c�t pro-poor focus, accompan�ed 
by effect�ve regulat�on of  the pr�vate sector. Pol�cy dec�s�ons should be based on appropr�ate 
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“local” ev�dence �n order to establ�sh a pro-poor balance, among sub-sectors, such as between 
hosp�tal and pr�mary care, between urban and rural health serv�ces, and between bas�c care that 
helps many and costly specialized care that benefits a few. All of  the case studies presented here 
enta�led approaches des�gned to target and reduce these barr�ers, and most showed through 
mon�tor�ng and evaluat�on steps that they were pro-poor.

 Financial barriers are especially significant where health systems rely on user fees at the 
t�me of  serv�ce and where r�sk-pool�ng and pre-payment schemes have not been establ�shed. 
Not only do the d�rect costs of  health care deter many s�ck people from seek�ng care, but other 
costs such as transport and food are �mportant barr�ers to access, as are opportun�ty costs (e.g., 
income lost while seeking care or assisting a family member.) The Asia Pacific region has the 
h�ghest percentage of  out-of-pocket payment for health serv�ces of  any of  the WHO reg�ons, 
and the reduct�on of  th�s barr�er �s a reg�onal pr�or�ty for WHO. Three of  the cases descr�be 
different approaches to targeting financial assistance to poorer households.

 Geograph�cal barr�ers result from the concentrat�on of  health fac�l�t�es and health workers 
�n urban areas and �n areas w�th adequate transport. The poor and d�sadvantaged tend to l�ve 
�n the least-served areas, wh�ch also suffer the worst env�ronmental cond�t�ons. Health workers 
generally prefer urban, h�gher �ncome sett�ngs where there are more opportun�t�es for them 
and the�r fam�l�es. The remoteness of  some areas rema�ns a barr�er even �n some better-off  
countr�es, and the cost of  reach�ng such populat�ons w�th adequate care can be qu�te h�gh.

 Soc�o-cultural barr�ers may be based on soc�al status or a consequence of  the poverty and 
powerlessness assoc�ated w�th lower status, �nclud�ng ethn�c�ty, gender and other soc�al factors. 
M�nor�ty groups often have language and cultural d�fferences from the major�ty populat�on, 
�nclud�ng health workers, wh�ch const�tutes a barr�er to seek�ng or rece�v�ng adequate care. 
Gender �s frequently a determ�nant of  access to care �n many sett�ngs, w�th women and g�rls 
receiving insufficient or delayed services more often than men or boys.

 Poor respons�veness of  the health system can be a problem, even where health fac�l�t�es 
are ava�lable. Compared to compla�nts by those from better-off  local�t�es, compla�nts by the 
poor and d�sadvantaged are less l�kely to be heard and acted on. Common �ssues �nclude 
�nconven�ent locat�on of  health fac�l�t�es or work�ng hours, rude or abus�ve health workers, 
more frequent problems �n ma�nta�n�ng adequate stocks of  med�c�nes, and m�ss�ng or 
malfunct�on�ng equ�pment. Several of  the cases presented here show how more resources 
were focused on specific diseases or environmental factors that especially affect the poor. 
Several others �ncreased or mon�tored the resources allocated to geograph�cal areas hav�ng a 
h�gh percentage of  poor or ethn�c m�nor�ty households.

Country examples of  how evidence was used to stimulate pro-poor 
health policy-making

 A major goal of  pol�cy research �s to ach�eve a systemat�c understand�ng of  what, when, 
and how research should feed �nto the development of  pol�cy. Such an understand�ng of  how 
research can contr�bute to pro-poor pol�c�es, and systems to put �t �nto pract�ce, could �mprove 
health as well as development outcomes.
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 Most governments in the Western Pacific Region already have explicit pro-poor health 
pol�c�es �n place, often as part of  poverty reduct�on strateg�es, strateg�es for meet�ng the 
M�llenn�um Development Goals, or �n statements of  nat�onal equ�ty pr�nc�ples. Consequently, 
none of  the case stud�es �n th�s collect�on attempt to prov�de more ev�dence for the need to 
have pro-poor and pro-equ�ty pol�c�es. Rather, they all focus on cruc�al deta�ls of  why and 
how research was done and how the ev�dence was translated �nto pol�c�es and act�on.

 Case stud�es are trad�t�onally assoc�ated w�th bus�ness school, law school and soc�al 
sc�ence, but can be used �n any d�sc�pl�ne to explore how �ssues and pr�nc�ples �nteract �n 
real-world s�tuat�ons, and �ncreas�ngly are be�ng used to study development �ssues. Case 
stud�es can be a useful learn�ng tool from wh�ch to draw lessons for adaptat�on and use �n 
other contexts.

 The countr�es represented �n these case stud�es cover the spectrum of  econom�c 
development, from the two w�th lowest per cap�ta �ncomes, to the th�rd wealth�est country 
in the Western Pacific Region, and the other five countries filling in the low-middle to high-
m�ddle �ncome ranges. The�r levels of  health sector development and pol�cy-mak�ng cover 
a similar wide range. All the cases identify and show evidence about specific equity issues. 
Some stud�es go �nto somewhat less deta�l about how the ev�dence was presented to pol�cy-
makers and how the policy process was influenced by the evidence, but enough is given to 
enable compar�sons.

 Gu�del�nes for case study preparat�on (see Annex �) were sent �n advance to help ensure 
that the cases would be relevant to the health equ�ty focus of  the H�gh-Level Meet�ng and 
to the agenda of  exam�n�ng the ev�dence-to-pol�cy process. Most of  the cases were prepared 
and presented through collaborat�on between a range of  stakeholders, �nclud�ng local and 
�nternat�onal researchers, pol�cy-makers, donors, and c�v�l soc�ety organ�zat�ons. The n�ne 
country cases presented at the H�gh-Level Meet�ng (by meet�ng sess�on) and comp�led �n 
this collection are:

Session 1: Health care financing

• Health financing strategies to improve access to health services for the poor in Cambodia: from pilot to 
policy and action—a case study of  Health Equity Funds. Pro-poor health financing strategies 
developed �n Cambod�a �n the �990s led from user fees to contract�ng. The case exam�nes 
steps taken to improve equity in health financing that culminated in the wide use of  
health equ�ty funds (HEF).

• Research, intervention design and policy implementation of  the New Rural Cooperative Medical Scheme 
in Shandong, China. Th�s paper descr�bes research and pol�cy-mak�ng about adjust�ng the 
premium, subsidy, and benefit package at county level for the national insurance system 
for rural households, the New Cooperat�ve Med�cal Serv�ces (NCMS) scheme.

• Health Care Fund for the Poor in Viet Nam: how evidence and politics came together. Th�s paper 
�s an overv�ew of  the evolut�on of  the nat�onal health �nsurance scheme and exam�nes 
how an effective and efficient way of  subsidizing membership for the poor was devised, 
evaluated, and became official policy.
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Session 2: Primary health care

• Scaling up primary health care in the Lao People’s Democratic Republic using evidence from a long-
term primary health care development project. Th�s �s a case study of  a commun�ty-based, 
non-governmental organ�zat�on (NGO)-sponsored project and how the results were 
d�ssem�nated and part�ally repl�cated. It �ncludes an analys�s of  the roles of  large donors 
and NGOs �n pol�cy dec�s�ons.

• Promoting health equity: evidence, policy and action—the New Zealand experience. Th�s study descr�bed 
research into health problems of  the Māori population and how they were effectively 
targeted by �ntervent�ons to �mprove commun�ty-based pr�mary health care serv�ces and 
hous�ng cond�t�ons.

Session 3: Communicable diseases

• The development and targeting of  malaria control interventions for populations in high transmission 
areas of  Cambodia: the influence of  research on policy and practice. This paper describes how field 
surveys resulted �n operat�onal changes �n how malar�a treatment �s prov�ded, and how 
�nsect�c�de-treated bednets are subs�d�zed and targeted.

• Public-Private Mix DOTS: a strategy to engage all health care providers in tuberculosis control and 
significantly increase access to DOTS services in the Philippines. Th�s paper d�scusses why and how 
pr�vate prov�ders were �ncorporated �nto the nat�onal tuberculos�s control programme, 
based on research that suggested the publ�c sector alone could not ach�eve targets.

Session 4: Health systems

• Geographic equity in distribution of  scarce dialysis resources in Malaysia. Th�s research compares the 
prov�nc�al concentrat�on of  publ�c, char�table, and pr�vate resources and determ�nes that 
publ�c funds subs�d�ze the poor more than the well-off.

• Promoting health equity through capacity building of  primary health care workers in Mongolia. Th�s 
case documents how external resources were not used effect�vely to support rural health 
serv�ces, wh�ch led to a change �n strategy for �n-serv�ce tra�n�ng of  m�d-level staff  by 
develop�ng a local fellowsh�p programme.

How evidence was used for policy-making in the cases

 Previous research has identified factors that encourage good policy-making in terms 
of  the relevance, effectiveness, efficiency, and timeliness of  policies. The country cases in 
th�s collect�on �llustrate several d�fferent types of  pol�cy �mpact. The small sample and many 
var�ables do not support a r�gorous analys�s, but factors �n each case can be h�ghl�ghted w�th 
the degree of  uptake of  ev�dence used as a measure of  �mpact.

 Overall, research ev�dence was used to make a concrete change �n pol�cy at some level 
�n seven of  the n�ne cases. However, var�at�ons are observed across countr�es. The use of  
ev�dence ranges from rap�d adopt�on as nat�onal pol�cy, to changes �n how ex�st�ng pol�cy was 
�mplemented, to very slow or no uptake. In Malays�a, for example, pol�cy change d�d not result, 
because �t was not an �ntended outcome of  the research.
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 In Viet Nam, evidence was used to support a new central government health financing 
pol�cy and gu�de development of  a programme that establ�shed a system of  subs�d�zed health 
�nsurance cards for the poor. The pol�cy dec�s�on does not r�g�dly spell out deta�ls, leav�ng some 
to be resolved by future research and plann�ng.

 In the Ph�l�pp�nes, the ev�dence was used to show a need for a publ�c-pr�vate partnersh�p 
strategy, and later that the p�lots of  that approach were effect�ve and should be repl�cated. 
In Ch�na, ev�dence conv�nced pol�cy-makers to allow the use of  Med�cal Ass�stance Funds 
to pay NCMS �nsurance prem�ums for the poor. Most recommendat�ons were accepted and 
implemented at local level. In Cambodia, evidence that health equity funds were efficient and 
equ�table resulted �n acceptance and repl�cat�on, but although HEFs are recogn�zed as a tool 
for achieving equity and poverty reduction, they have not become an official financing policy.

 Several cases show how ev�dence led to pol�cy changes a�m�ng to �mprove the �mplementat�on 
of  ex�st�ng programmes. In Ch�na, the ev�dence �nformed the recommendat�ons to rev�se 
NCMS subsidies and to add benefits at the county level. In Cambodia evidence resulted in a 
dec�s�on to extend the geograph�cal el�g�b�l�ty for free bednets and to rely on v�llage workers 
to d�str�bute ant�malar�al drugs �n the least access�ble areas, leav�ng the soc�al market�ng 
programme to focus on other endem�c areas. In Mongol�a, the ev�dence supported a sh�ft �n 
tra�n�ng pol�cy from overseas fellowsh�ps to local fellowsh�ps.

 In several cases, research was used to ver�fy that an �ntervent�on was pro-poor. In Malays�a, 
for example, the geograph�cal d�str�but�on of  d�alys�s fac�l�t�es was mon�tored over t�me, 
confirming that there was a relative increase in the use of  government facilities. Research 
on equity funds in Cambodia verified that subsidies were targeted accurately and efficiently. 
The uptake of  health care cards was mon�tored �n V�et Nam �n order to �dent�fy operat�onal 
problems.

 In some cases, the ev�dence was not �mmed�ately adopted �n pol�cy or act�on. In the Lao 
People’s Democratic Republic, the rural project’s community-based strategy was not replicated 
for several years, partly because evidence of  the project’s success was not considered to be 
strong, and because pol�cy-mak�ng favoured large-scale, top-down health development projects. 
In Ch�na the recommendat�on to �ncrease �nd�v�dual prem�ums was not �mmed�ately acted on 
�n two of  the three count�es because local managers were reluctant to �ncrease prem�ums, 
wh�ch they feared would result �n lower NCMS enrolment. In the Ph�l�pp�nes, several elements 
of  the Comprehensive and Unified Policy for TB Control were not implemented, for lack of  
financing and support.

Contemporary models of  the research-to-policy process

 Pol�cy-mak�ng �s not l�near and �s rarely a un�que or expl�c�t set of  dec�s�ons, but evolves 
through mult�ple �nteract�ons and d�fferent sources of  knowledge, usually engag�ng a 
range of  actors and stakeholders. Espec�ally �n the arena of  health pol�cy and equ�ty, �t �s a 
mult�d�mens�onal process that can enta�l �terat�ons �n the form of  populat�on surveys, p�lot 
projects, evaluat�ons, welfare analys�s, and other complementary stud�es. There may be no 
clear d�st�nct�on between researchers and pol�cy-makers, often because of  the small pool of  
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concerned stakeholders and l�m�ted resources. F�nally, product�on of  knowledge �s not always 
limited to a set of  specific findings, because of  time lags in research and new policy issues 
be�ng ra�sed through research �n other countr�es.

 Reflecting this understanding of  policy-making, the relationship between research and 
pol�cy �s also no longer thought of  as a l�near or purely rat�onal process �n wh�ch research 
findings are shifted from the ‘research sphere’ over to the ‘policy sphere’, where they then have 
some impact on policy-makers’ decisions.

 The “Pol�cy Wheel” (F�gure �) as developed by Dr. Don Matheson and colleagues �n 
New Zealand dep�cts the �terat�ve and cont�nuous nature of  th�s process. It serves as a gu�de 
for each of  the pol�cy development stages, from problem assessment to pol�cy change and 
�mplementat�on.

 The crucial question engaging policy researchers is: why are some ideas that circulate in the 
research–pol�cy arena p�cked up and acted on, wh�le others are �gnored and d�sappear? Several 
useful frameworks or models have been used to evaluate the process through wh�ch research 
leads to pol�cy and act�on. None of  these has as yet attempted to be pred�ct�ve �n the sense 
that we�ghts can be g�ven to factors and the probab�l�ty of  pol�cy uptake then calculated. It can 
be reasonably sa�d that all plaus�ble models are currently of  equal prec�s�on and ut�l�ty, vary�ng 
chiefly in the definition of  the factors rather than on their relative importance, which are not 
yet known emp�r�cally.

 These models have helped �dent�fy cr�t�cal factors assoc�ated w�th effect�ve use of  h�gh-
qual�ty ev�dence. Most are based on exper�ence from �ndustr�al�zed countr�es, however, and the 
d�vers�ty of  cultural, econom�c, and pol�t�cal contexts �n the less developed countr�es makes 
it difficult to draw valid generalizations and lessons from them. In addition, international 

Figure 1: The Policy Wheel
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actors continue to exert much influence on health research and policy processes in developing 
countr�es. Nevertheless, some observat�ons on the research-to-pol�cy process can be made.

 Most models and frameworks propose common factors which determine the influence of  
evidence on policy: 1) the context in which the policy and evidence are situated; 2) the content, 
timeliness, and credibility of  the evidence; and 3) actors and the interaction between them, 
to which can be added the effect of  external influences. These frameworks can illuminate 
significant aspects of  the case studies presented in this book. Some models discussed at the 
High-Level Meeting are summarized here:

�. The RAPID Framework[�] (Figure 2) is based on a comparative analysis of  50 cases on the 
research-to-policy process in the international development field. Research uptake is seen 
as a function of  the interaction of  context, evidence, and links. External influences also 
bear on all of  these.

�. A var�at�on on the above model, the “4K framework”[3] was used by researchers �n one of  
the case studies presented here (“Health financing strategies to improve access to health 
services for the poor in Cambodia: from pilot to policy and action—A case study of  
Health Equity Funds”). The 4K framework describes four stages: Stage 1 of  exploitation 
of  existing knowledge; Stage 2 of  creating of  new knowledge or innovation; Stage 3 of  
disseminating the new knowledge or evidence brokering; and Stage 4 of  adopting and 
us�ng the new knowledge. Each stage was analysed by determ�nants of  context, content 
and actors, s�m�lar to those of  the RAPID model.

3. A framework by Lav�s et al.[4] overlaps with the RAPID framework’s context and linkages 
or the 4K framework’s context and actors. Four alternative models of  the demand for 
and use of  research ev�dence are descr�bed, as stemm�ng from �) a “push” by research 
producers or purveyors, �) a “pull” by research users, 3) an “exchange” between s�ngle 
groups of  research producers and users, or 4) “�ntegrated” efforts that �nvolve such 
knowledge translat�on platforms as the Ev�dence-Informed Pol�cy Network (EVIPNet).

The 
Evidence, 
cred�b�l�ty, 

methods, relevance, 
use, how the message 

�s packaged and 
commun�cated etc.

Links 
between 

pol�cymakers 
and other stakeholders, 
relat�onsh�ps, vo�ce 
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med�a and other 

�ntermed�ar�es etc.
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Political 
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Figure 2: The RAPID Framework: Context, Evidence and Links

Source: Court and Young 2002.
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Lessons from the processes described in country case studies

 Only a few of the cases here �llustrate the pol�cy process �n �ts ent�rety. Instead, most focus 
on one or more phases or stages of the overall process. The Ch�na case study descr�bes a fa�rly 
thorough but narrowly focused assessment of problems w�th the NCMS, but d�d not d�scuss 
wider issues of health equity and financing. The Cambodia and Viet Nam financing reforms 
were done in the context of fairly comprehensive evaluations of equity and financing, but these 
were the background to the HEF and Health Care Fund for the Poor (HCFP) strateg�es and 
not d�rect parts of the pol�cy process. A more r�gorous approach to problem assessment can 
be made, as shown �n a recent descr�pt�on[5] of equ�ty pol�cy �n South Afr�ca. Most of the cases 
also did not include in significant detail steps 4 and 5 of the policy wheel, in which options are 
developed and evaluated. The Cambodia financing study comes the closest but, in actuality, 
the health equity funds were introduced as a complement to other financing modes and did not 
replace  the  ex�st�ng  modes.  Most of the cases do descr�be the evaluat�on and consultat�on 
steps �n the process fa�rly thoroughly, �n part because the �nstruct�ons for case preparat�on 
stressed th�s.

 The n�ne cases �n th�s collect�on are d�verse but also have elements �n common. The uptake 
of  ev�dence by pol�cy-makers can be seen as the outcome of  the research-to-pol�cy process, or 
as a dependent var�able. Independent var�ables can be descr�bed �n terms of  factors that map 
on to the context, evidence, links, and external influences, used �n the RAPID model and others.

 The case stud�es can be compared us�ng the follow�ng expanded categor�es, wh�ch are 
discussed below, and also summarized in Table 1 on page 20:

1. Context (including external influences)
a. The reasons the research was carr�ed out
b. The primary focus of  the polic(ies) the case study influenced
c. Specific access barrier or equity issue and the type of  equity analysis used in generating 

the ev�dence
�. Ev�dence (or content)

a. The type of  research done and the qual�ty of  ev�dence produced
b. Whether the research ev�dence prov�ded an operat�onal solut�on to a problem

3. Links and actors (including external influences)
a. The types of  collaborat�on between researchers and pol�cy-makers
b. Stakeholder �nteract�ons that affect the uptake of  research for pol�cy.

1.  Context

 Context covers a number of  �mportant enabl�ng factors[6] that affect the degree to wh�ch 
research has an �mpact on pol�cy. It �ncludes health and equ�ty status, preva�l�ng op�n�ons 
(local and from other countr�es), ex�st�ng pol�cy comm�tments, related d�scourse among pol�cy-
makers, and the extent of  demand for new �deas by pol�cy-makers and soc�ety generally (“pull” 
factors). The ex�stence and nature of  pr�or research on a g�ven pol�cy �ssue �s another �mportant 
context factor. These contextual influences are summarized in Table 1 on page 20.
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Context (a): Why was the research done?

 Because they were del�berately selected as such, there was a comm�tment to �mprov�ng 
equ�ty �n all the countr�es and case stud�es. Ind�v�dual research goals may have been determ�ned 
by soc�al and pol�t�cal env�ronment, the ex�st�ng health system s�tuat�on and capac�ty, and the 
demand for pol�cy change. The latter factor �s relevant to the push /pull/ exchange/ integrated model 
of  Lav�s et al., and also to the l�nkages between stakeholders.

 In all of  the cases, prior evidence of  the lack of  equity from pre-existing research was an �mportant 
stimulus for finding effective interventions. The processes that were described in Cambodia 
and V�et Nam made extens�ve use of  stud�es that had found ev�dence of  unequal prov�s�on and 
uptake of  publ�c subs�d�es and d�fferent�als �n health status. Such ev�dence also ex�sted �n Ch�na. 
The full cost of  k�dney d�alys�s treatment was known to be unaffordable for many Malays�ans, 
and the disadvantaged status of  Māori in New Zealand had been thoroughly documented. Rural 
Mongol�ans were known to be d�sadvantaged �n terms of  d�sease �nc�dence and ava�lab�l�ty of  
health services, as were people in a remote province in the Lao People’s Democratic Republic. 
It was also found that tuberculos�s sufferers �n the Ph�l�pp�nes are much poorer than average, as 
are malar�a v�ct�ms �n hyperendem�c areas of  Cambod�a.

 Commitment to improving equity and the current policies that affect it was another ma�n reason for 
the research descr�bed �n several case stud�es. Ev�dence of  worsen�ng health cond�t�ons and 
international scrutiny of  China’s health system led to more attention by the central government 
focused on equ�ty �ssues and espec�ally rural health care. The low re�mbursement rates were 
based on pol�t�cal cons�derat�ons because leaders needed to be seen as do�ng someth�ng about 
health, and a small benefit package is easily delivered to a large population while keeping the 
prem�um low. The goal of  the research was to �mprove the NCMS �n terms of  equ�ty, qual�ty, 
and efficiency using evidence-based interventions. The China case is an example of  research 
be�ng pulled by demand (by nat�onal pr�or�t�es and from a mult�-country pol�cy research project), 
and �t also �nvolved cons�derable exchange between researchers and pol�cy-makers.

 The Cambod�a study of  health equ�ty funds descr�bed how research and p�lot project 
evaluations established HEFs as an accepted health financing strategy. Evidence showing that 
adequate publ�c health serv�ces could not be prov�ded free of  charge for all populat�on groups 
prompted the Ministry of  Health to identify and test alternative financing strategies, including 
user fees w�th exempt�ons, contract�ng, health equ�ty funds and commun�ty-based health 
�nsurance. The pol�cy process rel�ed heav�ly on research on �ntervent�ons that took place over 
nearly a decade.

 The Viet Nam study documents the evolution of  pro-poor national health financing policies 
�n response to deter�orat�on �n equ�ty follow�ng the trans�t�on to a free market system. User 
fees were �ntroduced �n �989 �n response to a shortfall �n fund�ng for the health system. An 
overall pro-poor pol�cy and goal of  un�versal �nsurance coverage had been stated clearly �n pol�cy 
documents, and a prevent�on-or�ented health system was funct�onal. There were mechan�sms �n 
place for �nteract�ng w�th the poor locally, and the V�et Nam Health Insurance Agency was �n 
favor of  expand�ng coverage by means of  subs�d�es. In both V�et Nam and Cambod�a, the need 
to attack the causes of  poverty and the strong support of  donors fac�l�tated the research.
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 In Mongol�a, rural-urban m�grat�on depr�ved the rural areas of  amen�t�es as well as tra�ned 
human resources. Evaluat�ons of  the ex�st�ng tra�n�ng strategy found that �t was not meet�ng 
the needs of  rural areas, and identified potential benefits of  a local fellowship programme. 
Th�s strategy was tested and accepted as a component of  health human resource pol�cy.

 To monitor implementation of  existing policy: A secondary purpose of  the research �n V�et Nam 
was to monitor poverty reduction effects of  the evolving health financing policy and whether 
the health cards were targeted accurately. The research descr�bed �n the Malays�a case study was 
�ntended to ver�fy that the ex�st�ng pol�cy of  pro-poor and pro-rural publ�c health prov�s�on was 
be�ng followed �n pract�ce. The Ph�l�pp�nes PPMD project, Cambod�a malar�a �ntervent�ons, 
and Cambod�a HEF development rel�ed heav�ly on evaluat�ons of  p�lot projects to gu�de pol�cy 
development or change. The Mongol�a case study descr�bes a prel�m�nary assessment of  the 
new local fellowsh�p tra�n�ng program.

 To provide support and guidance for disease control programmes was the pr�nc�pal a�m of  the 
Cambodia malaria case study, which was specifically aimed at improving the efficiency and 
effect�veness of  prevent�ve and curat�ve �ntervent�ons �mplemented under the Nat�onal Malar�a 
Programme. The Ph�l�pp�nes PPMD study focused on combat�ng tuberculos�s by broaden�ng 
the prov�der base for the ex�st�ng TB control programme.

 To inform or refine donor assistance was another secondary reason for several stud�es. The 
Cambodia health financing study showed that Health Equity Funds are an effective and 
efficient way to target donor funding at the poor. The Mongolia study demonstrated that 
the sh�ft �n WHO fund�ng to local fellowsh�ps was effect�ve �n reach�ng a larger number of  
rural workers, should be expanded, and also has attracted other potent�al donors. The Lao 
People’s Democratic Republic study described how evidence was intended to encourage the 
Government and donors to fund the expans�on of  the commun�ty-or�ented pr�mary health 
care strategy. The Cambod�a malar�a case study and the Ph�l�pp�nes PPMD stud�es were used 
to just�fy cont�nued fund�ng from the Global Fund and other donors.

Context (b): What specific equity objectives were addressed in the studies?

 Poverty reduct�on as a nat�onal pol�cy goal was the focus of  several country cases. The 
Ch�na NCMS case �nvolved a key element of  the nat�onal poverty reduct�on strategy. As �n 
Mongolia and Viet Nam, China’s economic transition has resulted in rural areas becoming 
relat�vely d�sadvantaged. Implementat�on of  the NCMS �s decentral�zed and the research and 
policy work was specific to six counties in two provinces, but it is likely that national policy  will 
be rev�sed on the bas�s of  these stud�es.

 The Viet Nam case describes the steps that led to an official decision to subsidize social 
health �nsurance as part of  the nat�onal poverty reduct�on strategy. Th�s work was carr�ed out 
on the nat�onal level, w�th attent�on g�ven to d�fferences between prov�nces �n the�r ab�l�ty to 
finance the scheme.
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 Equ�ty and poverty were �ntens�vely researched �n Cambod�a, and the health sector plays 
an �mportant role �n the poverty reduct�on strategy. The research descr�bed �n the case study 
confirmed that health equity funds can reduce out-of-pocket expenditures in most situations. 
HEFs are ment�oned as a poss�ble poverty reduct�on strategy �n nat�onal plans, and government 
funds have been allocated to HEFs, but they do not yet have formal status �n nat�onal pol�cy.

 Reduc�ng urban-rural �nequal�ty as a nat�onal pol�cy goal was �mpl�c�t �n the Ch�na case, 
since the NCMS is a national programme to benefit rural households. The rural population was 
found to spend a h�gher proport�on of  �ncomes on health and rece�ve less publ�c subs�dy than 
urban res�dents. The NCMS �s �ntended to both assure access to all rural res�dents v�a near-
un�versal �nsurance coverage, and to rev�ve the publ�c health care �n rural areas by channel�ng 
prov�nc�al and local subs�d�es to publ�c health fac�l�t�es.

 Inequality is addressed in the Malaysia case through research confirming that the national 
pro-rural and pro-poor pol�cy of  subs�d�z�ng health serv�ces was be�ng ma�nta�ned. The 
methodology used measured geograph�cal equ�ty of  d�alys�s as a proxy for �ncome or vert�cal 
equ�ty.

 The Mongol�a case was a response to a shortage of  rural health workers, where ev�dence 
generated gu�ded the des�gn of  a cost-effect�ve programme of  local long-term tra�n�ng. The 
new local tra�n�ng strategy �s �mplemented at the nat�onal level.

 The primary health care development programme described in the Lao People’s Democratic 
Republ�c case �mproved access to health serv�ces �n a remote rural prov�nce. The project was 
ta�lored to needs of  local people, but many of  the same cond�t�ons are found �n other rural 
areas. The nat�onal health strategy pr�or�t�zes the development of  pr�mary health care �n rural 
areas, but the case showed that commun�ty-based approaches are not always cons�dered to be 
repl�cable.

 Reducing morbidity from specific poverty-related diseases and achieving MDG targets was 
the goal of  the Ph�l�pp�nes PPMD project, launched �n order to �mprove TB case detect�on 
rates. S�m�larly, the Cambod�a malar�a stud�es came about �n response to hyperendem�c�ty and 
h�gh mortal�ty from malar�a �n several areas of  the country. Malar�a �nc�dence �n the three 
lowest �ncome qu�nt�les was several t�mes more than �n the two h�ghest ones.

 Engaging and monitoring the non-state (private and NGO) sector was another pol�cy goal of  the 
Ph�l�pp�nes PPMD D�rectly-Observed Treatment Short-Course (DOTS) strategy. The pr�vate 
sector was found to be an �mportant TB serv�ce prov�der, but the qual�ty of  treatment was 
often low. Part�c�pat�on of  pr�vate prov�ders opened ways for local partnersh�ps, NGOs and 
corporat�ons to become d�rectly �nvolved �n TB control, and also local governments as the 
payers �n the devolved health system.

 The a�m of  the Malays�a case was to determ�ne �f  the rap�d growth of  pr�vate and char�table 
d�alys�s serv�ces was affect�ng the overall pro-poor pol�cy �n health serv�ce prov�s�on. The 
pr�vate sector was found to concentrate d�alys�s centres �n econom�cally developed states where 
pat�ents could afford to pay. Wh�le the publ�cly prov�ded share of  d�alys�s has decreased, the 
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publ�c sector st�ll focuses on the poorer states but the NGO sector surpr�s�ngly parallels the 
pr�vate sector �n locat�ng d�alys�s centres.

 The Lao People’s Democratic Republic case illustrates collaboration between an NGO and 
the prov�nc�al health department �n the development of  a commun�ty-based pr�mary health 
care programme, but the M�n�stry of  Health g�ves more pr�or�ty to large-scale, top-down, 
donor-funded health development projects. In contrast, the New Zealand case descr�bes pol�cy 
changes that ut�l�zed the effect�ve role of  Pr�mary Health Organ�zat�ons, non-governmental 
units that specifically focus on the health needs of  local communities.

Context (c): Which access barriers were addressed in the country cases?

 Financial barriers to access to health services were the focus of  five country cases. Despite 
the cont�nuous development of  pro-poor health pol�c�es �n V�et Nam, �nclud�ng mandated 
exempt�ons and subs�d�zed health �nsurance, pr�vate expend�ture and out-of-pocket payments 
rema�ned h�gh. L�m�ted fund�ng for subs�d�es and lack of  strong comm�tment from local 
governments compounded the problem of  unaffordab�l�ty of  publ�c serv�ces. In response, the 
government �ntroduced the Health Care Fund for the Poor, wh�ch prov�des health �nsurance  
subsidies financed from the central budget.

 The Cambod�a Health Equ�ty Funds case addressed the problem of  catastroph�c payments 
directly by introducing local financing schemes that cover user fees at hospitals for the poor. A 
demograph�c survey �n �999 found that the poor had much lower use of  health serv�ces than 
the r�ch, suffered more �llness, and spent a much h�gher proport�on of  household �ncome on 
health care.

 The Ch�na study found that h�gh hosp�tal co-payments were a barr�er to ut�l�zat�on, but 
also that most non-poor people could afford to pay more than the current NCMS prem�um. 
Ev�dence from a basel�ne household survey gu�ded recommendat�ons for adjust�ng NCMS 
premium  and  benefits  and  for  using  a  separate  fund  to  subsidize  insurance premiums 
for the poor.

 In the Ph�l�pp�nes, TB �s largely a d�sease of  the poor and TB drugs are expens�ve. The 
case descr�bes a strategy for us�ng pr�vate prov�ders to �ncrease coverage of  free DOTS 
d�agnos�s and treatment. In Malays�a, free publ�c prov�s�on of  k�dney d�alys�s was �ntroduced, 
to overcome the potentially catastrophic costs of  this treatment. The case verifies that public 
sector prov�s�on �s st�ll pro-poor.

 Overcoming geographical barriers to access was a major focus of  the Lao People’s Democratic 
Republ�c case, where a h�ghly decentral�zed approach succeeded �n prov�d�ng serv�ces to a 
remote mounta�nous area. In Cambod�a, malar�a �s endem�c �n remote forested areas, and 
basel�ne research was used to develop a programme of  v�llage malar�a workers to d�agnose and 
treat suspected cases �n these areas. Other ev�dence led to expanded free bednet d�str�but�on �n 
those areas. An assessment �n the Ph�l�pp�nes showed that DOTS coverage was �nadequate �n 
some of  the largest urban areas. Establ�shment of  pr�vate sector DOTS un�ts �n underserved 
areas helped to �ncrease the nat�onal case detect�on rate by �8%.
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 Barriers caused by social exclusion are h�ghl�ghted by the New Zealand case, wh�ch descr�bes 
how the Māori population was shown to have worse health outcomes than other groups, largely 
due to d�scr�m�nat�on and exclus�on. A new pr�mary health care programme was des�gned to 
overcome these barr�ers, complemented by a targeted, mult�sectoral, hous�ng �mprovement 
programme. The needs of  specific social groups were also addressed by the Cambodia 
malar�a �ntervent�ons s�nce the hyperendem�c forested areas are largely populated by ethn�c 
m�nor�t�es.

 Soc�al exclus�on �s closely t�ed to the problem of  health system unresponsiveness. The pr�mary 
health care strategy described in the Lao People’s Democratic Republic case included 
address�ng the needs of  ethn�c m�nor�t�es us�ng health workers who spoke the�r languages and 
were sens�t�ve to the�r bel�efs and customs, and prov�ded outreach serv�ces to commun�t�es 
with difficult access to fixed services. Inability to stem the outflow of  rural health workers in 
Mongol�a was one of  the reasons for pers�stent h�gh �nfant and ch�ld mortal�ty and morb�d�ty 
rates. The failure of  the official exemption systems that led to reforms in Cambodia and Viet 
Nam �s another example of  how health systems do not respond to the needs of  the poor.

2.  Evidence and communication

 Analys�s of  standards �n health pol�cy research, espec�ally that related to equ�ty, �s at an 
early stage of  development. Var�ous “h�erarchy of  ev�dence” systems have been descr�bed. 
F�gure 3 shows one such typology of  research ev�dence. In general, h�gher-level analys�s and 
systemat�c rev�ews are cons�dered super�or forms of  ev�dence than case stud�es.[7]

Figure 3: Hierarchy of  evidence: ranking of  research evidence 
evaluating health care interventions

Effectiveness Appropriateness Feasibility

Excellent • Systemat�c Rev�ew
• Mult�-centre stud�es

• Systemat�c Rev�ew
• Mult�-centre stud�es

• Systemat�c Rev�ew
• Mult�-centre stud�es

Good • RCT
• Observat�onal stud�es

• RCT
• Observat�onal stud�es
• Interpretat�ve stud�es

• RCT
• Observat�onal stud�es
• Interpretat�ve stud�es

Fair • Uncontrolled tr�als w�th 
dramat�c results

• Before and after stud�es
• Non-random�zed 

controlled tr�als

• Descr�pt�ve stud�es
• Focus groups

• Descr�pt�ve stud�es
• Act�on research
• Before and after stud�es
• Focus groups

Poor • Descr�pt�ve stud�es
• Case stud�es
• Expert op�n�on
• Stud�es of  poor 

methodolog�cal qual�ty

• Expert op�n�on
• Case stud�es
• Stud�es of  poor 

methodolog�cal qual�ty

• Expert op�n�on
• Case stud�es
• Stud�es of  poor 

methodolog�cal qual�ty

Source: Evans D. 2003.
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 However, classifications such as the above and others[8] are not very relevant to equ�ty 
pol�cy development and publ�c health �ntervent�ons, where tools such as double-bl�nd tr�als are 
not generally feas�ble. Case stud�es are usually more common than most of  the other, stronger 
forms of  ev�dence. Much can be learned from well done case stud�es, and espec�ally from 
rev�ews based on several case stud�es �n the context of  a s�ngle country.

 The influence of  research on policy is much increased if  it has topical relevance and 
operat�onal usefulness. The most �mportant factors enabl�ng uptake of  research ev�dence 
were found by Court and Young to be whether the evidence was presented effectively as a 
pract�cal solut�on to a problem and was cred�ble �n terms of  research approach. A “knowledge 
pyram�d”[9] w�th act�onable messages at the apex �s appl�cable to equ�ty pol�cy.

 Act�onable messages should �deally be based on ent�re bod�es of  research knowledge, not 
just �nd�v�dual stud�es, and stakeholders should try to ach�eve consensus on the messages that 
are conveyed. An opt�mum strategy may be to focus knowledge-transfer efforts at the apex of  
the knowledge pyram�d us�ng act�onable messages, wh�le cont�nu�ng to bu�ld a sol�d knowledge 
base. The var�ous types of  ev�dence generated �n the n�ne cases, and the�r operat�onal usefulness, 
are summar�zed �n Table � on page �0.

Evidence and communication (a): What kinds of research methods and evidence were used 
in the cases?

 Var�ous types of  ev�dence were generated by the research d�scussed �n the country cases. A 
range of  methodolog�cal approaches was taken �n response to the challenge of  assess�ng equ�ty 
�ssues. There was also var�at�on �n the �ntens�ty of  the research and the resources requ�red. 
These �n turn affected the overall t�me frame of  the research-to-pol�cy process.

 Baseline studies were the foundat�on of  much of  the ev�dence used �n the Ch�na pol�cy 
development process. Townsh�ps and count�es were selected randomly for three research 
act�v�t�es, a health survey of  3,339 households, an organ�zat�onal analys�s, and focus group 
discussions. A 2003 national survey also provided evidence of  the high financial burden from 
hospital co-payments, finding that hospital costs were high and reimbursements low.

 Basel�ne surveys also underp�nned the �ntervent�on tr�als �n the case related to the Cambod�a 
malar�a programme, the Mongol�a rural human resource case, and the New Zealand pr�mary 

Figure 4: Knowledge pyramid

Source: Lavis et. al 2006.

Act�onable 
messages

Systemat�c rev�ews of  research

Ind�v�dual stud�es, art�cles and reports

Bas�c, theoret�cal and methodolog�cal �nnovat�ons
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health care case. In the last, it was shown that Māori people have poorer access than other 
groups to health serv�ces, poorer qual�ty of  care w�th�n the health system and worse health 
outcomes for most d�sease groups. In V�et Nam, equ�ty was researched �n depth through 
a part�c�patory poverty assessment that found that user fees at hosp�tals �mposed a h�gh 
financial burden on poor households, and through two living standards measurement surveys 
that showed that the poor ut�l�ze serv�ces less than the r�ch and capture a smaller share of  
public subsidies. The HCFP policy process was guided by several studies of  the new financing 
pol�c�es, �nclud�ng some based on large val�dated survey datasets and done by reputed local 
and fore�gn researchers. The ev�dence and pol�cy recommendat�ons took place over a per�od 
of  8 to 12 years, with evaluations at several stages of  the development process. The finding of  
significantly higher utilization of  public health services by insurance beneficiaries supported 
universal health insurance and identified shortcomings in existing financing arrangements, 
culminating in Decision 139 to increase insurance benefits, coverage, and central government 
fund�ng.

 The Cambodia HEF case similarly used evidence from prior health financing interventions 
as well as several stud�es of  at least twenty HEF p�lot projects. Ev�dence was cons�dered rel�able, 
and showed that HEFs helped reduce financial barriers to access to timely and needed care 
for poor pat�ents, wh�le ma�nta�n�ng the �ncome of  publ�c health fac�l�t�es. The data requ�red 
significant analysis and interpretation since it consisted of  a large number of  studies.

 Concrete proposals for pol�cy changes or �ntervent�ons were der�ved from the research 
ev�dence �n all of  these cases. The ev�dence was cons�dered to be cred�ble because of  the 
profess�onal status of  the researchers and the apparent val�d�ty of  the data.

 Pilot interventions and their evaluations were used to generate cred�ble ev�dence �n some of  
the case stud�es. Th�s ev�dence tends to be h�ghly focused and easy to understand, wh�ch may 
expla�n why these types of  analyses have resulted �n pol�cy changes relat�vely qu�ckly. Th�s 
was true of  the p�lot v�llage malar�a worker �ntervent�ons �n Cambod�a, where an evaluat�on 
demonstrated that �t was cost-effect�ve enough to be scaled up. In contrast, the other element 
of  the Cambod�a malar�a case, a malar�ometr�c survey of  sample commun�t�es, d�d not �nvolve 
a p�lot, but by show�ng that malar�a r�sk outs�de the forest areas was h�gher than had been 
prev�ously bel�eved, �t led d�rectly to a change �n the bednet d�str�but�on coverage area and 
reallocat�on of  programme resources. In the Ph�l�pp�nes case, analys�s of  p�lots at several s�tes 
showed that PPMD was effect�ve and recommended that �t should be scaled up. Assessment 
of  the Mongol�a Local Fellowsh�p Tra�n�ng Programme showed that the strategy was w�dely 
accepted by health workers and other stakeholders, and was successful �n that all local 
tra�n�ng fellows returned to the�r place of  work and some �n�t�ated new commun�ty health 
programmes.

 The Lao People’s Democratic Republic case was based on evaluations of  each of  the four 
phases of  the project. Evaluations were built into the project and were carried out by qualified 
researchers, but �n the v�ew of  some pol�cy-makers the lack of  an �n�t�al basel�ne survey was a 
weakness. The repl�cab�l�ty of  the project was also quest�oned by pol�cy-makers.
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Evidence and communication (b): Was a practical solution to an operational problem 
recommended?

 Operat�onal recommendat�ons were not the only goal of  the research �n some cases. 
Several types of  pol�cy recommendat�on came from the research ev�dence.

 In China, specific recommendations on the need to increase premiums and benefits were 
commun�cated to county-level managers, as well as a proposal to use the Med�cal Ass�stance Fund 
to pay NCMS prem�ums for the poor. The Cambod�a malar�a stud�es focused on operat�onal 
problems and offered deta�led recommendat�ons for resolv�ng them. The Cambod�a health 
financing reforms and Health Equity Fund evaluations produced a concrete recommendation 
that the M�n�stry of  Economy and F�nance should allocate a budget for these decentral�zed 
funds, wh�ch �ncluded bas�c pol�cy gu�del�nes for the HEF mechan�sm, but left some pol�cy 
�ssues unresolved, awa�t�ng further research. Th�s was true �n New Zealand as well, where �t 
was recommended that commun�ty-run pr�mary health care prov�ders be g�ven lat�tude to deal 
with local health issues. Another set of  studies identified specific housing issues, and did make 
recommendat�ons to correct the observed problems.

 In the Ph�l�pp�nes case, s�nce the strategy of  �nvolv�ng the pr�vate sector was developed 
and piloted first and then evaluated, the analysis resulted only in a recommendation that the 
approach should be officially adopted by the Department of  Health. Similarly in Mongolia, the 
strategy of  local fellowsh�p tra�n�ng was developed �ndependently, w�th subsequent research 
ver�fy�ng that �t was effect�ve. Th�s bas�cally happened �n the case of  health cards for the poor �n 
V�et Nam as well. Early research found a need to ass�st the poor, and several approaches were 
successively implemented and evaluated, leading to refinements and the eventual development 
of  the HCFP pol�cy.

 The Malays�a case study was a one-off  evaluat�on made after a long process of  development 
of  d�alys�s serv�ces, w�th the actual research completed �n a short t�me. It resulted �n no new 
recommendat�ons, other than cont�nu�ng the ex�st�ng pol�cy because �t was found that the 
government prov�s�on was st�ll pro-poor even as the pr�vate and NGO sectors expanded the�r 
serv�ces.

 The Lao People’s Democratic Republic case study focuses on the recommendation that 
the pr�mary health care approach and strategy tr�ed �n Sayaboury prov�nce should be scaled 
up. Deta�ls were made ava�lable about the successful project elements but the project was not 
repl�cated as the NGO had recommended, �n part because some of  the ev�dence was felt to be 
unconv�nc�ng, but also because �t was thought that the presence of  a h�ghly sk�lled expatr�ate 
adv�ser was essent�al to �ts success and could not be repl�cated.

3.  Links between stakeholders and the role of  external influences

 The nature of  collaborat�on between researchers and pol�cy-makers �s cons�dered to be a key 
determ�nant of  the success of  the overall ev�dence-to-pol�cy process. Th�s �ncludes the qual�ty 
of  the l�nks and feedback processes �nherent to the process, some of  wh�ch are descr�bed �n 
the cases. Issues of  trust, leg�t�macy, openness and formal�zat�on of  networks are understood 
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to be �mportant, as �s the role of  “translat�on” of  techn�cal content �nto s�mple language and 
its effective communication. Often, intermediary organizations and networks influence formal 
policy guidance documents, which, in turn, influence officials. The RAPID framework emphasizes 
the �mportance of  l�nks through commun�t�es, networks and �ntermed�ar�es (e.g. the med�a and 
lobby�ng groups) �n effect�ng pol�cy change. The l�nkage model of  Lav�s et al. h�ghl�ghts advantages 
of  the “exchange” and “networked” processes.

 Pol�cy uptake has been found to be greatest �f  the research programme has a clear 
commun�cat�on strategy from the start, and �f  the results are packaged �n fam�l�ar concepts. It 
is often difficult to convince policy-makers of  the value of  more theoretical research if  it is not 
clearly l�nked to pol�cy appl�cat�ons. The sources and conveyors of  �nformat�on, the way new 
messages are packaged (e.g., couched �n fam�l�ar or unfam�l�ar terms) and targeted can affect how 
pol�cy documents are perce�ved and ut�l�zed. Cont�nuous �nteract�on leads to greater chances of  
successful commun�cat�on than a s�mple or l�near approach.

 The cases �llustrate var�ous types of  collaborat�on arrangements between stakeholders, as well 
as several var�at�ons �n the way stakeholders collaborated. The deta�ls of  who d�d the research, 
who funded the research, and wh�ch stakeholders were �nvolved �n d�ssem�nat�ng the ev�dence 
and generat�ng pol�cy recommendat�ons, are shown �n Table �. In add�t�on to the researchers, the 
stakeholders included central and local health and finance authorities, NGOs that were concerned 
with specific health issues and/or communities, and donors or donor consortia. The researchers 
were from academ�c �nst�tut�ons, Government (execut�ve and research branches), and consultants 
employed by donors.

Resistance to policy change and how to overcome it

 Desp�te the ex�stence of  clear ev�dence, efforts to �mprove equ�ty often challenge structures 
of  soc�al and econom�c power, lead�ng to pol�t�cal res�stance that can �mpede change. Bureaucrat�c 
factors, �nst�tut�onal pressures, and vested �nterests can also d�stort pol�c�es dur�ng �mplementat�on. 
The ex�stence of  a degree of  openness and c�v�l and pol�t�cal freedoms can somet�mes effect�vely 
counter these other contextual factors. In several of  the cases, the advantages of  close collaborat�on 
were demonstrated clearly.

 Stakeholders from the pol�cy arena �n the cases d�scussed here ma�nly �nclude publ�c health 
and finance officials, and to a lesser extent, civil society through NGOs. There is little mention of  
mass publ�c support or oppos�t�on to pol�c�es. In these cases, res�stance to pol�cy change comes 
from specific vested interests or bureaucratic factors. Overcoming such opposition requires 
effect�ve commun�cat�on between researchers, pol�cy-makers and other stakeholders. Two cases 
that describe positive policy outcomes—China and the Philippines— emphasize the importance 
of  personal and group commun�cat�on strateg�es. Other successful processes, such as �n the 
V�et Nam and Cambod�a HEF cases, rely more on formal pol�cy d�alogues between nat�onal 
counterparts and donors, and, �n the New Zealand case, w�th c�v�l soc�ety stakeholders.

 In Ch�na, researchers accorded top pr�or�ty to ma�nta�n�ng a formal relat�onsh�p w�th pol�cy-
makers through the project, wh�ch fac�l�tated good commun�cat�on. All the stakeholders were 
�ncluded �n des�gn�ng the study. Pol�cy-makers from several government departments were �nvolved 
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�n des�gn�ng the �ntervent�on packages and shared the respons�b�l�ty for the�r �mplementat�on. 
Local-level pol�cy-makers and managers d�scussed and evaluated the results �n publ�c meet�ngs. 
Researchers prov�ded cont�nu�ng support to the pol�cy-makers dur�ng the post-research phases. 
There was relatively little direct influence by donors; the project was monitored by WHO and 
other donors, and EVIPNet also part�c�pated. There was some res�stance from pol�cy-makers 
and managers, whose performance rat�ngs could be affected �f  enrollments decreased due to 
h�gher �nd�v�dual prem�ums. On the other hand, there was l�ttle oppos�t�on to ra�s�ng publ�c 
(county) subs�d�es to NCMS, or to us�ng a Med�cal Ass�stance Fund that �s under d�fferent 
management and budget from the NCMS to subs�d�ze prem�ums for the poor. In add�t�on, the 
central government announced an �ncrease �n NCMS prov�nc�al subs�d�es.

 In the Ph�l�pp�nes case, there was �n�t�al oppos�t�on from the publ�c health establ�shment 
to �nvolv�ng the pr�vate sector �n TB control, but the successful p�lot projects and a colleg�al 
research and pol�cy atmosphere helped overcome th�s. The research was carr�ed out by the 
Department of  Health and WHO �n collaborat�on w�th the major project �mplementer 
(Ph�lCAT). Personal contacts enhanced the exchange of  �nformat�on and pol�cy d�scuss�ons, 
and the l�nes between researchers, �mplementers, and pol�cy-makers were not cons�stently 
fixed. The financial participation of  the stakeholder PhilHealth to provide private physician 
re�mbursement for TB outpat�ent treatment was also cr�t�cal to the success of  the PPMD.

 Internat�onal partners and donors and donor fund�ng have a spec�al role both �n st�mulat�ng 
research and enabl�ng research to have an �mpact on pol�cy. For example, WHO techn�cal �nputs, 
and broad �ncent�ves such the Global Fund, the M�llenn�um Development Goals (MDGs), and 
the poverty reduct�on strategy paper (PRSP) process, have had substant�al �mpacts.

 In V�et Nam, government at all levels was concerned about the affordab�l�ty of  �nsurance 
prem�ums by the poor, but the M�n�stry of  F�nance was reluctant to �ncrease health spend�ng 
by subs�d�z�ng the poor through the �nsurance scheme. M�n�stry of  Health pol�cy researchers 
used ev�dence from World Bank, As�an Development Bank, and WHO stud�es to formulate 
recommendat�ons, w�th close contact between all stakeholders ma�nta�ned through the 
process.

 In add�t�on, research was funded and gu�ded by the major donors �n several cases. The 
Cambod�a malar�a case was based on donor-funded research, as was the development of  
the local fellowsh�p scheme �n Mongol�a. In the Mongol�a case, there was l�ttle oppos�t�on, 
perhaps because continuing the overseas fellowships would have benefited relatively few 
people. The Sector-W�de Approach used �n Cambod�a prov�ded an exchange env�ronment, to 
use the term�nology of  the model developed by Lav�s et al., �n wh�ch donors to the health 
sector were able to coordinate their inputs into equity research and pilot financing reforms. 
Evaluat�ons by cred�ble researchers and organ�zat�ons were w�dely d�ssem�nated. Formal and 
�nformal meet�ngs, workshops, conferences and study tours helped to �nform pol�cy-makers. 
There was l�ttle oppos�t�on to the expans�on because the HEFs are seen as complementary to 
contracting, currently the most important financing scheme. Being locally generated, HEFs 
enjoyed ownersh�p among health pol�cy-makers and were easy to understand and �mplement, 
w�thout threaten�ng the �nterests of  any stakeholder. Commun�ty-based �nsurance are seen as 
hav�ng some advantages, but have had relat�vely l�ttle support.
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Table 1: An overview of  the nine country cases

Case Context Evidence and its 
dissemination 

Linkages 
and external 
influences

Policy outcome

Health financing 
strateg�es to �mprove 
access to health 
serv�ces for the poor 
in Cambodia: from 
p�lot to pol�cy and 
action—A case study 
of  Health Equ�ty 
Funds

Strong 
government equ�ty 
commitment; 
previous financing 
reforms, extens�ve 
ex�st�ng research, 
many HEF p�lots.

Many p�lots 
were evaluated; 
HEFs are shown 
to be efficient. 
Operat�onally 
useful findings.

Sector-w�de 
approach, 
ava�lab�l�ty of  
donor and NGO 
fund�ng for 
research and p�lots. 
M�n�stry of  Health 
and academ�c 
researchers 
�nvolved.

HEFs have been 
w�dely adopted 
but are not yet 
official policy.

Research, 
�ntervent�on 
des�gn and pol�cy 
�mplementat�on 
of  the New Rural 
Cooperat�ve Med�cal 
Scheme �n Shandong, 
Ch�na

Need to �mprove 
NCMS; focus 
on rural areas; 
mult�nat�onal 
research project.

Ev�dence 
cons�dered sound. 
Many meet�ngs 
and workshops 
to d�scuss and 
develop feas�ble 
�ntervent�ons.

Part�c�pat�on of  
EVIPNet and 
support from key 
donors.

P�lot 
�ntervent�ons 
evaluated. 
Prem�um, 
benefit, Medical 
Ass�stance Fund 
pol�c�es were 
changed.

Health Care Fund 
for the Poor �n V�et 
Nam: how evidence 
and pol�t�cs came 
together

Strong equ�ty 
commitment; 
previous financing 
reforms and 
evaluat�ons, 
M�n�stry of  
F�nance supports 
�ncreas�ng subs�dy, 
funct�on�ng PHC 
and identification 
of  poor.

Qual�ty research 
over several years 
in health financing. 
Cont�nuous pol�cy 
d�alogue on health 
�nsurance. 

Ava�lab�l�ty of  
donor fund�ng 
for research. 
M�n�stry of  Health 
and academ�c 
researchers 
�nvolved. M�n�stry 
of  F�nance got 
good ev�dence to 
increase financing.

Dec�s�on �39 
was enacted at 
Pr�me M�n�ster�al 
level. Beneficiary 
identification is 
be�ng stead�ly 
�mproved.

Scal�ng up pr�mary 
health care �n 
the Lao People’s 
Democrat�c Republ�c 
us�ng ev�dence 
from a long-term 
pr�mary health care 
development project

Weak emphas�s 
on PHC �n Master 
Plan; large “top-
down” projects 
rece�ve M�n�stry of  
Health attention; 
NGOs have l�ttle 
influence. 

Some ev�dence 
was cons�dered 
weak. Rel�ance 
on documents 
to d�ssem�nate 
ev�dence. 

Major project 
donor support 
stopped. 
Repl�cat�on 
cons�dered 
difficult. 

There was 
acceptance �n 
pr�nc�ple but 
d�ssem�nat�on 
has been slow

 In New Zealand and Malays�a, research un�ts w�th�n the M�n�stry of  Health played a major 
role �n the ent�re process In the New Zealand case, a research un�t �n the M�n�stry of  Health 
developed the evidence used in the primary health care intervention for Māori health, and an 
intersectoral collaboration that benefited both ministries led to the housing intervention. The 
Malays�a country case was also developed by a research un�t w�th�n the Health M�n�stry. In the 
Lao People’s Democratic Republic case, the research was initiated and funded by the NGO 
and bilateral donor that implemented the project. The provincial health office participated in 
the research.

(Table � cont�nued on next page)
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Case Context Evidence and its 
dissemination 

Linkages 
and external 
influences

Policy outcome

Promot�ng health 
equity: evidence, 
policy and action—
The New Zealand 
exper�ence

Pol�cy 
comm�tment 
to remove 
inequalities; 
ex�st�ng research

Careful stud�es 
cons�dered 
val�d ev�dence. 
Operat�onal 
recommendat�ons 
made.

Commun�ty 
organ�zat�ons 
played large 
role. Hous�ng 
M�n�stry worked 
w�th M�n�stry of  
Health.

Ex�st�ng pol�c�es 
re�nforced, 
successful 
�ntervent�ons 
made.

The development 
and target�ng of  
malar�a control 
�ntervent�ons for 
populat�ons �n h�gh 
transm�ss�on areas 
of  Cambodia: the 
influence of  research 
on pol�cy and 
pract�ce

Malar�a 
programme needed 
to combat fake 
drugs and poor 
access to health 
serv�ces �n remote 
areas; existing 
programmes 
for bednet 
d�str�but�on.

Strong ev�dence 
that v�llage malar�a 
workers prov�ded 
effect�ve d�agnos�s 
and treatment and 
of  w�der malar�a 
endem�c�ty than 
assumed.

M�n�stry of  
Health and other 
stakeholders kept 
informed; Ministry 
of  Health had 
to be conv�nced 
to use malar�a 
volunteers; high-
level d�ssem�nat�on 
event of  p�lot 
results. 

Scaled up 
v�llage malar�a 
workers w�th 
Global Fund 
support. Bednet 
d�str�but�on 
strategy was 
changed. 

Publ�c-pr�vate m�x 
DOTS: a strategy 
to engage all health 
care prov�ders �n 
tuberculos�s control 
and significantly 
�ncrease access to 
DOTS serv�ces �n 
the Ph�l�pp�nes

Nearly half  of  
TB cases treated 
�n pr�vate sector, 
but not always 
properly. Insurance 
re�mbursement �s 
ava�lable to pr�vate 
phys�c�ans.

P�lot projects 
were successful. 
Case detect�on 
�ncreased 
significantly after 
scale-up.

Close contact 
between 
Department of  
Health researchers 
and NGO 
�mplementers. 
Global Fund 
supported 
expans�on.

The Publ�c-
Pr�vate Strategy 
was adopted and 
has been scaled 
up.

Geograph�c equ�ty �n 
d�str�but�on of  scarce 
d�alys�s resources �n 
Malays�a

Pro-rural, pro-
poor policy; 
growth of  pr�vate 
and NGO sector, 
�ncreas�ng nat�onal 
wealth.

Rural/urban was 
used as a proxy for 
�ncome. 

M�n�stry of  Health 
d�d research and 
also was ma�n 
cl�ent.

No change 
because a 
sat�sfactory 
pro-poor publ�c 
subs�dy was 
demonstrated.

Promot�ng health 
equ�ty through 
capac�ty bu�ld�ng of  
pr�mary health care 
workers �n Mongol�a

Deplet�on of  rural 
health workers 
was thought to 
be affect�ng rural 
health status.

Overseas 
Fellowsh�p Study 
found problems 
wh�ch suggested 
that better results 
could be obta�ned 
from local tra�n�ng.

WHO �nvolvement 
was �mportant.

Local tra�n�ng 
strategy was 
accepted and 
other donors 
may part�c�pate.

Conclusions and future agenda

 With minor exceptions, the cases from the Western Pacific Region presented at the High-
Level Meeting on Promoting Health Equity: Evidence, Policy and Action were consistent with 
current models of  the research-to-pol�cy process. Table � summar�zes the cases, show�ng the 
policy outcome alongside the significant factors of  context, evidence and dissemination, and 
the relevant links and external influences, as used in contemporary models of  the evidence-to-
pol�cy process.

(Table � cont�nued)
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 Best use of  the ev�dence for pol�cy development was made �n cases where the research was 
cons�dered thorough and cred�ble. A part�c�patory approach that �nvolved pol�cy-makers and 
researchers, and a careful commun�cat�on strategy also fac�l�tated the use of  ev�dence.

 These two factors were espec�ally clearly �llustrated �n the cases of  the Cambod�a HEF, the 
V�et Nam Health Care Fund for the Poor, and the Ch�na NCMS. In Cambod�a, for example, 
the pol�t�cal env�ronment was conduc�ve, w�th openness and support for �nnovat�ons, and the 
ev�dence was generated and commun�cated �n a cred�ble and t�mely manner, thanks �n part 
to the sector-wide approach used there. In the Lao People’s Democratic Republic case, the 
ev�dence was not as conv�nc�ng, and rather than a collaborat�ve env�ronment, there was some 
res�stance to the repl�cat�on of  the pr�mary health care p�lot project and more pr�or�ty g�ven to 
large-scale donor projects. In the Ph�l�pp�nes PPMD case, the part�c�patory and collaborat�ve 
env�ronment was perhaps as �mportant as the actual ev�dence of  project success. In New 
Zealand, pol�cy changes followed a planned process (as descr�bed �n the Pol�cy Wheel), wh�ch 
ensured that the ev�dence was strong and all stakeholders were act�vely �nvolved.

 The exper�ences of  e�ght countr�es as shown �n these cases reveal many �ns�ghts �nto how 
the pol�cy development process works and how �t can be �mproved. In the future, �t may be 
possible to direct new case studies toward examining some specific questions. These include:

a. How can contexts be categorized and how best can stakeholders operate to influence 
pol�cy �n these d�fferent contexts? How do research–pol�cy processes work �n s�tuat�ons 
with democratic deficits? What can realistically be done to improve the context for the use 
of  research �n pol�cy-mak�ng and pract�ce?

b. Evidence: In this domain, there is still need for work on two main sets of  issues. First, 
regarding the role of  research units—either independent or inside government—what 
�nst�tut�onal character�st�cs and act�v�t�es help foster research �mpact on pol�cy? Second, 
what pract�cal adv�ce can be prov�ded on what could work most effect�vely �n d�fferent 
contexts?

c. Links: How do different types of  network and policy research communities influence 
pol�cy-mak�ng �n develop�ng countr�es? Do d�fferent sorts of  pol�cy networks, work better 
�n d�fferent env�ronments? Do leg�t�macy and trust make a d�fference, and how can they 
be strengthened?

d. External influences: The cases illustrated a number of  innovative ways to ensure research 
has a greater pol�cy �mpact. Future research m�ght address the �mpact of  local and 
�nternat�onal pol�t�cs and processes, as well as the �mpact of  general donor pol�c�es and 
specific research-funding instruments.

 Answers to some of  these quest�ons would prov�de pract�cal adv�ce to researchers and 
research �nst�tutes on what could work �n d�fferent contexts.
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Annex

Methodology for case study writing 1

1.  Steps to an evidence-based case study

These po�nts are �ntended to prov�de an overall gu�dance to case study des�gn. Not all may be appl�cable to 
the case study to be captured. The case study is not supposed to replace technical or scientific documentation, 
rather to complement �t by descr�b�ng the gather�ng and the use of  ev�dence �n a narrat�ve, anecdotal form. 
The level of  techn�cal deta�l should be var�ed based upon the �ntended aud�ence for the case study.

The actual writing of  the case study should keep in mind the following points:

• It should have a clear and prec�se t�tle.
• Tell �t l�ke a story and develop the story �n user fr�endly text.
• It �s �mportant to keep the key messages up front and start w�th a summary and conclus�on.
• The total summary should be no more than �00 to 300 words.
• Think about the case study as presenting a meal in a restaurant: both the information content and the 

presentat�on should st�mulate customers to consume.
• The total case study should be 4 - 6,000 words (approx. 8-�� A4 pages).
• Be explicit and precise both about the ‘question or problem’ and the ‘purpose’.
• Address your target audience—in this case, high-level policy-makers from ministries of  health, and national 

and �nternat�onal partners from academ�a and the nongovernmental sector engaged �n undertak�ng and 
apply�ng pol�cy-relevant health research w�th a focus on equ�ty.

• How is a case study different from any other article or technical review? The case study is about ‘convincing’ 
your audience about the impact of  an intervention or an idea; case study writing allows more ‘flexibility’ 
than a standard technical review in the presentation of  the evidence; even though the case study should 
be ev�dence-based, the focus of  the case study can be on the story be�ng told and not on the ev�dence 
which can be presented only as background material.  The case study is about presenting ‘arguments’ for 
‘persuasion’; it is an ‘anticipatory marketing’ tool. The case study is about the methodology and process 
as well as about the story-l�ne.

• End by h�ghl�ght�ng those lessons that are general�zable and can be transferred to another sett�ng.

2. Template for a case study

Title
The t�tle should be clear and prec�se enough to capture the story-l�ne.

Summary
The total length of  an execut�ve summary should be �00 to 300 words and �nclude key messages and 
conclus�ons.

Question (problem) definition
Define the exact question that is to be addressed precisely and explicitly. If  the problem is related to health 

1 Adapted from: Handbook for evidence-based working and case study writing. WHO, Regional Office for Europe, 2005 
(pages 65-70). Available at: http://www.euro.who.int/document/ENI/Handbook_case_study.pdf



25

Improving health equity through the use of  evidence: Cases from the Western Pacific Region

equity, define the concept of  equity�  used �n th�s context, and what methods and �nd�cators are used to 
measure equity/inequity. Define if  a ‘proactive’ or ‘reactive’ approach is used.

The section on problem definition should be used if  the case study is being written to address a specific 
‘problem’ (as opposed to writing a case study to address a pre-determined purpose or a set of  aims).

Purpose (aims)
Define the exact question that is to be addressed precisely and explicitly. This section should be used 
�f  the case study �s be�ng wr�tten to address a pre-determ�ned purpose (as opposed to address�ng a 
problem). State �f  the purpose of  the text �s for understand�ng, conv�nc�ng, or demonstrat�ng.

Assumptions
State expl�c�tly �f  the case study wr�te-up �s based upon a set of  assumpt�ons. These assumpt�ons w�ll 
colour the perspect�ves of  the aud�ence �n the�r percept�on of  the case study.

Introduction and brief  history
Provide a programme/project/intervention description, context, history of  birth, and justification.

Background and context
It �s �mportant to descr�be the context up front �n the case study. The descr�pt�on of  the strategy 
for gathering, analysing and using evidence should reflect the context described in this section. 
The description of  the context can make it clear, if  the evidence is context specific or whether it is 
generalizable or transferable. This section should be used to highlight potential conflicts with other 
ex�st�ng programmes, �ntervent�ons or des�red outcomes.

Prevailing political climate and agenda setting

Set the scene and examine the social and political influences and trends current at the time of  programme 
�ncept�on and �mplementat�on, us�ng �tems from the checkl�st below, as relevant.
• The h�story of  emergence of  a problem
• The pol�t�cal and soc�al cl�mate
• Pol�t�cal comm�tment to the goal of  �mprov�ng health equ�ty
• Whether a bottom up or top down programme
• T�me frame
• Demograph�c patterns �n the reg�on
• Econom�c s�tuat�on �n the reg�on
• Dom�nant pol�t�cal agendas
• NGO influences, if  any
• Publ�c op�n�on/debate

2 There are several definitions of  equity. We include two examples:
• Equity: Principle of  being fair to all, with reference to a defined and recognized set of  values. Equity in 

health �mpl�es that �deally everyone should have a fa�r opportun�ty atta�n the�r full health potent�al and more 
pragmat�cally, that no one should be d�sadvantaged from ach�ev�ng th�s potent�al, �.e. everyone should have 
geographical and financial access to available resources in health care. 

 Source: Glossary of  the European Observatory on Health Systems and Policies, URL: http://www.euro.who.
�nt/observatory/Glossary/ (May �007).

• Equ�ty �s the absence of  avo�dable or remed�able d�fferences among groups of  people, whether those groups 
are defined socially, economically, demographically, or geographically. Health inequities therefore involve more 
than �nequal�ty w�th respect to health determ�nants, access to the resources needed to �mprove and ma�nta�n 
health or health outcomes. They also enta�l a fa�lure to avo�d or overcome �nequal�t�es that �nfr�nge on fa�rness 
and human r�ghts norms.

 Source: http://www.who.int/healthsystems/topics/equity/en/ (May 2007)
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Look at the influences and events that helped turn a social problem into a political challenge, us�ng �tems from the 
checkl�st below, as relevant
• Who were the major advocate groups?
• All�ances between lobby�ng groups
• How d�d the advocacy process take place?
• What were the catalysts for publ�c debate?
• What d�d publ�c debate focus on?
• How d�d �mprov�ng health equ�ty become a pol�cy goal?
• Response to the publ�c debate from the Government, NGOs, bus�ness, consumers?
• Major opportun�t�es seen dur�ng th�s process
• Pr�mary obstacles and barr�ers encountered
• Lessons learned

 The sect�ons on background and context should total a max�mum of  300–600 words, or � –� A4 
pages.

Development of  strategy and development of  evidence

 Th�s sect�on elaborates on the methods used to gather, analyse and use ev�dence as well as how the 
ev�dence was graded. S�nce the context has been descr�bed and presented �n an earl�er sect�on, present 
the evidence in a context-sensitive manner. Define transparently the sources of  information used to build 
arguments. The total length of  th�s sect�on should be about 400 words or � A4 page.

• Data and ev�dence enable analys�s of  equ�ty aspects, such as d�saggregat�on of  data or �nformat�on by 
various relevant social stratifiers or indicators of  social exclusion, such as sex, socio-economic status, 
age, geograph�cal locat�on (rural/urban), ethn�c�ty, employment status?

• Is ev�dence ava�lable at pol�t�cal, programme and/or commun�ty level?
• Is the ev�dence general�zable and transferable (from one Member State to another/ w�th�n one Member 

State)?
• Should there be a d�fferent approach for d�fferent countr�es?
• What is classified as good evidence?

Implementation and use (policy formulation and/or amendment)

How was the ex�st�ng pol�cy amended or �mplemented? Use �tems from the checkl�st below, as relevant.
• The ult�mate event that provoked a pol�cy response
• How d�d pol�cy proposal or�g�nate and what were the ma�n goals?
• Collaborat�on and fund�ng
• Recru�tment and tra�n�ng
• The process of  pol�cy formulat�on or amendment (what ev�dence base was used?)
• Roles played by health m�n�sters, commun�ty and consumer groups, pr�vate sector
• Impact of  the publ�c debate
• What role d�d the local health author�ty play (�n�t�ator/supporter/opponent)?
• Components of  the pol�cy research, educat�on, serv�ces
• Policy announcement — political timing?
• Programme advert�sement and promot�on
• Partnersh�ps and all�ances
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What health outcomes were achieved?
• Have the �ntended outcomes of  the programme/project/�ntervent�on been ach�eved? Also descr�be 

the magn�tude of  changes.
• Have the expected outcomes related to equ�ty been ach�eved?
• What outcome �nd�cators were used?
• What �nd�cators were used to assess equ�ty?

Look at what was actually achieved as a result of the public policy experience
• Was evaluat�on bu�lt �nto the �mplementat�on process?  Mon�tor�ng, espec�ally of  health equ�ty, on 

a cont�nuous bas�s?
• D�d health concerns become stronger due to th�s pol�cy change?
• D�d structures/�nst�tut�ons change?
• D�d the overall resource patterns change?
• D�d publ�c op�n�on change?
• Has the next attempt to influence policy been made easier?
• How were staff  de-br�efed and the lessons transm�tted? 
• Why would you call th�s pol�cy/programme/�ntervent�on a success?

Capture ‘better’ practices (generalizability)

Hav�ng descr�bed the context and the ev�dence gather�ng, �t �s now �mportant to analyse how context 
specific the outcomes are. It is important to highlight those results which are transferable or at least 
separate those elements wh�ch are general�zable.

Challenges and lessons learned

Outl�ne the major barr�ers and challenges faced and general�ze, �f  poss�ble, the lessons learned �n order 
to capture better practices for future reference. Describe specific measures taken to overcome the 
barr�ers.
• Barr�ers and fa�led efforts, espec�ally to �mprov�ng health equ�ty
• Fund�ng
• Tra�n�ng/volunteers
• How to be susta�nable?
• L�m�tat�ons of  technology
• Gather�ng of  �nformat�on and/or ev�dence
• Transferab�l�ty of  ev�dence

Evaluate programme effectiveness

Prepare th�s as the ev�dence base to gu�de future dec�s�on-mak�ng and pol�cy efforts.

Conclusions and final results

Assuming that the strategy is now accepted, explain how it was implemented:
• What changes were made �n adm�n�strat�on to �mplement pol�cy?
• Were other programmes el�m�nated/downgraded to allow for th�s pol�cy?
• Were new funds allocated?
• How long d�d �t take to �mplement the pol�cy?
• Was the ‘spirit’ of  the policy observed?
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Health financing strategies to improve access 
to health services for the poor in Cambodia: 
from pilot to policy and action—A case study 
of  Health Equity Funds

Por Ir�, Maryam B�gdel��

1. Summary

 Health �nequ�t�es ex�st worldw�de. Address�ng them requ�res more ev�dence-�nformed 
pol�cy-mak�ng. But rel�able ev�dence �s scarce and often not used by pol�cy-makers. Health 
equity is an essential objective of  health sector reforms, and health financing is one of  its most 
�mportant components.

 In this study, we examine health financing strategies designed to improve access to health 
services for Cambodia’s poor, in particular Health Equity Funds (HEFs) and draw lessons on 
using evidence to develop policies that promote equity. We use a ‘4K’ framework to describe the 
HEF pol�cy development process �n Cambod�a and �llustrate how a p�lot project can become 
part of  nat�onal health pol�cy.

 Cambod�an health pol�cy clearly st�pulates a comm�tment to ensur�ng equ�table access to 
qual�ty health care for all c�t�zens, espec�ally the poor. Health sector development �n Cambod�a 
�s now geared towards �mprov�ng equ�ty �n access to and ut�l�zat�on of  qual�ty serv�ces. The 
fa�lure of  efforts to make publ�c health serv�ces free for all urged the M�n�stry of  Health 
to look for alternative financing strategies. Therefore, several health financing mechanisms 
for �mprov�ng access to health serv�ces, part�cularly for the poor, have been developed and 
�mplemented. These �nclude user fees and exempt�ons, contract�ng, health equ�ty funds and 
commun�ty-based health �nsurance.

 User fees �mproved the performance of  publ�c health fac�l�t�es but became a barr�er for the 
poor to access publ�c health serv�ces, espec�ally at the secondary and tert�ary levels, because the 
exempt�on pol�cy fa�led. Contract�ng boosted the use of  health serv�ces by �mprov�ng qual�ty 
and management, but the �ncrease �n use h�ghl�ghted the problem of  access for the poor. 
In th�s context, HEFs were p�loted as a purchaser-to-pay model for hosp�tal fees and other 
access-related costs (K�). Ev�dence of  the success of  HEF p�lots was generated by evaluat�ons 
and case stud�es (K�) and w�dely d�ssem�nated (K3). Progress�vely, HEFs have been repl�cated 
in many places and have become part of  Cambodia’s national health financing policy (K4).

 The concept of  HEFs �s w�dely accepted and supported, at least for the short and med�um-
term, by all actors. Many donors are w�ll�ng to allocate more funds. Government budget �s also 

� Inst�tute of  Trop�cal Med�c�ne Antwerp, Belg�um 
� World Health Organ�zat�on, Cambod�a
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identified and allocated. However, a full HEF policy is still lacking. Such a policy could ensure 
effect�ve scal�ng up of  HEFs. More research �s needed to further shape HEF pol�cy, as well as 
overall health financing policy, and to achieve health equity goals.

 The uptake of  HEF by the Cambod�an health pol�cy was determ�ned by three �mportant 
and synergistic factors: a conducive political context; credibility and timeliness of  HEF 
evidence; and commitment and good relationship among actors.

2.  Introduction

 Health systems �n many countr�es cont�nue to be �nequ�table. They prov�de more and 
h�gher qual�ty serv�ces to the r�ch, who need them less, than to the poor, who often fa�l to get 
them. To address health �nequ�t�es, a jo�nt effort must be made to ensure that health systems 
more effect�vely reach d�sadvantaged groups or the poor. It requ�res ev�dence-�nformed pol�cy-
mak�ng to �mprove health and reduce health �nequal�t�es, part�cularly �n low and m�ddle �ncome 
countr�es.

 Recent �nternat�onal pol�cy debates pose health equ�ty as an object�ve of  health sector 
reforms, yet targets to �mprove averages mask �ncreas�ng d�vergence between the outcomes 
of  the rich and the poor. Health financing is a key component of  health sector reform that 
can effectively address health inequities. Reliable evidence on efficient and equitable health 
financing in different settings, however, is sparse.

 Cambodia has been the testing ground for multiple health financing innovations to improve 
access for the populat�on to publ�c health serv�ces, espec�ally the poor. The development of  
HEFs �s an �nnovat�on to promote health equ�ty and reduce poverty. Supported by ev�dence, 
these funds have progressed from a few pilots to become part of  Cambodia’s national health 
financing policy.

 This case study presents health financing strategies to improve access to health services for 
the poor �n Cambod�a, focus�ng on HEFs. We descr�be the HEF pol�cy development process 
to �llustrate how a p�lot project became part of  nat�onal health pol�cy, and draw lessons on how 
ev�dence can be used to �nform pol�c�es and act�ons that promote health equ�ty.

2.1 Concepts and methods

 In the l�terature, the term “ev�dence” often refers to research-related or emp�r�cal ev�dence. 
In this study, we use a definition that confers broader meaning to “evidence”, to include 
research, knowledge and information, ideas and interests, and finally, politics and economics.

 Policy can be defined as a broad statement of  goals, objectives and means that create a 
framework for act�ons. Health pol�cy �s a network of  �nterrelated dec�s�ons wh�ch together form 
an approach or strategy �n relat�on to pract�cal �ssues concern�ng health serv�ces del�very.

 The theory of  ev�dence-based pol�cy �s grow�ng. Pol�cy-mak�ng �s not l�near or rarely an 
event or an expl�c�t set of  dec�s�ons. Rather �t tends to evolve through an �nteract�ve process 
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and �nvolve a w�de range of  actors. Several frameworks for analys�s of  research-pol�cy l�nks 
have been proposed. Most of  these identify three common factors that determine the influence 
of  evidence on policy: (1) the content of  evidence; (2) the political context of  the policy and 
evidence; and (3) actors and the interaction between them.

 In th�s study, we use a framework that cons�ders knowledge as ev�dence to analyse the process 
of  HEF-related policy development in Cambodia. This ‘4K framework’ describes four stages, 
each of  wh�ch �s analysed by the determ�n�ng factors of  content, context, and actors. These 
stages comprise K1: exploiting existing knowledge; K2: creating new knowledge or innovations; 
K3: disseminating the new knowledge (evidence brokering); K4: adopting and using the new 
knowledge.

 We analysed all ava�lable HEF-related documents to gather ex�st�ng ev�dence and pol�cy 
related to HEF to construct the story of  HEF development. In add�t�on, we �nterv�ewed �0 
key �nformants us�ng a sem�-structured quest�onna�re to learn about the�r �nvolvement �n the 
HEF pol�cy process, the�r knowledge on HEF-related ev�dence, and the�r �nterest, pos�t�on 
and influence on HEF policy. The informants include policy-makers from the Ministries of  
Health, Economy and F�nance, and Plann�ng, as well as representat�ves from donor agenc�es, 
�nternat�onal non-governmental organ�sat�ons (NGOs), and consultants and researchers, all of  
whom have been �nvolved �n HEF pol�cy development. Informat�on from document analys�s, 
key �nformant �nterv�ews, and the knowledge of  the research team were carefully compared w�th 
the help of  a rev�ew team w�th members from the M�n�stry of  Health, the Nat�onal Inst�tute of  
Publ�c Health and WHO.

3.  Background

3.1  Equity and Cambodian health policy

 Health sector development �n Cambod�a �s strongly geared towards �mprov�ng equ�ty �n 
access to and ut�l�zat�on of  qual�ty serv�ces, espec�ally for the poor, and protect�ng them aga�nst 
the impoverishing effects of  ill health. Reflecting article 72 of  the National Constitution, 
the M�ss�on of  the Cambod�an M�n�stry of  Health calls for “comm�tment to ensure sector-
w�de equ�table qual�ty health care for all the people of  Cambod�a through target�ng resources 
espec�ally to the poor and to areas of  greatest need.”

 The Ministry of  Health’s National Health Strategic Plan 2003-2007 (HSSP) embraces several 
pro-poor health financing strategies, one of  which is to allocate financial resources to improve 
the accessibility of  health services for the poor through alternative health financing schemes.

 The National Poverty Reduction Strategy 2003-2005 (NPRS) emphasizes the need for 
target�ng publ�c resources to the poor �n the health sector to promote health equ�ty. It h�ghl�ghts 
three key strategies aiming to reduce financial barriers of  access for the poor, as well as improve 
management capacity within the health sector. These include:

1.  regulatory mechanisms for prices through official user fee schemes with community 
participation in setting prices, identifying the poor for exemptions and monitoring quality;
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�.  development and �mplementat�on of  HEFs to further promote access to pr�or�ty serv�ces 
and protect the poor against catastrophic health expenditure; and

3.  contract�ng w�th NGOs to del�ver bas�c health serv�ces �n poor and remote areas.

 The Nat�onal Strateg�c Development Plan �006-�0�0 (NSDP) cons�ders HEFs a key 
health sector strategy to promote equ�ty and reduce poverty. It calls for further expans�on and 
strengthen�ng of  HEFs to help the poor access publ�c health serv�ces, and further explorat�on 
to find sustainable ways to help the poor.

3.2  The evolution of  health financing in Cambodia

 In the framework of  health sector reform, health financing reform in Cambodia has a rich 
h�story �n wh�ch several key strateg�es have been developed and �mplemented (F�gure �). Key 
features of  each scheme and the�r �mpacts on equ�ty are summar�sed �n Table �.

Figure 1: Development of  Different Health Financing Schemes in Cambodia

        1996                  2007

3.3  Free care for all

 From �980 to �989, after decades of  c�v�l war and the devastat�on of  the country by the 
Khmer Rouge, the Cambod�an M�n�stry of  Health started reconstruct�ng and rehab�l�tat�ng the 
public health system. A strengthening and development period from 1989 to 1995 saw substantial 
�nvestments by the Government and development partners, as well as growth �n the pr�vate 
sector. Serv�ces �n publ�c fac�l�t�es were free of  charge, but �nformal payments were common. 
The serv�ces offered by government fac�l�t�es were of  poor qual�ty and often not access�ble by 
many people. This resulted in low utilisation of  public health facilities, to the benefit of  the 
largely unregulated pr�vate sector. Health care expend�ture was consequently h�gh, ma�nly pa�d 
out-of-pocket, and caused many households to go �nto debt or lose product�ve assets.
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 Various surveys confirmed the low utilisation of  public facilities and showed high health 
care costs and burden for the households (Box �). 

Box 1: Summary of  findings

Health Care Demand Survey 1996:
• 57% of  patients opted for self-medication through the purchase of  drugs from pharmacies or 

pr�vate pract�t�oners who were mostly unl�censed and untra�ned.
• Expend�ture on health care const�tuted ��% of  total household expend�ture, and those �n the 

lowest �ncome qu�nt�le pa�d a h�gher percentage (�8%) of  �ncome on health care.
• About half  of  pat�ents borrowed money to pay for health care costs.

Cambodian Socio-Economic Survey 1997:
• �7% of  �ll Cambod�ans d�d not seek med�cal help or were self-med�cated.
• Only �4% of  pat�ents sought care from a publ�c prov�der, but almost a th�rd v�s�ted pr�vate 

prov�ders.
• There was h�gh out-of-pocket health care expend�ture even �n publ�c fac�l�t�es that were 

supposedly free of  charge: one outpatient visit to a commune clinic or district health centre 
took a th�rd of  annual non-food spend�ng for someone �n the poorest qu�nt�le, and an �npat�ent 
v�s�t to a publ�c hosp�tal cost more than tw�ce the�r annual non-food spend�ng.

• Household expend�ture on health care was est�mated at ��% of  total household expend�ture.

Health and Landlessness Mini-Study 2000:
• For the first treatment, 66% used private sector services and 30% used public services. 74% 

borrowed money to pay for health care.
• Household health expend�ture was the major cause of  landlessness �n Cambod�a.

Sources: National Public Health and Research Institute, 1998; World Bank, 1999; OXFAM, 2000.

 To respond to the situation, the Ministry of  Health explored alternative financing strategies. 
The adopt�on of  the Nat�onal Charter on Health F�nanc�ng �n �996 was a pol�cy breakthrough, 
providing a legal framework for implementing different health financing schemes.

3.4  User fees and exemption
 
 Formal user fees were p�loted �n several government health fac�l�t�es �n �997. The a�m was 
to generate extra revenues and fac�l�tate good management to �mprove qual�ty of  serv�ces and 
reduce unofficial payments. Safeguards to prevent negative effects of  user fees on access for 
the poor were �ntroduced alongs�de user fee schemes. These �ncluded an exempt�on pol�cy, 
commun�ty part�c�pat�on �n sett�ng pr�ces and �dent�fy�ng the poor for exempt�ons, and full fee 
schedules posted at the entrance of  each fac�l�ty.

 To date almost all publ�c health fac�l�t�es have �mplemented user fees, w�th vary�ng results. 
Studies showed that user fees brought some benefits in developing management controls and 
generat�ng revenues to �mprove the performance of  government health fac�l�t�es, but they 
became a barr�er for the poor to access publ�c serv�ces, espec�ally hosp�tal serv�ces. Exempt�on 
at health centres worked relat�vely well, but fa�led to protect the poor at hosp�tals. The exempt�on 
rates at the government hospitals were very low and mainly benefited wealthier Cambodians. 
The Cambod�an Soc�o-Econom�c Survey �997 showed only ��.�% of  the poorest qu�nt�le 
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obta�ned free treatment from government health fac�l�t�es wh�le �6.�% of  the r�chest qu�nt�le 
pa�d no fees.

 The failure of  the exemption policy was due to the conflict between a viable exemption 
scheme and a v�able salary �ncent�ve scheme, as 49% of  �ncome from user fees was earmarked 
for staff  incentives. Exempting a poor patient meant a financial loss for staff. The lack of  
clear procedures and tools for exempt�ons was also cons�dered a reason for the fa�lure of  the 
pol�cy.

3.5  Contracting

 To address the �ssue of  low qual�ty and low ut�l�sat�on of  publ�c health serv�ces, contract�ng 
arrangements were developed as a supply-side financing strategy. Several contracting models 
were tested w�th the object�ve of  �mprov�ng the performance of  publ�c health fac�l�t�es.

 In �999 the M�n�stry of  Health p�loted the contract�ng of  health serv�ces del�very to 
NGOs in five remote districts, with funding provided through an Asian Development Bank 
loan project. Two operational research models of  contracting were tested: two ‘contracting-
out’3 districts and three ‘contracting-in’4  d�str�cts, w�th four control d�str�cts. The evaluat�on 
showed that both models outperformed the ex�st�ng system �n terms of  �ncreased ut�l�sat�on 
by the poor and reduced household expend�ture on health care. The contract�ng was relat�vely 
expens�ve, however, and outsourc�ng management to NGOs was thought to underm�ne 
�nst�tut�onal development and put the susta�nab�l�ty of  the model at r�sk. Balanc�ng those 
constraints and the effectiveness of  the model, the Ministry of  Health used a modified design 
to extend contract�ng to �� poor and remote d�str�cts �n the second phase (�003-�007).

 Other contract�ng arrangements were also be�ng tested. These �ncluded efforts �n Takeo 
provincial hospital in 1997 by the Swiss Red Cross; the New Deal in Thmar Pouk and Sotnikum 
districts by Médecins sans Frontières (MSF) and UNICEF; and a similar contracting scheme in 
e�ght health d�str�cts (�nclud�ng Sotn�kum) �n �004 by Belg�an Techn�cal Cooperat�on. In these 
arrangements �ncent�ves were prov�ded based on performance and output �nd�cators, but they 
rel�ed on the ex�st�ng government management structure. The performance of  the contracted 
fac�l�t�es �mproved sharply and �nformal fees were no longer charged, but the �ssue of  equ�ty 
of  access for the poor was aga�n ra�sed.

3.6 Health Equity Funds

 Health Equity Funds are a demand-side financing mechanism used to promote access to 
pr�or�ty publ�c health serv�ces for the poor �n an env�ronment where user fees are charged. 
HEF beneficiaries are identified according to eligibility criteria, either at the community level, 
before health care demands are made (pre-identification)5 or at the health fac�l�t�es themselves, 

3 NGO contractors were given complete responsibility including hiring and firing staff, setting wages, procuring 
and distributing drugs and supplies and organizing and staffing facilities.

4 NGO contractors worked within the government health system to strengthen it, but without hiring/firing power.
5 For pre-identification, eligible poor households were systematically assessed at their home based on observable 

proxy means tests pr�or to the ep�sode of  �llness.
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through interviews (post-identification)6.  At the health fac�l�ty, the el�g�ble poor pat�ents get 
full or part�al support from HEF for the cost of  user fees7,  transport cost and other costs 
dur�ng hosp�tal�sat�on.

 HEF p�lots were �n�t�ated �n �000. They were found to be effect�ve �n �mprov�ng equ�ty �n 
access to health serv�ces and potent�ally protect�ng the poor from h�gh health care costs. HEFs 
were also considered an efficient way to transfer resources to the poor since they purchased the 
already heav�ly subs�d�zed publ�c serv�ces, yet �ncurred lower-than-average per-pat�ent hosp�tal 
b�lls. These conv�nc�ng results drew a lot of  attent�on from NGOs, �nternat�onal agenc�es, 
donors and pol�cy-makers. HEFs were repl�cated �n other places and produced s�m�lar results.

 In 2003, HEFs became an integral component of  Cambodia’s Health Sector Support 
Programme and Nat�onal Poverty Reduct�on Strategy. The M�n�stry of  Health developed �ts 
Strateg�c Framework for Equ�ty Funds, lay�ng out pr�nc�ples for des�gn, management, and 
evaluat�on of  HEFs. To translate the strateg�c framework �nto a concrete pol�cy �mplementat�on 
tool, the M�n�stry of  Health also developed a Nat�onal Equ�ty Fund Implementat�on and 
Mon�tor�ng Framework.

 In late �006 the M�n�stry of  Health and M�n�stry of  Economy and F�nance jo�ntly �ssued 
a Prakas (d�rect�ve) st�pulat�ng the allocat�on of  State budget to subs�d�ze the poor �n access�ng 
publ�c health serv�ces through re�mbursement of  user fees. The M�n�stry of  Health �mmed�ately 
set up exempt�on re�mbursement schemes �n s�x nat�onal hosp�tals and e�ght health d�str�cts, 
wh�ch are also called Health Equ�ty Funds. To date 4� hosp�tal-based and several health centre-
based HEF schemes8 have been �mplemented.

3.7  Health Insurance

 Along with the above health financing innovations, community-based health insurance 
(CBHI) has also been tested in Cambodia since 1999 by Groupe de Recherche et d’Echanges 
Technolog�ques (GRET), an �nternat�onal NGO. The result of  the p�lot was not persuas�ve 
enough to attract policy-makers’ attention; even with the modest annual premium of  US$ 1.5 
per person, GRET could only enrol �67 fam�l�es (7�� persons) �n the�r CBHI scheme �n more 
than � year. More recently, other �n�t�at�ves by GRET and other NGOs were more successful 
and po�nt the way to a soc�al health �nsurance health pol�cy element.

 A master plan for soc�al health �nsurance prov�des broad gu�del�nes and strateg�es to move 
towards soc�al health �nsurance. A comm�ttee of  key stakeholders was formed to advocate the 
development of  soc�al health �nsurance �n�t�at�ves w�th un�versal coverage through compulsory 
health �nsurance �n a soc�al secur�ty framework for publ�c and pr�vate sector salar�ed workers 
and their dependents; voluntary insurance through CBHI schemes for informal sector workers; 
and soc�al ass�stance through HEFs for non-econom�cally act�ve and �nd�gent populat�ons. A 
nat�onal gu�del�ne for CBHI has been developed.

6 Post-identification takes place in the hospital premises, when patients ask for it or when they are referred for 
financial assistance.

7   Many HEFs re�mburse only hosp�tal fees wh�le some cover health centre serv�ces.
8   Th�s �ncludes �4 hosp�tals w�th only Exempt�on Re�mbursement funded by the state budget.
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Table 1: Summary of  key features of  the four health 
financing schemes and their impact on equity

User Fees and 
Exemption

Contracting Health Equity 
Funding

Community-based 
Health Insurance

Key object�ve Generate extra 
revenues for publ�c 
health fac�l�t�es to 
�mprove serv�ces.

Improve the 
performance of  
publ�c health 
fac�l�t�es.

Improve access to 
health serv�ces for the 
poor.

Prevent catastroph�c 
health expend�ture.

Rat�onale Under-fund�ng 
of  publ�c 
health facilities; 
stop unofficial 
payments.

Low qual�ty and 
low ut�l�sat�on of  
public services; 
outsourc�ng 
serv�ces to NGOs.

User fees become a 
barr�er for access for 
the poor; exemption 
pol�cy fa�ls to protect 
the poor.

Soc�al health 
protection; financial 
susta�nab�l�ty.

Coverage (As 
of  September 
�007)

Almost all health 
fac�l�t�es.

�� remote health 
d�str�cts w�th 
ADB loan and 9 
w�th Belg�an grant 
(~25%).

4� hosp�tal-based and 
several HC-based 
schemes (�7 w�th 
external fund, �4 by 
government budget 
(~50%).

6 health d�str�ct- 
based schemes.

Expected 
�mpact on 
equ�ty

Through 
(unfunded) 
exempt�ons for the 
poor at fac�l�t�es.

Ind�rectly through 
�mproved serv�ce 
del�very �n remote 
and underserved 
areas.

By providing financial 
access to health 
serv�ces for the poor.

Ind�rectly through 
prevent�ng 
�mpover�shment for 
members �n rural 
areas.

Local ev�dence 
of  �mpact on 
equ�ty

Improved 
equ�table access at 
health centres.

H�gher ut�l�sat�on 
and lower 
household 
expend�ture 
for low soc�o-
econom�c group.

Improved access to 
hosp�tal care for the 
poor and m�t�gat�on 
of  health care burden.

St�ll to be assessed.

4.  From pilot to policy: the case of  health equity funding

4.1  K1-exploiting existing knowledge: birth of  HEF idea

 In develop�ng countr�es, knowledge �s often sourced from �nternat�onal exper�ences and 
appl�ed w�th or w�thout adaptat�on to the local context. HEF �n Cambod�a was locally generated 
to address a nat�onal problem. 

 In late �999, the Urban Health Project was created to �mprove access to bas�c health 
serv�ces for the urban poor �n Phnom Penh. Two health rooms were set up to prov�de pr�mary 
curat�ve consultat�ons and to some prevent�ve care, and to refer severe and compl�cated cases 
to nearby government hosp�tals. Some cl�ents who needed to be referred, however, could 
not afford to pay the costs and absta�ned from treatment, or fell �nto debt. An Equ�ty Fund 
was therefore created �n August �000 to pay for the costs of  referral serv�ces, �nclud�ng the 
re�mbursement of  70% of  user fees, as well as transport and food costs.  
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 S�m�larly, the New Deal �n Sotn�kum and Thmar Pouk health d�str�cts were launched 
respect�vely �n late �999 and early �000. In�t�ated and funded by Médec�ns sans Front�ères 
and UNICEF �n collaborat�on w�th the M�n�stry of  Health, �t attempted to break the v�c�ous 
cycle of  underpa�d health staff  and poor qual�ty, underut�l�sed publ�c health serv�ces. The 
h�gher user fees that were �ntroduced became barr�ers to access for the poor, part�cularly 
for hosp�tal�zat�on. A spec�al fund was created and entrusted to a local NGO to �dent�fy the 
el�g�ble poor pat�ents and to part�ally or fully pay the hosp�tal user fees and related costs on 
the�r behalf. These p�lots were called Mulnithi Sangkrus Chun Krey Krar (a fund to save the poor). 
Later the name ‘Health Equity Fund’ was applied.

4.2  K2-Creating new knowledge or innovation: results from HEF pilots

 As descr�bed, evaluat�ons and stud�es of  the p�lots showed persuas�ve ev�dence �n terms of  
promot�ng access to hosp�tal serv�ces for the poor and the�r potent�al effect on protect�ng the 
poor from �mpact of  health care cost.

4.2.1 Evidence from the first HEF pilots

 The first year evaluation report of  the Urban Health Project concluded that a HEF could 
effectively help many poor patients overcome financial barriers to access hospital services 
and get treated early rather than r�sk a worsen�ng of  the cond�t�on. By do�ng so, �t protected 
the poor aga�nst the h�gh costs of  health care and prevented them from sell�ng assets or 
taking out loans to pay health costs. However, the limited benefit package provided by the 
HEF underm�ned �ts effect�veness. The �ncomplete re�mbursement (70%) of  the referral 
cost and l�m�ted welfare support (transport, food) st�ll caused an access barr�er for many 
poor Cambod�ans. Furthermore, the part�al re�mbursement made some prov�ders unw�ll�ng 
to accept HEF beneficiaries or, if  accepted, they treated them for only what they paid for. 
The evaluat�on also recommended that the HEF be managed by a local NGO to m�n�m�se 
temptations for financial mismanagement and favouritism.

 The early results of  HEFs �n Thmar Pouk and Sotn�kum showed that HEFs managed by a 
third party NGO can effectively improve financial access to hospital services for the poor and 
consequently promote ut�l�zat�on of  publ�c health serv�ces. Pat�ents supported by HEFs were 
genu�nely poor and the�r numbers �ncreased over t�me, w�thout reduc�ng use by fee-pay�ng 
pat�ents. It also showed that HEFs were a cost-effect�ve strategy to transfer resources to the 
poor. Desp�te these pos�t�ve effects, many poor pat�ents d�d not reach the hosp�tal because of  
other barr�ers to access, ma�nly lack of  awareness of  HEFs or uncerta�nty of  the�r ent�tlements. 
The post-identification arrangement was seen as the main problem, which negated the benefits 
of  br�ng�ng poor pat�ents stra�ght to the hosp�tal (wh�ch would enta�l fewer delays �n seek�ng 
care and reduce the wast�ng of  money �n the pr�vate sector or the use of  other r�sky cop�ng 
strateg�es).

 Based on the Thmar Pouk and Sotn�kum exper�ences, the follow�ng requ�s�tes for repl�cat�on 
of  HEFs were laid down:

• User fees for poor patients, if  charged, should be financed from a fund that is created for 



38

Promoting health equity: evidence, policy and action 
Cases from the Western Pacific Region

th�s purpose (a HEF), so that health staff  gets the same �ncome from treat�ng poor and 
non-poor patients;

• The health fac�l�ty where the HEF �s �mplemented must be cred�ble and well funct�on�ng 
in the eyes of  the population and able to provide basic quality health care;

• Apart from user fees, other access costs should be pa�d for from the HEF, �n part�cular 
transport cost and food expenses;

• The HEF should be managed by a transparent and comm�tted body that has the capac�ty 
to �dent�fy and support the poorest pat�ents, and �s not vulnerable to favour�t�sm.

4.2.2  Accumulated evidence from other HEF pilots

 The HEF model was soon replicated in other places with some design modifications. These 
new p�lots re�nforced the emerg�ng ev�dence on the effect�veness of  HEFs, and �nd�cated that 
s�m�lar results can be obta�ned w�th d�fferent des�gns of  HEF. F�nally, they documented new 
findings on administrative arrangements, pre-identification and access to tertiary care.

Box 2: Summary of  accumulated evidence from new HEF pilots

• Village-based pre-identification is feasible and cost-effective.
• Pre-identification seems to be superior to post-identification in promoting use by the poor 

through �ncreased awareness about HEFs and greater certa�nty regard�ng the�r ent�tlements. 
However pre-identification is not viable on its own. Post-identification remains necessary as a 
complement to pre-identification.

• Limited benefit packages may undermine the effectiveness of  HEFs. In addition to support 
for secondary level care, the cost of  tertiary care referrals should be included in the benefit 
package.

• A m�xed comm�ttee composed of  representat�ves from the commun�ty, pagodas, local health 
author�ty and NGOs tak�ng charge (or at least mon�tor�ng and evaluat�ng) of  the HEF �s both 
effect�ve and �nexpens�ve.

• The management arrangement of  the Prov�nc�al Health Department �n charge of  the fund and 
an NGO for �dent�fy�ng the poor worked well.

• Part�c�pat�on by the local commun�ty �n des�gn, �mplementat�on, mon�tor�ng and evaluat�on not 
only greatly reduced the adm�n�strat�ve cost but also enhanced local ownersh�p of  the HEF, 
wh�ch �n turn �ncreased the l�kel�hood of  susta�nab�l�ty.

4.3 K3-Brokering new knowledge: dissemination of  evidence from HEF pilots

 Broker�ng knowledge �s a strategy to close the gap between ev�dence, pol�cy and act�on. 
It promotes the uptake of  ev�dence for pol�cy formulat�on and �mplementat�on. Knowledge 
broker�ng �s a two-way process that a�ms to encourage pol�cy-makers to be more respons�ve to 
research findings and stimulate researchers to conduct policy-relevant research and translate 
their findings to be meaningful to policy-makers.

 In Cambod�a, ev�dence �s transferred to pol�cy-makers through a w�der network under the 
framework of  sector-w�de management (F�gure �). The monthly meet�ngs of  the Techn�cal 
Work�ng Group-Health (TWG-H) at the central level or the Prov�nc�al Techn�cal Work�ng 
Group-Health at the prov�nc�al level allow the M�n�stry of  Health and �ts partners to d�scuss 
and share �nformat�on. MEDICAM, an assoc�at�on of  NGOs act�ve �n health, prov�des a 



39

Improving health equity through the use of  evidence: Cases from the Western Pacific Region
Health financing strategies to improve access to health services for the poor in Cambodia: 

from pilot to policy and action—A case study of  Health Equity Funds

forum for the�r members to meet, d�scuss and share �nformat�on, and represents the NGOs �n 
the TWG-H.

 Add�t�onally, there are many sub-work�ng groups or comm�ttees or task forces that were 
created to gather evidence to develop specific guidelines or policies. These groups report 
to theTWG-H. Ad hoc meet�ngs, workshops and conferences are frequent �n Cambod�a, and 
study tours to observe results in the field are also often used as practical and direct ways of  
�nform�ng pol�cy-makers.

 One of  the strateg�es of  the Sotn�kum New Deal was to �nvolve as many key actors as 
poss�ble �n the dec�s�on-mak�ng process to create a platform for d�scuss�ons and a broad bas�s 
of  ownersh�p, wh�ch would enhance chances to have an �mpact of  the model on nat�onal 
health pol�cy. To reach these a�ms, a steer�ng comm�ttee that �ncluded pol�cy-makers from the 
Government and the support�ng partners was set up. In add�t�on to �ts regular meet�ngs that 
allowed members to learn about the model through direct participation and field visits, the 
steer�ng comm�ttee d�scussed the results of  the HEF scheme �n two workshops. Publ�cat�ons 
about the New Deal and HEF results �n Sotn�kum appeared �n local and �nternat�onal 
publ�cat�ons related to access to health serv�ces and health equ�ty.

 Dissemination of  evidence from the first HEF pilots was crucial to draw the attention of  
key pol�cy-makers and donors to HEFs and st�mulate a pol�cy debate at the nat�onal level. MSF, 
UNICEF and WHO played leading roles at that stage. All the health financing innovations were 
extensively discussed in the first Joint Annual Performance Review, a venue for the Ministry of  
Health and its partners to assess progress in health sector and define priorities.

Evaluat�on Research 
reports or publ�cat�ons

MEDICAM

Technical Working 
Group-Health

(TWG-H)

Pro-TWG-H
Sub-work�ng Groups

Comm�ttees/Task forces

Ad hoc field visits,
meet�ngs, workshops, 

conference

EVIDENCE POLICY

Figure 2: Evidence-policy communication network in health care in Cambodia
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4.4  K4-Adopting and using new knowledge: scaling-up and harmonisation of  
HEFs

 Adoption and use of  findings or evidence is a crucial step for research to reach its final 
outcomes. The stakeholders who first adopted evidence from early pilots of  HEF were those 
who repl�cated the p�lots and tested new models to produce further ev�dence. Those stakeholders 
had a direct interest in implementing HEFs to reach social and equity goals. UNICEF’s interest 
was to increase efficiency of  their input by shifting its direct financial support to the hospital, 
�n add�t�on to resolv�ng the problem of  the low exempt�on rate. HealthNet Internat�onal and 
Enfants et Développement adopted the HEF concept because �t answered the�r quest�on on 
effect�ve ways to pay user fees for the poor.

 Some Cambodian policy-makers were convinced of  the benefits of  HEFs from the 
start, but the M�n�stry of  Health formally adopted them at a later stage. The uptake of  the 
exper�ence was expl�c�t �n �00� when the HEF concept was �ntegrated �nto the Health Sector 
Reform Project (HSRP) and the Poverty Reduct�on Strategy Paper (PRSP). That adopt�on was 
a breakthrough to promote scal�ng up of  HEF country-w�de. In summary, the adopt�on of  the 
HEF evidence was successful because: (1) HEFs were an effective solution to the failure of  
exemption; (2) HEFs promoted equity by nature and therefore fitted well with the Ministry of  
Health’s pro-poor policy; and (3) HEFs mobilised additional resources for government health 
fac�l�t�es.

 There were early debates around HEFs among donor agenc�es, accord�ng to key �nformants. 
Opponents argued that HEFs are just charity and not likely to be efficient and sustainable. 
Only �n �003 was a consensus obta�ned and donors started to des�gnate funds for HEFs.

 To g�ve those donors clear gu�dance on the future development of  HEFs, the M�n�stry 
of  Health developed the Strateg�c Framework for Equ�ty Funds and a Nat�onal Equ�ty Fund 
Implementat�on and Mon�tor�ng Framework through a thorough consultat�on process. 
All HEF stakeholders were consulted and exper�ences from the HEF p�lots were carefully 
exam�ned and �ncluded. The challenge of  the pol�cy document was to create an env�ronment 
�n wh�ch the older HEFs could cont�nue and newer HEFs could be created under var�ous and 
somet�mes contrad�ctory fund�ng constra�nts (donors and the State budget, pooled and un-
pooled financing arrangements).

 To cater to these needs, the final framework includes three Equity Fund management 
models: Model 1 with an NGO as implementer9;  Model 2 with the District Health Office 
as implementer; and Model 3 without an implementer, but with management being the 
respons�b�l�ty of  the �nd�v�dual hosp�tal. Models � and 3 have not been supported by ev�dence 
from the HEF p�lots and may need further test�ng.

 By Apr�l �006, �4 hosp�tal-based HEF schemes were under �mplementat�on �n Cambod�a, 
all financed by external funds but designed and implemented differently. Although they share 
some common character�st�cs, there �s cons�derable var�at�on among them. Therefore, as a 

9   Implementer means the agent respons�ble for overall management of  HEF.
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follow-up to the publ�cat�on of  the nat�onal framework, several �n�t�at�ves were taken to 
harmon�se the var�ous schemes.

 In 2005 the Ministry of  Planning organised a national forum on harmonization of  
identifying poor households for multisectoral purposes. The tools developed are being field 
tested. Many technical and financial challenges still exist in achieving nation-wide identification 
of  poor households and to conv�nc�ng stakeholders to use the system.

 In early 2006, the Ministry of  Health, with donor support, organised the first National 
Forum on Health Equ�ty Funds, br�ng�ng all key stakeholders together to d�scuss and share 
exper�ences. The a�m was to obta�n consensus on further act�ons that would harmon�se and 
improve the efficiency of  scaling up HEFs and to refine the HEF policy. The forum reached 
consensus on the �mpact of  HEFs �n �mprov�ng access to publ�c health serv�ces for the 
poor, but the ev�dence on m�t�gat�ng the �mpover�sh�ng effect of  �llness on the poor was 
less clear. Furthermore, key policy aspects of  HEFs, such as their beneficiary identification 
methods, organisation and management models, benefit packages, reliable funding sources, 
and mon�tor�ng and evaluat�on, rema�ned partly unresolved and need�ng further research.

 In late �006, the M�n�str�es of  Health and of  Economy and F�nance jo�ntly �ssued a Prakas 
(d�rect�ve) to allocate State budget to subs�d�ze health care cost for the poor. The Prakas �s 
the first regulatory application of  the National Framework and applies Models 2 and 3. It 
st�pulates that the State budget w�ll be allocated through the ex�st�ng government budget 
d�sbursement channels to publ�c health fac�l�t�es. The funds w�ll be used to re�mburse the 
cost of  user fees for exempted poor pat�ents, but transport and food costs are not covered. 
Th�s Prakas �s an essent�al step �n ga�n�ng support of  pol�cy-makers beyond the health sector. 
Th�s regulat�on demonstrates the comm�tment of  the M�n�stry of  Economy and F�nance to 
allocate funds for the care of  the poor. Effect�ve �mplementat�on of  th�s model of  HEFs 
rema�ns to be further assessed and carefully documented.

 Currently, the M�n�stry of  Health �s also �dent�fy�ng a nat�onal fund holder for the 
�mplementat�on of  a Japanese grant through the As�an Development Bank. Th�s w�ll be an 
application of  the National Framework’s Model 1, which will include a third party purchaser 
and soc�al ass�stance funds to cover transport and food costs.

 Follow�ng �ssuance of  the Prakas, several new user fee exempt�on re�mbursement schemes 
have been developed �n �4 d�str�ct, prov�nc�al and nat�onal hosp�tals wh�ch had no HEFs. 
Th�s br�ngs the total number of  hosp�tal-based HEF schemes to 4� as of  September �007, 
covering more than 50% of  the country. The monitoring and evaluation process will provide 
further ev�dence on all three models regardless of  sources of  funds.

5.  Conclusions

 The HEF concept �s w�dely accepted and supported by all stakeholders �n Cambod�a. 
Many donors have been w�ll�ng to allocate funds, and budgetary funds have been allocated 
to subs�d�ze health care cost for the poor. However, the HEF pol�cy rema�ns to be fully 
developed to prov�de a clear framework for effect�ve nat�onw�de scal�ng up of  HEFs. More 
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research is needed to further shape HEF policy, as well as overall health financing policy to 
ach�eve health equ�ty goals.

 The findings from our study confirm that three main factors determine the uptake of  
evidence into policy: (1) a political context conducive to the creation, dissemination and 
adopt�on of  ev�dence, (�) the cred�b�l�ty and t�mel�ness of  HEF ev�dence, and (3) strong 
comm�tment and good relat�onsh�ps among actors. The synergy between these three factors 
was essent�al to the uptake of  the HEF exper�ence �n health pol�cy.

5.1  Political context

 Many factors made the pol�t�cal context �n Cambod�a conduc�ve to HEF p�lots and 
brought HEFs h�gher on the pol�cy agenda, culm�nat�ng �n the�r �nclus�on �n the nat�onal health 
financing policy:

�. Cambod�an health pol�cy has always adopted a pro-poor approach and set equ�ty as a 
goal.

�. Success�ve efforts �n health sector reforms to ach�eve th�s pol�cy goal, �n part�cular �n 
financing reforms, were not entirely satisfactory.

3. There was emerg�ng ev�dence on w�despread poverty, �nadequate access to health serv�ces 
by the poor, and �mpover�shment from health expend�ture.

4. There was conclus�ve ev�dence that user fees caused a barr�er to access for the poor, 
espec�ally at hosp�tal level, and the exempt�on pol�cy �n most cases fa�led to protect the 
poor.

5. The Cambodian Government was and is supportive of  innovative interventions that can 
address the above �ssues of  poverty and access to health serv�ces.

5.2  Content of  evidence

 Ev�dence on HEFs has been developed over t�me, through evaluat�ons and case stud�es 
of  p�lot schemes. Wh�le some ev�dence ra�sed methodolog�cal concerns, �n the ma�n, the 
conclus�ons were strong enough to conv�nce pol�cy-makers and donors to adopt the HEF 
idea. Several reasons can explain the credibility and timeliness of  HEF evidence:

1. HEFs are an efficient and pragmatic concept. They serve the dual objective of  ensuring 
access for poor pat�ents wh�le help�ng the publ�c health fac�l�t�es to generate �ncome.

2. HEFs came at the time when Cambodians were open to innovative health financing 
models. They are not only a response to the failure of  exemptions, but also an efficient 
way to transfer donor funds to the poor and to promote equ�ty �n donor projects and 
programmes.

3. HEFs are a locally generated solut�on, g�v�ng a feel�ng of  ownersh�p to Cambod�an health 
leaders, and are easy to understand and adopt.

4. HEFs do not go aga�nst the �nterests of  any one actor. All key �nformants showed the�r 
strong support of  HEFs at least for the short and med�um terms.
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5.3  Actors and links

• Many local and �nternat�onal agenc�es are act�ve �n health sector development �n 
Cambod�a. They work �n a sector-w�de management env�ronment under the gu�dance 
of  the M�n�stry of  Health.

• Several networks and forums have been created to gather all key health stakeholders to 
d�scuss and share the�r exper�ence and �deas.

• HEF p�lots were �n�t�ated by �nternat�onal organ�sat�ons, although the M�n�stry of  Health 
has been support�ve and �nvolved from the beg�nn�ng.

• The role of  the M�n�stry of  Health, other l�ne m�n�str�es, and donor agenc�es became 
more prom�nent at the stage of  scal�ng up and harmon�sat�on.
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Research, intervention design and policy 
implementation of  the New Rural Cooperative 
Medical Scheme in Shandong, China
Wang Yan �, Meng Q�ngyue �, Yu Baorong �, Han Dong �, Tang Shenglan 3

1. Background

 The purpose of  th�s case study �s to report exper�ences �n pol�cy development and 
implementation for China’s largest rural health insurance scheme. Responding to a need 
to �mprove the New Rural Cooperat�ve Med�cal Scheme (NCMS) and espec�ally the health 
�nsurance component, researchers and other stakeholders carr�ed out a basel�ne s�tuat�on 
analys�s and des�gned and tested a var�ety of  �ntervent�ons. The evaluated �ntervent�ons have 
gu�ded several �mportant pol�cy changes.

 As �s well known, the Ch�nese economy has developed rap�dly over the past two and 
half  decades. Th�s rap�d econom�c growth has led to a better qual�ty of  l�fe for the Ch�nese 
populat�on. Although the overall econom�c s�tuat�on has been �mproved over the past years for 
both rural and urban areas, gaps �n soc�al and econom�c status between reg�ons and populat�on 
groups have w�dened. In �990, the urban per cap�ta �ncome was �.� t�mes h�gher than the rural 
per cap�ta �ncome. The d�fference had �ncreased to 3.� t�mes by �003.[�] In general, the eastern 
�ndustr�al�zed prov�nces have grown r�ch, wh�le the central and western prov�nces rema�n poor. 
About 99% of  the poor (the bottom �0% of  the lowest �ncome populat�on) were l�v�ng �n rural 
areas �n �003.[�] 

 Econom�c development �n Ch�na has undoubtedly had pos�t�ve effects on health, but 
along w�th the large gaps �n econom�c development, d�spar�t�es �n health status and health care 
have been observed. These d�spar�t�es ar�se part�ally from the pers�stent urban-rural soc�o-
econom�c d�fferences, and the problem of  lower access to health serv�ces by rural households, 
especially due to financial barriers to access in the form of  user fees. In 2002, the maternal and 
�nfant mortal�ty rates �n rural areas were, respect�vely, �.9 and �.9 t�mes those �n urban areas 
[�]. In �003, l�fe expectancy of  the rural populat�on was about 6 years less than that of  urban 
res�dents.[�] Add�t�onally, a h�gher proport�on of  rural than urban dwellers d�d not use any 
health care serv�ces when they fell �ll.[3] Even for prevent�ve serv�ces, the coverage was much 
lower �n rural areas than �n c�t�es. For example, the �mmun�zat�on coverage of  hepat�t�s B was 
about 15% lower in rural areas.[4]

� D�v�s�on of  Pr�mary Care and Maternal and Ch�ld Health, Shandong Prov�nc�al Department of  Health, J�nan, 
Ch�na

� Center for Health Management and Pol�cy, Shandong Un�vers�ty, J�nan, Ch�na
3 World Health Organ�zat�on, Ch�na
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 The rural populat�on spent a h�gher proport�on of  the�r �ncomes on health care than 
urban res�dents and rece�ved less government health subs�des. In �003, health care accounted 
for �3% of  total household expend�tures �n rural areas, wh�ch �s 4% h�gher than for urban 
households.[3] In 2004, the rural population accounted for 58.2% of  the total population, 
but rece�ved only 38.6% of  total government health expend�tures.[5] Rural areas faced greater 
financial constraints in developing their health care system, as did rural households in accessing 
health serv�ces.

 The health s�tuat�on became a publ�c pol�cy �ssue after the outbreak of  severe acute 
resp�ratory syndrome (SARS). At a t�me when many other As�an countr�es were mak�ng 
rap�d �mprovements �n health and mov�ng towards un�versal �nsurance coverage, the World 
Bank documented the shortcom�ngs of  the Ch�nese health system for the poor, and the �003 
Nat�onal Health Serv�ce Survey (NHSS) showed low health �nsurance coverage �n rural areas.

 To �mprove the health status of  the large rural populat�on, the Ch�nese Government dec�ded 
to develop a new rural health scheme, the New Cooperat�ve Med�cal Serv�ce (NCMS) scheme, 
�n accordance w�th the doctr�ne of  bu�ld�ng a x�ao k�ang (well-off) soc�ety and ach�ev�ng greater 
soc�al just�ce �n health.[6] The NCMS is financed based on health insurance. For the last five 
years, the NCMS has been accorded h�gh pr�or�ty from the Government at all levels and has 
developed rapidly. Following an initial pilot in 257 counties[6] and the scheme’s evaluation, in 
�007 the Government dec�ded on the goal of  ach�ev�ng NCMS coverage �n at least 80% of  
count�es �n Ch�na by �008, w�th �00% coverage �n rural areas, and �ncreased the average per 
capita funding from 30 Yuan (US$ 4.00) to at least 50 Yuan (US$ 6.80).[7]

 Because the new rural cooperat�ve med�cal serv�ce system �s st�ll at an early stage of  
development, several problems ex�st �n the process of  �ts �mplementat�on. The two most 
prom�nent problem areas are the equ�tab�l�ty of  the system and �ts management.

1.1 Equity concerns

• Premium levels: The current NCMS scheme �s strongly supported by government 
subsidies, with only about 25% of  premiums contributed by individual households. 
However, the total premium level of  about only about 50 Yuan per capita is low compared 
with the high level of  medical expenditures. This low level of  financing implies limited 
prov�s�on of  health care re�mbursed by the NCMS. Because of  the small re�mbursement, 
the �nsured st�ll need to spend a lot of  money out-of-pocket to rece�ve needed health 
care. In add�t�on, the NCMS collects prem�ums from households w�thout regard to the�r 
�ncomes, so the poor and the r�ch contr�bute the same amount. Th�s pract�ce has resulted 
�n coverage d�fferences between the poor and r�ch.[4]

• Reimbursement: Due to the relatively low total financing, the reimbursement level is 
low and out-of-pocket payments rema�n potent�ally catastroph�c for poor and vulnerable 
households. In most p�lot areas, except �n parts of  the more econom�cally developed areas 
of  eastern Ch�na, the average re�mbursement level for those �nsured by the NCMS �s only 
20 to 30 Yuan per capita, at the initial stage. In contrast, the 2003 NHSS found that the 
average expense in rural areas was 91 Yuan and 2,649 Yuan for hospitalization,[4] wh�le the 
average reimbursement rate for hospitalization fees was only 25.7%.
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• NCMS benefit package: The current NCMS scheme �s focused on curat�ve care, leav�ng 
some essent�al serv�ces, �nclud�ng maternal and ch�ld health care, outs�de of  the NCMS 
benefit package. Preventive services are the most cost-effective and would benefit the poor 
and vulnerable populat�on most because these are currently not prov�ded free of  charge. 
How these services can be included in the NCMS benefit package is an issue directly 
related to the equ�tab�l�ty of  the NCMS.

• Health services use: One of  the pr�nc�pal object�ves of  NCMS �s to �ncrease the use of  
needed health care services by reducing financial barriers to access for the insured. Studies 
show that the low-�ncome �nsured use less �npat�ent care than the h�gh-�ncome �nsured.[5] 
Because NCMS schemes �nclude mechan�sms to control moral hazard (such as deduct�bles, 
co-insurance, and ceilings), the poor still face financial difficulties in utilizing health care, 
even �f  they are �nsured. Th�s �s espec�ally ser�ous �f  the med�cal ass�stance fund (MAF), 
wh�ch operates for the poor �ndependently, does not support NCMS co-payments and 
deductibles. The MAF is financed by the provincial government budget and managed by 
the Department of  C�v�l Affa�rs.

1.2 NCMS management needs to be strengthened 

• Shortage of  management personnel and funds influence the efficiency of  the NCMS. 
Most NCMS staff  can handle only s�mple, repet�t�ve, da�ly work and the�r ab�l�ty to plan 
act�v�t�es, superv�se prov�der behav�or, and analyze �nformat�on rema�ns low.

• Management problems such as compl�cated re�mbursement mechan�sms deter the use 
of  needed health services, and failure to control fraudulent use and inefficient provider 
behavior results in increased costs and reduced benefits.

• The lack of  rel�able systems to ensure serv�ce qual�ty results �n lower pat�ent sat�sfact�on 
levels.[6] Staff  have no exper�ence mon�tor�ng system performance to check �f  the poor and 
vulnerable are rece�v�ng the�r due share of  good qual�ty serv�ces.

 Acknowledg�ng the need for �mproved pol�c�es, Ch�nese health leaders are now requ�red to 
enhance the rationality of  the health system using evidence based on scientific research. Under 
th�s mandate, both researchers and local NCMS �mplement�ng agenc�es �n Shandong prov�nce 
w�shed to look further �nto the problems and successes of  the new system and to �mprove the 
policies that govern it. The goal was to improve the equity and efficiency of  the NCMS.

 The project “Bringing Health Care to the Vulnerable—Developing Equitable and 
Sustainable Rural Health Insurance in China and Viet Nam” is financially supported by the 
European Un�on, w�th e�ght part�c�pat�ng agenc�es from Europe, V�et Nam and Ch�na. In 
Ch�na, the a�m of  th�s four-year project �s to �mprove NCMS des�gn and �mplementat�on 
in terms of  equity, quality, and efficiency, through the development and implementation of  
�ntervent�ons. Three count�es w�th vary�ng development levels were selected as p�lot areas 
�n both Shandong prov�nce and N�ngx�a Hu� Autonomous Reg�on. From the beg�nn�ng, the 
project emphas�zed the �mportance of  l�nk�ng academ�c researchers w�th pol�cy-makers �n 
select�ng research top�cs, collect�ng ev�dence for develop�ng �ntervent�ons, and mon�tor�ng 
the �mplementat�on of  the �ntervent�ons. Pol�cy-makers �nvolved �n th�s project come from 
nat�onal, prov�nc�al, and county levels, prov�d�ng a good foundat�on for mak�ng the research 
useful for influencing policies. The project has now finished developing the interventions and 
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�s �n the process of  �mplement�ng and mon�tor�ng them. The project �n Shandong prov�nce �s 
d�scussed �n th�s case study.

Shandong province a brief  introduction

Shandong Prov�nce �s located on the east coast of  Ch�na and �s the second most densely populated 
prov�nce �n the country. The total populat�on �s 93.09 m�ll�on, 7�.4% of  wh�ch �s rural. There are 
large reg�onal d�fferences w�th�n the prov�nce �n terms of  econom�c development. The per cap�ta 
net income of  farmers is 4368 Yuan (US$ 595). By the end of  March 2007, all 134 counties of  the 
province had established the NCMS, covering 59.9 million farmers, a coverage rate of  90.1%.[6] 
Although Shandong �s advanced �n �ts �mplementat�on of  the new system, compared w�th most other 
prov�nces �n Ch�na, �t shares the �ssues ment�oned above.  

2. The overall process of  developing and testing policy changes
 
2.1 Stakeholders 

 From the beg�nn�ng of  the project, the academ�c researchers have accorded top pr�or�ty 
to commun�cat�on w�th pol�cy-makers. The project team �ncludes central and prov�nc�al 
government pol�cy-makers respons�ble for the NCMS. Table � summar�zes the �nterests and 
pol�cy-mak�ng roles of  the var�ous part�c�pants �n the project.

Table 1: Primary policy-makers and other stakeholders in the project

Stakeholders Main concerns
Policy-makers
County health bureau (NCMS 
office) 

• Develop overall des�gn of  NCMS scheme
• Ensure good health system management
• Ensure h�gh coverage rate

General government (F�nance 
bureau)

• Ensure fiscal balance of  local finance
• Ensure h�gh coverage rate
• Ensure sat�sfact�on of  rural households

Prov�nc�al and central level health 
pol�cy-makers

• Develop bas�c gu�del�nes for NCMS pol�cy

Other stakeholders
Health care prov�ders • Rece�ve more revenue from NCMS

Beneficiaries • Obtain more benefits (reimbursement, better quality of  care, 
more conven�ent re�mbursement, etc.)

• Receive fair allocation of  benefits (especially to the poor)
Academ�c researchers • Refine design and implementation of  the NCMS scheme

• Influence policy-makers to implement recommendations
County C�v�l Affa�rs bureau • Provide financial support for vulnerable population

• Help the poor cope w�th catastroph�c health costs
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2.2 Stages

The project has �ncluded the follow�ng stages, from the development of  the research proposal 
to implementation of  the interventions:

�. Project launch: The opening conference was held in October 2005, with central and 
provincial government health officials participating, as well as those from the pilot counties. 
Project goals and the �mplementat�on plan were thoroughly expla�ned to representat�ves 
of  the p�lot count�es �n order to ga�n the comm�tment of  the local pol�cy-makers.

�. Situation analysis: A basel�ne survey was conducted to gather ev�dence based on wh�ch to 
plan the �ntervent�ons. Equ�ty �ssues were �ncluded �n the survey. Based on quest�onna�res 
returned by the pilot counties before the start of  the field research in March 2006, the 
baseline survey was modified so that the study better reflected the needs and willingness 
of  the project count�es. After the data collect�on and analys�s, the basel�ne summary report 
was prepared �n August �006. Feedback from local stakeholders enabled the researchers to 
check and supplement the data, and mod�fy the conclus�ons accord�ngly.

3. Design of  proposals for interventions: The �ntervent�on des�gn stage was the key 
stage at wh�ch the ev�dence was used. The research team kept �n close contact w�th the 

Mon�tor�ng & Evaluat�on

Effect�veness Assessment

Research & Des�gn F�eld Invest�gat�on
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p�lot count�es dur�ng the �ntervent�on plan des�gn process. Th�s process enabled the 
researchers and pol�cy pract�t�oners to accommodate and understand each other. Repeated 
d�scuss�ons w�th the local populat�on to �nterpret the data and mod�fy the proposed pol�cy 
�ntervent�ons �ncreased the�r trust �n the ev�dence obta�ned and �n the overall process. In 
August �006, a prel�m�nary �ntervent�on plan based on the result of  the basel�ne survey 
and subsequent d�scuss�ons was d�str�buted to the p�lot count�es for rev�ew. Intervent�on 
proposals that el�c�ted the most �nterest from the local stakeholders and were cons�dered 
most feas�ble were wr�tten �n more deta�led and concrete form, �nclud�ng local suggest�ons. 
At the annual meet�ng �n September �006, the research team subm�tted the �ntervent�on 
plan of  the project for d�scuss�on and amended �t accord�ng to the suggest�ons rece�ved.

4. Discussion of  the intervention plan: It took several rounds of  d�scuss�ons for pol�cy-
makers and researchers to agree on the �ntervent�on des�gn. In October �006, a meet�ng 
was held w�th staff  from all the project count�es. The researchers and pol�cy-makers on 
the team explained to local officials the content and the evidence base for each proposed 
�ntervent�on, us�ng domest�c and fore�gn exper�ence to support the ev�dence. Intervent�ons 
that d�d not rece�ve full agreement were d�scussed further. Measures that the part�c�pants 
viewed positively, but considered difficult to implement at the time, were also written into 
the proposal so they could be recons�dered when cond�t�ons perm�tted.

5. Presentation of  final recommendations to local government: After rece�v�ng the last 
formal feedback from the p�lot count�es, at the end of  October �006, the research team 
subm�tted the report of  the basel�ne �nvest�gat�on and the amended recommendat�ons of  
the p�lot count�es to the Prov�nc�al Health Department, for use �n formulat�ng the �007 
county health plans.

2.3  Implementation of  the intervention package

 The �ntervent�on �mplementat�on stage of  the project started �n �007. A strong sense of  
local respons�b�l�ty, deta�led work plans, and cont�nuous techn�cal and �nformat�on support 
were �mportant to the smooth �mplementat�on of  the �ntervent�on plan. Respons�b�l�t�es 
were d�v�ded among d�fferent �nst�tut�ons. The Shandong Prov�nc�al Health Department was 
respons�ble for d�rect commun�cat�on w�th and superv�s�on of  the project count�es, and the 
project count�es were respons�ble for adjustment of  pol�c�es and methods used to �mplement 
the plan. Shandong Un�vers�ty was respons�ble for techn�cal support for �mplementat�on. 
Together w�th the county �mplementers, the researchers formulated a t�metable and deta�led 
workplans for �mplement�ng the �ntervent�ons �n the d�fferent project count�es.

2.4 Monitoring and evaluation

 In Apr�l �007, Shandong Un�vers�ty researchers and the Prov�nc�al Health Department 
met w�th the project count�es to develop the mon�tor�ng plan. As well as be�ng the bas�s for 
the development of  the ev�dence-based pol�cy, mon�tor�ng and evaluat�on were necessary for 
ensuring timely implementation of  the intervention plan, assess project efficiency and equity 
and make cont�nuous �mprovements. Ind�cators for assess�ng �mprovement �n equ�ty �ncluded 
net reduct�on of  health care costs, health serv�ce use, allocat�on from the Med�cal Ass�stance 
Fund to the poor, and coverage of  maternal and ch�ld health serv�ces. The research team v�s�ted 
the project count�es to mon�tor �mplementat�on and prepared quarterly progress reports.
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3. How evidence was obtained and used

3.1  Methods used

 Zhangq�u, Changle and Donge count�es were selected as p�lot count�es, respect�vely 
represent�ng count�es of  Shandong Prov�nce w�th h�gh, med�um and low levels of  econom�c 
development. Three townsh�ps �n each county and three v�llages �n each townsh�p were further 
selected by random sampling. The investigation had three parts: the family health survey, the 
organ�zat�onal survey and the qual�tat�ve �nvest�gat�on.

 The fam�ly health survey cover�ng 3,339 households and ��,789 �nd�v�duals us�ng 
formatted quest�onna�res was carr�ed out �n May and June �007. Postgraduate students �n health 
management from Shandong and Fudan universities were used as field investigators. The survey 
included self-reported health status, health service use and expenditure, patients’ satisfaction, 
awareness, knowledge and att�tudes about NCMS, and general household character�st�cs. The 
survey cons�dered needs of  equ�ty analys�s by �nclud�ng �nd�cators of  �ncome, age, and sex.

 The ma�n funct�on of  the organ�zat�onal survey was to assess part�c�pat�on �n and 
cooperat�on w�th NCMS by soc�o-econom�c d�mens�ons, the NCMS balance of  funds, and 
re�mbursement levels, us�ng data such as the volume of  serv�ces, cond�t�ons of  prov�ders and 
fees for serv�ces.

 The qual�tat�ve �nvest�gat�on rel�ed on focus group d�scuss�ons. The target groups 
were NCMS pol�cy-makers, adm�n�strat�ve staff, commun�ty members, and health serv�ce 
prov�ders. The ma�n top�cs for d�scuss�on �ncluded understand�ng of  NCMS, the status of  
its implementation, reasons for the poor not being able to join the NCMS, including financial 
barr�ers, and problems exper�enced and the�r causes.

3.2  Evidence for design of  intervention plan

 Based on the analys�s of  data from the three basel�ne research components, the researchers 
selected ev�dence to des�gn the �ntervent�on plan, after ver�fy�ng �t w�th local staff  to ensure 
its accuracy. The analysis yielded the following findings, which were used to develop the 
interventions:

• Discrepancy between individual premium levels and ability to pay: The 10 Yuan 
prem�um contr�but�on from households themselves represents only 0.�8 to 0.�9% of  the 
average annual per cap�ta net �ncome, wh�ch suggested that they are able to pay h�gher 
premiums. In addition, the 40 Yuan total premium is only 8% of  the average per capita 
health expend�ture. The �nvest�gat�on found that more than 38% of  households were 
willing to pay the 15 to 20 Yuan premium. Considering the steady increase in medical 
expenses and the likely increased use of  services by rural households, financing levels 
should be steadily increased to avoid a deficit of  funds. It is also generally considered that 
local governments can �ncrease the�r subs�d�es.

• Low level of  local government subsidy to the NCMS. The bas�c mode of  publ�c 
�ncome red�str�but�on �n Ch�na occurs at the prov�nc�al level, w�th prov�nc�al revenues used 
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to subs�d�ze county budgets �nversely to the ab�l�ty of  local government to ra�se revenues. 
Table 2 shows that, in 2006, Shandong province contributed 12 Yuan per capita for the 
NCMS in Donge county, but only 4 Yuan to Changle and zero to Zhangqiu. This brought 
the public subsidy part of  the total premium to 30 Yuan for all the counties. The central 
government NCMS subsidy is set at 8 Yuan for all eastern counties having at least a 70% 
farming population, regardless of  economic condition, but increases to 20 Yuan in the 
poorer count�es of  the central and western parts of  the country.

Table 2: Indicators and premium contributions for sample counties (Yuan) 2006

Indicators Zhangqiu Changle Donge
Per cap�ta net GDP �� 933 �� ��4 �� 70�
Per cap�ta �ncome of  farmers 5 475 4 565 3 38�
Ind�v�dual prem�um contr�but�on �0 �0 �0
Prem�um as percentage of  �ncome .�8% .��% .�9%
Local government NCMS prem�um contr�but�on �� �8 6
Prov�nc�al government NCMS prem�um contr�but�on 0 4 �6
Central government NCMS prem�um contr�but�on 8 8 8
Total prem�um 40 40 40
Per cap�ta med�cal expend�ture 657 475 453

• Low reimbursement rates: Us�ng the data on the number of  households �nsured �n 
each �ncome group, the amounts of  �npat�ent serv�ces used, and NCMS re�mbursement 
per �npat�ent, the total re�mbursement to each �ncome group was calculated. For all 
inpatient care, an average of  25.7 Yuan was found to have been reimbursed to the insured. 
People in the lowest income group received an average of  20.5 Yuan, while in the highest 
income group each insured person received an average of  38.1 Yuan—nearly double the 
re�mbursement for the lowest �ncome group. The re�mbursement rates for hosp�tal�zat�on 
in county hospitals in Zhangqiu, Changle, and Donge were respectively 18.9%, 15.9% and 
4.5%.

• Failure to protect the poor from catastrophic illness: The ma�n object�ve of  the 
NCMS �s to protect rural households from catastroph�c med�cal expenses, but the basel�ne 
research suggested that �t �s fa�l�ng to do th�s. As Table 3 shows, the proport�on of  persons 
�nsured w�th catastroph�c med�cal spend�ng (med�cal spend�ng more than 40% of  total 
household income) for inpatient care varied across income groups. More than 50% of  
pat�ents �n the two lowest �ncome groups had catastroph�c �npat�ent expenses, compared 
to only 12.5% of  patients in the highest income group. In the total insured population, 
an average of  �.8% had catastroph�c med�cal spend�ng on �npat�ent care, rang�ng from 
2.8% in the lowest income group to only 0.6% in the highest. Table 4 shows the financial 
effect of  catastroph�c expend�tures by �ncome groups. H�gher �ncome groups had h�gher 
�npat�ent med�cal expenses, but not proport�onal to the�r �ncome. They also rece�ved a 
h�gher percentage of  NCMS re�mbursements. As a result, low-�ncome pat�ents actually 
had a net co-payment that was much h�gher than the�r annual �ncome, wh�le for h�gh 
�ncome pat�ents, the co-payment was lower than the�r �ncome.
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Table 3: Distribution of  catastrophic expenditure on medical care

Income group Number of  insured in 
sample*

Proportion of  
catastrophic spending 
among total insured

Proportion of  
catastrophic spending 
among total inpatients

I (lowest) 3 7�4 �.8% 53.8%
II 4 043 �.8% 59.8%
III 4 036 �.6% 3�.7%
IV 4 03� �.4% 30.7%
V (h�ghest) 3 930 0.6% 12.5%
All groups 19 765 �.8% 48.�%
*Those with valid information on financial expenditure on inpatient care.

Table 4: Distribution of  NCMS reimbursement for catastrophic illness*

Income group

Per capita 
annual 
income
(Yuan)

Mean 
expenditure 

per 
inpatient**

(Yuan)

NCMS 
reimburse-
ment per 
inpatient
(Yuan)

NCMS 
reimburse-
ment rate

Co-
payment for 
catastrophic 
illness as % 
of  annual 
income

I (lowest)    8�3.8 � 9�4.� 369.� ��.6% 330%
II � 07�.8 2 729.5 349.3 ��.8% ��0%
III 3 175.3 2 450.0 48�.6 �9.7% 60%
IV 4 750.9 3 907.9 48837 12.5% 70%
V (h�ghest) �0 863.6 4 39�.� 695.8 15.8% 30%
All groups 4 335.1 3 285.7 475.6 �4.4% 80%
*For hosp�tal�zat�ons that cost more than 40% of  annual �ncome before NCMS re�mbursement.
**D�rect med�cal expenses.

• Lack of  financial incentives for using maternal health services: Maternal health 
serv�ces were not fully used and the�r re�mbursement was very low. Systemat�c management 
of  pregnancy �s a bas�c component of  pr�mary health care. However, because of  low 
awareness by health care prov�ders and low econom�c status, antenatal management �n rural 
areas was generally worse than �n urban areas. In Donge, the average prenatal exam�nat�on 
t�me per pregnant women was only 3.9 m�nutes compared to the 7 m�nutes recommended 
by the M�n�stry of  Health, and the percentage of  women who rece�ved follow-ups by a 
doctor after del�very was only 38.3%. In all, only 36.3% of  hosp�tal del�ver�es rece�ved 
NCMS re�mbursement.

• Inadequate management capacity in NCMS. Each NCMS staff  had to manage on 
average 160,000 participants, with a budget of  only 0.1 Yuan per capita. Most staff  lacked 
the sk�lls and exper�ence needed to manage compensat�on plans and superv�se health 
fac�l�t�es. At the townsh�p level, NCMS was st�ll at the manual operat�on stage. NCMS 
organ�zat�ons were seen as weak �n popular�z�ng knowledge about NCMS, prov�d�ng 
�nformat�on, and manag�ng serv�ce prov�ders. The rural people themselves were often 
unaware of  how the NCMS worked and what benefits they could receive. Only about 10% 
of  those enrolled were correctly �nformed about the re�mbursement procedures. Many 



56

Promoting health equity: evidence, policy and action 
Cases from the Western Pacific Region

were unable to get re�mbursement as they d�d not seek serv�ce accord�ng to the gu�del�nes, 
and of  these, many belonged to d�sadvantaged groups.

• Economic barriers: The poor faced major financial barriers to access to medical services. 
Of  those sampled, 28.6% of  respondents could not afford the NCMS premium, while 50% 
of  those who were charged over 10,000 Yuan for hospitalization fell into debt as a result. 
NCMS �s a health �nsurance system or�ented towards households w�th average �ncomes and 
does not provide specific assistance for poor families. This raised the issue of  coordination 
w�th the Med�cal Ass�stance Fund to support prem�ums and co�nsurance payments for the 
poor, but the fund �s the respons�b�l�ty of  the C�v�l Affa�rs Bureau, wh�ch has l�ttle �nput �nto 
NCMS operat�ons and pol�c�es.

3.3 Design principles of  the intervention plan

 To ensure the feas�b�l�ty of  the proposed �ntervent�ons, the research team adopted the 
following principles through the design process:
• Evidence-based principle: The intervention plan was proposed on the basis of  the findings 

of  the basel�ne �nvest�gat�on. All the proposals were supported by qual�tat�ve and quant�tat�ve 
data, as well as by documented exper�ence from other countr�es. Therefore, local pol�cy-
makers understood what needed to be changed, as well as why and how to do so, wh�ch 
fac�l�tated the�r work and prov�ded them the �n�t�at�ve to �mplement the �ntervent�ons.

• Feasibility principle: Proposals were developed for the three project count�es cons�der�ng 
the�r soc�o-econom�c development levels, the human env�ronment, and the level of  NCMS 
development. Proposed interventions were identified for the different counties according 
to the�r �nd�v�dual c�rcumstances rather than w�th the a�m of  des�gn�ng a controlled 
exper�ment.

• Multi-sector participation and combination of  research and practice: Local pol�cy-
makers from var�ous government departments were �nvolved throughout the process of  
�ntervent�on des�gn, and close contact was ma�nta�ned. To �mprove the feas�b�l�ty of  the 
plan, academ�c v�ewpo�nts were comb�ned w�th the pract�cal exper�ences.

• Equity as a goal: In the �ntervent�on plan, all the suggest�ons concern�ng the NCMS were 
a�med at help�ng the d�sadvantaged groups rece�ve adequate NCMS compensat�on and get 
equal health services. For example, reimbursement for hospital delivery mainly benefits 
poorer women, and coordinating the Medical Assistance Fund with the NCMS benefits the 
poor and vulnerable groups.

3.4 The recommended intervention packages

 Based on the above pr�nc�ples, the research team developed the �ntervent�on plan w�th 
part�c�pat�on of  the project count�es and �nternat�onal partners. The follow�ng recommendat�ons 
featured �n the �ntervent�on packages for the project count�es.

�.  Increase the level of  financing: Before the �ntervent�on, the �nsurance prem�um �n all three 
counties was 10 Yuan. The recommendation from the research team was to increase the 
individual premium in 2008, in Zhangqiu to 20 Yuan, in Changle to between 15 and 20 Yuan, 
and in Donge to between 15 and 20 Yuan. The policy of  provincial and municipal governments 
�s to transfer budget resources from r�ch areas to poor areas, w�th local governments �n r�ch 
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areas prov�d�ng h�gher subs�d�es from the�r own budgets. The total subs�dy from the central, 
provincial, municipal and local governments was 34 Yuan in Zhangqiu county and 30 Yuan 
�n Changle and Donge, w�th prov�nc�al and mun�c�pal government budgets prov�d�ng 8, 
12, and 24 Yuan respectively. The research team recommended increasing the provincial 
government subs�dy to the count�es, w�th more resources go�ng to the poorer count�es. 
The team recommended increasing the local government subsidy to 30 Yuan in Zhangqiu, 
to between 10 and 20 Yuan in Changle, and to 10 Yuan in Donge. The policy of  using the 
Med�cal Ass�stance Fund to subs�d�ze prem�ums for the poor was recommended for all 
three count�es.

�.  Adjust the benefit package: Before the �ntervent�ons were �ntroduced, hosp�tal del�very 
and maternal and child care services were not included in the benefit package in Zhangqiu 
and Changle count�es. Donge prov�ded a fam�ly med�cal sav�ngs account for us�ng outpat�ent 
serv�ces, w�th no further re�mbursement after the fund was spent. The �ntervent�on 
proposal recommended the �nclus�on of  hosp�tal del�very and systemat�c maternal and ch�ld 
heath care services in the benefit package. In Donge, the team recommended continued 
compensat�on of  outpat�ent fees for those who used up all the funds �n the�r fam�ly med�cal 
sav�ngs account.

3.  Adjust the reimbursement rate and increase reimbursements to the poor: Before 
the �ntervent�on, the segmented fee schedule �n the three countr�es was typ�cally too 
compl�cated and re�mbursement rates for the lower fee segments too low. For example, 
�n townsh�p centers �n Zhangq�u, there was only �0% re�mbursement for expend�tures 
between 1000 and 5000 Yuan. The deductible in the county hospital was relatively high 
�n Zhangq�u. In Changle, the re�mbursement rate was low �n the county hosp�tal, where 
there were many adm�ss�ons. There was no deduct�ble for hosp�tal�zat�on �n both Changle 
and Donge, wh�ch encouraged many outpat�ents to try to be adm�tted as �npat�ents. The 
recommendat�ons for all three count�es were that the number of  fee segments should be 
reduced, the re�mbursement rate should be h�gher for the lower fee segments, and add�t�onal 
re�mbursement to the poor should be prov�ded through the Med�cal Ass�stance Fund. It 
was also suggested that there should be a deduct�ble for hosp�tal�zat�on �n Changle and 
Zhangq�u.

4.  Build management capacity: Before the intervention, the county NCMS offices had 
five to seven staff. Although a computer network had been installed, some township 
level management staff  d�d not know how to use �t effect�vely. Some county level pol�cy-
makers lacked sufficient experience in designing reimbursement packages and calculating 
re�mbursement rates. The weak capac�ty to control the behav�or of  prov�ders was obv�ous, 
and townsh�p management personnel and v�llage doctors d�d not understand the pol�cy 
well. It was recommended that the number of  NCMS management staff  be �ncreased and 
more tra�n�ng g�ven to them and to v�llage doctors.

4. Preliminary evaluation of  interventions

4.1 Implementation of  recommended intervention packages

 Accord�ng to follow-up �nvest�gat�ons by the research team and the Prov�nc�al Health 
Department, most of  the proposed �ntervent�ons were accepted by the local pol�cy-makers 
and issued as official documents. A few were not implemented, or implemented in a modified 
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manner:

�. Increases in the level of  financing: There was no �ncrease �n �nd�v�dual prem�ums �n 
the three counties in 2007, although officials in Changle promised to raise them to 15 to 
20 Yuan by 2008. In 2007, the provincial government subsidies were increased to 2, 6, 
and 14 Yuan in the high, middle and low-income areas, respectively, and local government 
subsidies increased to 40 Yuan in Zhangqiu, 26 Yuan in Changle and 14 Yuan in Donge. 
The total government subsidy for 2007 therefore increased to 50, 40, and 36 Yuan in the 
count�es respect�vely. It �s expected that the prov�nc�al subs�dy w�ll be �ncreased further �n 
�008. The Med�cal Ass�stance Fund was �mplemented to subs�d�ze NCMS prem�ums for 
the poor �n all three count�es.

�. Adjustments to the benefit package: The recommendat�on to �nclude hosp�tal del�very 
of  newborn babies in the NCMS benefit package was implemented in all three counties. 
The re�mbursement rate for hosp�tal del�ver�es was �ncreased to 30% (h�gher than for 
hospitalization for other causes) in Zhangqiu and to 200 Yuan in Changle. Women 
rece�v�ng complete, systemat�c maternal care �n Donge would rece�ve a re�mbursement of  
100 Yuan, and for hospital delivery, the same reimbursement as for other admissions.

3. Adjustments to the reimbursement rate schedule: The fee segmentat�on was 
simplified to two to five segments, except in Zhangqui, where the status quo remained. 
The re�mbursement rate was ra�sed �n all three count�es. In Zhangq�u, both outpat�ent 
and inpatient reimbursement was raised by 5%. In Changle, reimbursement for township 
hospitalization was increased by 10% and for county hospitalization by 5%. In Donge, the 
re�mbursement rate for both outpat�ents and �npat�ents went up by �0% and an add�t�onal 
25% reimbursement for outpatient care was implemented, after the family medical savings 
account was used up.

4. Building management capacity: The research team held a workshop to help �mprove 
the management capacity of  the county NCMS managers. The NCMS office in each 
country provided specific NCMS training for township, village and other personnel at 
least three t�mes. In add�t�on, the NCMS was put on the agenda at the regular monthly 
meet�ngs of  v�llage doctors. Computers are now used �n some v�llage cl�n�cs.

4.2 Rejected intervention suggestions and reasons for their rejection

Most of  the recommendat�ons were accepted by local pol�cy-makers and �mplemented Some, 
however, were not taken up.
�. Zhangq�u and Donge count�es d�d not �ncrease the �nd�v�dual prem�ums. The rate of  NCMS 

part�c�pat�on was an �mportant target and an �nd�cator for evaluat�ng the performance of  
local officials. Thus, some were concerned that, in the absence of  a formal request from 
h�gher author�t�es, �ncreas�ng the �nd�v�dual prem�ums would reduce the part�c�pat�on of  
rural households �n the scheme.4  As the �ncreas�ng trust of  rural households �n the 
NCMS became more evident, NCMS officials became more willing to consider such an 
�ncrease.

�. Zhangq�u and Changle count�es d�d not adjust the �npat�ent deduct�bles. The reason �n 

4 Rural households’ currently high voluntary participation levels are probably as much due to indirect financial 
pressures exerted on them by local government, as to the households’ own perception of  the benefits received 
from NCMS and the presently low prem�ums.
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Changle county was that th�s m�ght cause d�ssat�sfact�on among pat�ents who needed 
hosp�tal�zat�on. In Zhangq�u, there were techn�cal problems w�th the computer system.

 Even though all the recommendat�ons were not �mplemented �mmed�ately, they st�ll had 
an influence on local policy-makers, several of  whom indicated their willingness to increase 
the individual premiums when most people could really enjoy the benefits from the NCMS. 
Training also played a significant role in influencing their thinking, with some suggestions that 
had not been accepted before be�ng put on to the agenda aga�n. For �nstance, all the three 
count�es expressed that, �n the next stage, they would try us�ng NCMS compensat�on as an 
incentive to improve patients’ compliance in the management of  chronic diseases.

 Wh�le from the beg�nn�ng, the research enjoyed the part�c�pat�on of  local pol�cy-makers, and 
local soc�al and econom�c cond�t�ons were taken �nto account, the new pol�cy recommendat�ons 
st�ll need to be adjusted and �mproved as the NCMS develops. Some �mportant pol�cy areas were 
not included in the project, such as whether the NCMS should aim at reducing the financial 
burden due to rare events of  catastroph�c d�sease, or the more frequent burden caused by the 
bas�c treatment of  common �llnesses. In pract�ce, both are targeted at present, but susta�nab�l�ty 
considerations require a more scientific approach to how NCMS reimbursements should be 
allocated between the two. Th�s w�ll be on the future research agenda for �mprov�ng equ�ty 
through the NCMS.

4.3 The effectiveness of  implementation (preliminary observations)

 Because the research programme �s st�ll �n a prel�m�nary phase, �t �s �mposs�ble to do a full 
evaluat�on. Accord�ng to mon�tor�ng reports from the project count�es, however, the research 
tem has already observed several pos�t�ve results.

• In all three count�es, the subs�dy from the three levels of  government was ra�sed by �0 to 
14 Yuan and average per capita financing was increased to 50 Yuan.

• D�fferent degrees of  re�mbursement are now offered for hosp�tal del�very and several 
families have received these NCMS benefits. In Donge, more pregnant women are using 
systemat�c antenatal health care serv�ces and rece�v�ng re�mbursement for them.

• Implementat�on of  the Med�cal Ass�stance Fund for the poor populat�on �mproved the 
equ�ty effects of  the NCMS and health serv�ce system. In Zhangq�u and Donge, the 
amount of  funds used �n �007 were h�gher than �n the prev�ous year.

• In Donge, the number of  beneficiaries receiving outpatient reimbursement increased by 
34% over the prev�ous year.

5. Experiences and lessons learned

There are no final conclusions yet because the project is still ongoing. However, the following 
exper�ences and lessons can be summar�zed based on the work to date.

�. Close collaboration between the research team and policy-makers is necessary. The lack of  collaborat�on 
mechan�sms �n most pol�cy research projects �n Ch�na �s a pr�mary reason why research 
results have not had much influence on policy. In this project, the research team worked 
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together w�th pol�cy-makers from the beg�nn�ng and good commun�cat�on among all 
stakeholders was ma�nta�ned throughout. Th�s was useful to help pol�cy-makers understand 
and part�c�pate �n the research and helped ra�se consc�ousness of  the�r respons�b�l�ty to 
�mplement the �ntervent�ons. The research team �nvolved pol�cy-makers �n the project who 
had exper�ence both �n pract�ce and research, wh�ch strengthened both the cred�b�l�ty and 
feasibility of  the findings and interventions.

�. Attention should be given to the communication strategy. The research results should be d�ssem�nated 
through effect�ve channels, such as through h�gher author�t�es, formal meet�ngs or tra�n�ng 
courses that attract more attent�on from part�c�pants and can �ncrease the�r sense of  
part�c�pat�on. Pedant�c and r�g�d theor�z�ng should be avo�ded, wh�le commun�cat�on as 
between equals �s necessary, espec�ally w�th grass-roots level staff. Pol�cy recommendat�ons 
should be based on r�gorous research but need not be presented �n very formal academ�c 
language. Researchers should adopt user-fr�endly language and use both facts and feel�ngs 
of  affinity to reach agreement with local policy-makers.

3. The research recommendations should be implementable and practical: For the grassroots pol�cy-
makers, conceptual suggestions are not enough: assistance in formulating concrete 
operat�onal measures �s also often necessary. Full cons�derat�on should be g�ven to the 
real�t�es of  pol�cy-mak�ng and the local env�ronment and tra�n�ng and susta�nable technology 
support are usually needed. It should not be assumed that the basel�ne survey ev�dence 
alone was respons�ble for the pol�cy changes. The �ssue of  ra�s�ng the personal prem�um �s 
an example of  how health pol�cy and pol�t�cs are �nterl�nked �n Ch�na, as elsewhere, and �t 
�s poss�ble that dec�s�ons to ra�se publ�c subs�d�es also responded to h�gher-level pol�t�cal 
pressure.

4. Timely monitoring and evaluation should be carried out following implementation: Th�s can espec�ally 
help local staff  to collect �nformat�on, d�scover problems and dev�at�ons, and offer 
recommendat�ons for �mprovement. It demonstrates the sense of  respons�b�l�ty of  the 
researchers and helps fac�l�tate �mplementat�on of  the new pol�c�es.

5. Research on policy issues should not be a one-time event or relevant to only a single stage of  system 
development. It should be a h�gh-level, cycl�cal process, progress�ng from the adopt�on of  
research results �nto new pol�cy and pract�ce, to the �n�t�at�on of  more and deeper research 
on emerg�ng �ssues. Ideally, research should prov�de cont�nuous support to pol�cy-
mak�ng.
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1. Summary

 Th�s paper descr�bes the ev�dence for and process that led to the �ssuance of  Pr�me 
Minister’s Decision No. 139/2002/QD-TTg on the health care for the poor in Viet Nam.  
According to the Decision, known as Decision 139 and issued on 15 October 2002, all people 
identified as poor (based on the national poverty line), are entitled to free health care at public 
health care fac�l�t�es and the�r health care cost �s covered by a Health Care Fund for the Poor 
(HCFP) that is to be established in every province/city and financed by the state budget.

 L�ke other low �ncome countr�es, V�et Nam faces a shortage of  fund�ng for the health 
care system. Start�ng �n �989, the Government �ntroduced user fees at publ�c health serv�ce 
fac�l�t�es, thereby un�ntent�onally mak�ng access to health serv�ce often unaffordable for the 
poor. To m�t�gate the �mpact of  user fees, the Government �ntroduced several pol�c�es to 
partly exempt the poor from payment for health serv�ces. However, the effect�veness and the 
coverage of  the exempt�on pol�c�es was very l�m�ted, due to �nadequate fund�ng and lack of  
strong pol�t�cal comm�tment from local government author�t�es.

 Dur�ng �00� and �00�, stud�es were conducted on the use of  health serv�ces, household 
expend�ture on health, equ�ty �n access to health serv�ces, and health outcomes. Th�s ev�dence 
was well documented and presented �n a ser�es of  nat�onal workshops and forums, wh�ch 
helped to consolidate political commitment among high level government offices, the national 
assembly and the finance sector to support the poor in paying for health care. At the same 
t�me, the grassroots health care system was be�ng strengthened, the nat�onal health �nsurance 
system was grow�ng, and econom�c growth prov�ded add�t�onal revenues. All these factors 
together created a synergy which helped influence the highest level of  government, and led to 
Dec�s�on �39.

 S�nce the �mplementat�on of  the Health Care Fund for the Poor �n �003, a number of  
studies were conducted to monitor and evaluate the programme’s impact and give feedback to 
government policy-making bodies. To further maximize the benefits of  the programme to the 
poor, in 2005, the Government decided to include all the poor into national compulsory health 
�nsurance programme, w�th prem�ums fully subs�d�zed from the central budget.

� M�n�stry of  Health V�et Nam
� Health Strategy and Pol�cy Inst�tute V�et Nam
3 Consultant
4 World Health Organ�zat�on, V�et Nam



64

Promoting health equity: evidence, policy and action 
Cases from the Western Pacific Region

64

2. Introduction and purpose

 Start�ng �n the late �980s, V�et Nam underwent major reforms towards a market economy. 
User fees at publ�c health fac�l�t�es were put �n place but created major barr�ers to access to 
health care, especially for the poor. The Ministry of  Health tried to find a policy that could 
help remove financial barriers for the poor, which would be acceptable to the Ministry of  
F�nance as well as the h�ghest government pol�cy-mak�ng bod�es.

 The Department of  Plann�ng of  the M�n�stry of  Health sought to conv�nce the M�n�stry 
of  F�nance to adopt a pol�cy to earmark resources to cover the health care costs of  the poor. 
During this process, questions arose about which modes of  financing and payment would 
maximize benefits to the poor.

 The latest pol�cy, known as Dec�s�on �39 on Health Care for the Poor was proposed and 
approved by the Pr�me M�n�ster �n �00�. The pol�cy was the result of  comb�n�ng appropr�ate 
ev�dence w�th strong pol�t�cal efforts. The purpose of  th�s paper �s to expla�n how ev�dence 
comb�ned w�th pol�t�cal factors and contr�buted to putt�ng th�s pol�cy �n place.

3. Background

3.1 Country context

 V�et Nam has a large populat�on of  84 m�ll�on, l�v�ng pr�mar�ly �n rural areas. About �4% 
of  the population belongs to one of  53 ethnic minority groups. Population growth has been 
reduced through an effect�ve populat�on pol�cy and total fert�l�ty rates are at replacement 
levels. Lower�ng the burden of  large fam�ly s�ze and of  a rap�dly grow�ng populat�on have 
contr�buted to econom�c development and poverty reduct�on (Table �).

 GDP growth has been relat�vely h�gh and stable s�nce �000, although half  of  the 
populat�on �s st�ll employed �n low-product�v�ty agr�culture. Poverty has fallen dramat�cally 
but rema�ns h�gh by �nternat�onal standards. W�th �ts rap�d rate of  development, V�et Nam �s 
expected to graduate from low-�ncome status to become a m�ddle-�ncome country �n a few 
more years.

 Currently, Viet Nam’s government health services consist of  a hierarchy of  five levels, 
start�ng w�th v�llage health workers and commune health stat�ons, followed by d�str�ct and 
prov�nc�al hosp�tals, and at the h�ghest referral level, the central hosp�tals. Grassroots-level 
fac�l�t�es and workers are w�dely ava�lable throughout the country, ensur�ng bas�c pr�mary and 
prevent�ve health care for all, although the qual�ty of  care var�es greatly across local�t�es, and 
tends to be worse �n remote and mounta�nous areas. In add�t�on to the publ�c health sector, 
the pr�vate sector �s grow�ng rap�dly. Currently, the pr�vate sector cons�sts almost ent�rely of  
pharmac�es and outpat�ent cl�n�cs, although the pr�vate hosp�tal sector �s grow�ng.

 Viet Nam spends about 5% of  its GDP on health (2003), which is about average for 
low- and m�ddle-�ncome countr�es. However, the publ�c share of  total expend�ture �s only 
around 30%, making health financing heavily reliant on private expenditure, mainly in the 
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form of  d�rect out-of-pocket payments by households.[�] Th�s form of  payment �s seen as the 
least equ�table and creates a substant�al barr�er to access, espec�ally for the poor. Except for 
some prevent�ve serv�ces, such as the expanded programme on �mmun�zat�on and a few free 
curat�ve act�v�t�es such as for tuberculos�s and malar�a, v�rtually all health care serv�ces requ�re 
payment, e�ther through prepayment mechan�sms, such as contr�but�ons to health �nsurance, 
or through d�rect out-of-pocket payment at the t�me of  seek�ng care. A nat�onal health 
�nsurance system ma�nly covers workers �n the formal sector, ret�red government workers, 
mer�tor�ous people, and, from �006, the poor (est�mated at about �0% of  the populat�on). 
For the rest of  the populat�on, voluntary health �nsurance �s offered, but the country �s st�ll 
struggl�ng to expand coverage to the ent�re populat�on.

3.2 Evolution of  HCFP policy

 The strategy for health care for the poor �n V�et Nam has three components. F�rst, 
the health sector g�ves h�gh pr�or�ty to the prevent�on and treatment of  health cond�t�ons 
part�cularly affect�ng the poor, e.g., ch�ldhood d�seases preventable by �mmun�zat�on, 
tuberculos�s, leprosy, malar�a, and HIV/AIDS. Second, the health sector has made substant�al 
�nvestments �n the health fac�l�t�es and health workers closest to the populat�on, namely, the 
v�llage health workers and Commune Health Stat�ons (CHS). Th�rd, the government �s try�ng 
to ensure the availability of  financial assistance to help the poor access curative care. This last 
component �s the focus of  th�s paper.

Table 1: Key statistics of  Viet Nam

Populat�on (�006)a 84 m�ll�on
Urban populat�on (�006)a �7%
Ethn�c m�nor�ty share (�999)b �3.8%
Populat�on growth rate (�006)a �.�6%
TFR (2005)c �.�
Real GDP growth (s�nce �000)a 7-8%
GDP per cap�ta (�006)a US$ 722
GDP per capita ($PPP) US$ 3500
Agr�cultural share of  GDP a �0%
Agr�cultural share of  labor forcea 50%
Poverty rate based on nat�onal poverty l�ne (�006)d �8.�% 
Poverty rate based on $2 a day (2006)e 36%
Total health spend�ng (�003)f 5.2% of  GDP
Publ�c share of  total health spend�ng (�003)f �9.9% 

Note: The poverty line is defined as the minimum level of  income deemed necessary to achieve an 
adequate standard of  living. For 2006, the national poverty line, as defined by the government, is VND 
�00,000 per month for rural areas and VND �60,000 per month for urban areas.
Sources: a General Statistics Office 2007; b General Statistics Office 2000; c General Statistics Office 
2006a; d MOLISA; e World Bank; f  Ministry of  Health 2006.
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 As Figure 1 shows, Viet Nam has experimented with policies to provide financial assistance 
to the poor for health care since the reforms that put in place user fees (Decision 45). After 
a short t�me, the government real�zed that the poor were not able to access health care, so 
exempt�ons were mandated, but w�thout a clear fund�ng source to compensate fac�l�t�es (Decree 
95). This was also found to be ineffective, as facilities could not exempt people from user fees 
�f  the�r costs were not covered through other fund�ng arrangements.

 In 1999, Circular 05 mandated government payment of  health insurance premiums for 
the poor, but l�m�ted fund�ng perm�tted coverage of  only part of  the populat�on. In add�t�on, 
coverage rema�ned low because prov�nc�al budgets were �nadequate and the prov�nces had 
difficulty identifying the poorest among the poor to receive health insurance or free health 
care cards (Figure 2). In 2002, by ensuring sufficient funding from central budget sources to 
cover all of  the poor, Dec�s�on �39 enabled the M�n�stry of  Health to overcome th�s ser�ous 
shortcom�ng. The next sect�on descr�bes how th�s �mportant change became poss�ble.

Sources: For poverty rates (percentage of  population living on less than 1 PPP$ per day): World Bank 
(2003); for health insurance coverage: Vietnam Health Insurance Agency, 2002a.
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Figure 1: Timeline of  policies on health care for the poor, 1989-2007

Figure 2: Number of  health insurance cards for the poor, 1999-2002
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4. Process leading to Decision 139 and health care fund for the poor

4.1 Use of  evidence

 A var�ety of  stud�es and reports had a cr�t�cal �mpact on the pol�cy-mak�ng process lead�ng 
to the des�gn of  the HCFP and the Pr�me M�n�ster�al Dec�s�on �39 of  �00�. They are rev�ewed 
below.

4.1.1 Evidence on the need for support to the poor

 Several qual�tat�ve and quant�tat�ve stud�es were conducted on use of  and expend�ture on 
health serv�ces. One study �nd�cated that �llness was one of  the most �mportant r�sks faced by 
the poor, and led to both a loss of  �ncome and h�gh med�cal costs.[�]. Others �nd�cated a very 
high financial burden on poor households from user fees at public hospitals.[3,4].

 A body of  evidence also showed that significant inequalities existed in access to health care 
and �n health outcomes. Us�ng household l�v�ng standard survey data from �993 and �998, a 
health sector review identified considerable differences across households in various income 
qu�nt�les w�th regard to contacts w�th health serv�ces.[3] F�gure 3 shows these d�fferences for 
publ�c hosp�tals and pr�vate cl�n�cs �n �998. At the same t�me, the rev�ew revealed that the 
better-off  capture a much larger share than the poor of  publ�c subs�d�es to hosp�tals. The 
rev�ew also found that �nequal�t�es had �ncreased between �993 and �998.

 The accumulated ev�dence on �nequal�ty was �mportant �n the pol�cy process lead�ng up to 
Decision 139, since it showed that measures needed be taken to provide financial support to 
the poor to ach�eve an equ�table health system, an �mportant goal of  the Government.

                         Source: World Bank, 2001

Figure 3: Annualized health services contact rates per capita 1998
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4.1.2 Review of existing policies

 Ev�dence generated from the analys�s of  prev�ous and ex�st�ng pol�c�es suggested that, 
desp�te �mprovements �n the mechan�sm to prov�de health care support to the poor, the pol�cy 
still had many flaws and needed to be substantially strengthened.
• Several stud�es lent support to the use of  health �nsurance as a mechan�sm to prov�de 

coverage for the poor. Most prov�nc�al health bureaus and hosp�tals supported use of  the 
health �nsurance mechan�sm, s�nce �t was a major �mprovement over the former d�rect 
re�mbursement scheme to support the poor, and �n part�cular, because �t guaranteed a 
payment to the hosp�tal to cover the cost of  the care prov�ded.[5]

• The very low enrollment rates of  rural res�dents �n voluntary health �nsurance �nd�cated 
the l�m�ted capac�ty of  the poor to pay the�r own prem�ums, thus lend�ng support to the 
�dea of  government subs�d�es.[4]

• Several stud�es �nd�cated problems result�ng from �nadequate prov�nc�al budgets �n poor or 
remote prov�nces,[6,7] even though the treasury had adequate resources to compensate. Th�s 
led provinces to reduce the number of  beneficiaries and created disincentives for facilities 
to treat poor pat�ents.

• Two stud�es h�ghl�ghted the fact that the prem�um for health �nsurance for the poor was 
set too low. The actual average health expend�tures re�mbursed by �nsurance ranged from 
VND 34,000 to 75,000 (approximately 16,000 VND to 1 US$), so the premium under 
Circular 5 of  VND 30,000 did not allow Vietnam Health Insurance Agency to cover costs 
of  re�mburs�ng prov�ders.[8,6]

 Th�s  ev�dence  lent  support to the �dea that the ex�st�ng support to the poor under  
Circular 05 should be expanded through use of  health insurance with an adequate premium. It 
also �mpl�ed that most of  the funds should be prov�ded from the central government budget 
rather than be�ng an �ncreased burden on prov�nc�al budgets.

4.2 Political commitment

 A cr�t�cal enabl�ng factor of  Dec�s�on �39 and the HCFP was the strong pol�t�cal 
comm�tment from the central and local levels to support�ng the poor and reduc�ng �nequ�t�es 
in health. The National Assembly’s Committee on Social Affairs and the Ministry of  Health 
attempted to h�ghl�ght the �ssue of  the lack of  affordab�l�ty of  health care for the poor. In 
many workshops and meetings the Ministry of  Health indicated the political will to: (1) give 
pr�or�ty to solv�ng the health problems of  the poor, (�) �ncrease access to health care among 
the poor, (3) reduce the financial burden on the poor resulting from use of  health care.

 The Communist Party’s and Government’s strategy of  social mobilization (“socialization”) 
emphas�zes the pol�t�cal goal of  health equ�ty and supports mechan�sms to ensure health care 
for the poor. Government Resolut�on 90 of  �997 promoted the establ�shment of  funds, w�th 
partial financial support from Government, to provide health care for the poor and to enhance 
the grass-roots health care network. Government Resolution 05 of  2005 on strengthening 
socialization in education, health, culture and sports added the objectives of: achieving universal 
health insurance coverage by 2010; increasing the number of  facilities allowed to accept 
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insurance reimbursements; and shifting from subsidizing providers towards subsidizing users 
through health �nsurance. The goal of  un�versal health �nsurance coverage was emphas�zed �n 
several other pol�cy documents as well.

 Decree 06 of  �00� of  the Central Party Comm�ttee on strengthen�ng the grassroots health 
care network indicated commitment to the importance of  basic health care. This reflected 
concern for the poor because the first contact of  the poor when they become ill is normally the 
Commune Health Stat�on (CHS) or d�str�ct hosp�tal. The commune health serv�ce benchmark 
(Dec�s�on of  370 of  �00�) �s another step forward by the M�n�stry of  Health to ensure qual�ty 
of  health care at the commune level.

 The Ministry of  Finance’s interest in increasing health spending in a pro-poor direction 
was an �mportant factor that cl�nched the agreement for the pol�cy. Grow�ng ev�dence that 
the Government was spend�ng too l�ttle on health, that �ts h�gh spend�ng on hosp�tals was 
pro-rich, and that hospital autonomy was likely to increase financial barriers to the poor from 
seek�ng health care, had put pressure on the M�n�stry of  F�nance. Thus, when a proposal was 
made for the central budget to �ncrease subs�d�es for health care for the poor, the M�n�stry 
of  F�nance was �nterested. The cruc�al comprom�se was the M�n�stry of  Health agreement to 
implement hospital autonomy more strongly (with the potential to reduce the financial burden 
of  hosp�tals on the state budget) �n return for the h�gher prem�um subs�dy for health �nsurance 
cards for the poor, thus reduc�ng the concern about the negat�ve �mpact of  hosp�tal autonomy 
on health equ�ty.

4.3 Enabling factors

 In add�t�on to the strong ev�dence and pol�t�cal comm�tment �n support of  the proposed 
pol�cy (namely, the HCFP), several other enabl�ng factors and c�rcumstances were cruc�al to 
the success of  pass�ng Dec�s�on �39.

 One cruc�al pre-ex�st�ng cond�t�on for roll�ng out a major ass�stance programme to prov�de 
curat�ve care to the poor �n V�et Nam was the ex�stence of  a w�despread health care system 
that extended down to the commune level. Th�s ensured that prevent�ve care and publ�c health 
measures were �n place throughout the country, reduc�ng the burden of  �nfect�ous d�sease that 
would have made curat�ve care exceed�ngly expens�ve for such a large populat�on and reduc�ng 
geograph�c access barr�ers.

 V�et Nam had begun �mplement�ng a soc�al health �nsurance pol�cy s�nce the early �990s. 
The V�etnam Health Insurance Agency was under �ntense pressure to �ncrease coverage of  the 
populat�on and was very amenable to a pol�cy �n wh�ch the Government would subs�d�ze health 
�nsurance cards for people who normally would not be able to afford them. In add�t�on, the 
ex�stence of  mechan�sms for �ssu�ng cards, ver�fy�ng pat�ent records and other areas of  health 
�nsurance adm�n�strat�on �n all prov�nces allowed the health care for the poor programme be�ng 
developed to rely largely on ex�st�ng structures, rather than hav�ng to start from scratch.

 The ex�stence of  a mechan�sm for �dent�fy�ng poor households under the Hunger 
Erad�cat�on and Poverty Reduct�on (HEPR) programme was an �mportant enabl�ng cond�t�on 
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that reduced the adm�n�strat�ve costs of  target�ng households under Dec�s�on �39.
 Rap�d econom�c growth, result�ng �n �ncreases �n budgetary funds ava�lable, was a cruc�al 
factor that enabled the Ministry of  Finance to make the financial commitment needed for 
Dec�s�on �39. Susta�nab�l�ty of  fund�ng �s cons�dered more l�kely under government budget 
financing than if  the policy were supported by donors.

4.4 Decision 139: Health Care Fund for the Poor

 On October 15, 2002, the Government of  Viet Nam promulgated Prime Ministerial 
Dec�s�on �39 on health care for the poor. Under th�s pol�cy, the prov�nces would set up health 
care funds for the poor funded pr�mar�ly through the Central budget, w�th the poss�b�l�ty of  
add�t�onal mob�l�zat�on of  funds from the prov�nce or other sources. Add�t�onally, the HCFP 
would purchase health �nsurance or d�rectly re�mburse health fac�l�t�es for serv�ces prov�ded to 
the poor. Eligible beneficiaries include the poor and some other vulnerable groups. Beneficiaries 
are to receive the same benefits as the compulsory-insured and measures were put in place to 
ensure that serv�ces were covered from the commune level upwards. The HCFP can also be 
used to support part�al payment of  the hosp�tal costs of  the near poor fac�ng h�gh healthcare 
costs �n connect�on w�th a chron�c or catastroph�c �llness.

 The M�n�stry of  Health �ssued gu�del�nes for the �mplementat�on of  Dec�s�on �39 �n �00�. 
In �003, most prov�nces formed management boards and establ�shed HCFPs, w�th the rest 
completing this task in 2004. In 2005, the Government introduced a new Health Insurance 
Decree 63, wh�ch requ�red, among other changes �n general health �nsurance regulat�ons, 
that all the HCFP beneficiaries be included in compulsory health insurance. Therefore, since 
2005, almost all provinces have adopted the health insurance mechanism to provide financial 
ass�stance to the poor for health.

5. Implementation and impact of  HCFP

 In �007, the M�n�stry of  Health conducted an �mpact evaluat�on study, w�th techn�cal �nputs 
from �nternat�onal partners. The study exam�ned �ssues �n the �mplementat�on process that 
may have affected �mpact, �nclud�ng the effect�veness of  target�ng. The �mpact on outcomes 
such as service use, out-of-pocket spending and living standards was analyzed. The findings 
were checked for cons�stency w�th data from the health �nformat�on system �n V�et Nam. 
Several qualitative studies of  Decision 139’s impact were also done. Some of  the key results 
from these stud�es are descr�bed �n th�s sect�on. These were used to recommend further HCFP 
pol�cy �mprovements.

5.1 Implementation process in the provinces

5.1.1 Findings from analysis of implementation at the provincial level

 Although the eligible beneficiaries are clearly specified in Decision 139 and the 
�mplementat�on c�rcular, there were d�fferences across prov�nces �n determ�n�ng el�g�b�l�ty. 
Some of  the var�at�on was due to log�st�cal �ssues, but some prov�nces chose not to cover the 
non-poor and others used HCFP funds to cover populat�on groups that should be covered 
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under d�fferent mechan�sms, but wh�ch were not adequately funded. Th�s ev�dence suggested 
the need for greater clar�ty �n the pol�cy gu�del�nes and to ensure coverage for poor people 
not officially recognized in HCFPs as such—for example, temporary residents—through an 
alternat�ve mechan�sm.

 Management boards were requ�red to �ssue e�ther a health �nsurance card or a free health 
care card to the beneficiaries. This proved to be a costly and time-consuming process in some 
provinces. Studies suggested the need to find a more efficient way to issue the cards, to monitor 
that cards actually went to the intended beneficiaries, and to ensure an alternative mechanism 
to prov�de temporary ass�stance for people whose cards conta�ned errors or were delayed.

 Dec�s�on �39 allowed the prov�nces a cho�ce of  prov�der re�mbursement mechan�sm. The 
prov�nces could e�ther purchase health �nsurance or arrange to d�rectly re�mburse prov�ders 
from the HCFP. In�t�ally, many prov�nces chose d�rect re�mbursement because of  �nadequate 
allocat�on of  funds to purchase health �nsurance. The var�at�on �n re�mbursement mechan�sms 
led to misunderstandings and management inefficiencies. In 2005, the new health insurance 
regulations in Decree 63 stipulated that all HCFP benefits should henceforth be administered 
through health �nsurance.

 Decision 139 intended to address the constraints of  previous policies to finance health 
care for the poor due to l�m�ted fund�ng by ensur�ng adequate fund�ng from the central 
level. However, many prov�nces reported that �nadequate allocat�ons from the prov�nc�al 
budget continued to be a problem, leading to under-coverage of  eligible beneficiaries. Low 
d�sbursement rates were a related problem. On the other hand, many prov�nces that rece�ved 
adequate funds d�d not spend all of  the funds they had been allocated. At the other extreme, 
some r�cher prov�nces w�th better med�cal fac�l�t�es and h�gh-tech serv�ces spent more than the 
money allocated for the HCFP, w�th the shortfall made up through the soc�al health �nsurance 
fund. These findings suggested the need for stronger measures to ensure that earmarked funds 
allocated from the central budget are actually used for the �ntended purpose, and to create 
the correct �ncent�ves and reduce barr�ers for the prov�nce to take advantage of  the resources 
ava�lable to help the poor.

 Dec�s�on �39 encourages use of  serv�ces at the commune level, but also re�mburses the 
poor when they requ�re pa�d care at the tert�ary level. However, �n �004, a large number of  
communes were not el�g�ble for health �nsurance re�mbursements, espec�ally �n d�sadvantaged 
regions. These findings indicated the need to further strengthen the quality of  grassroots health 
service facilities and find a mechanism that allows them to be reimbursed for services provided 
to the poor even �f  all the requ�rements are not met.

 At the other end, very few poor people benefited from tertiary level services through 
HCFP. Only 27 provinces referred Decision 139 beneficiaries to central hospitals in 2004. Of  
all Dec�s�on �39 pat�ents, the total share of  �npat�ents and outpat�ents v�s�t�ng central hosp�tals 
was only 0.13%. This low rate of  referrals for HCFP beneficiaries is partially attributable to 
the �nab�l�ty of  the poor to pay the non-med�cal costs of  seek�ng care at h�gher level fac�l�t�es. 
Also at play, however, �s the fact that the hosp�tal health �nsurance funds are used to re�mburse 
serv�ces for pat�ents they refer to tert�ary hosp�tals, w�thout prov�d�ng any control over the cost 
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of  the serv�ces prov�ded. Attempts are be�ng made to create mechan�sms to cover the non-
med�cal costs for the poor when referred, but cost control mechan�sms for referral hosp�tals 
re�mbursed by health �nsurance are not yet �n place, creat�ng d�s�ncent�ves for hosp�tals to refer 
any �nsured pat�ents, �nclud�ng the poor.

5.1.2 Effectiveness of targeting

 After a year of  �mplementat�on, mon�tor�ng showed that under-coverage was a major 
problem. Nearly half  of  those from households �n the lowest �ncome qu�nt�le had not yet 
rece�ved a health �nsurance card or free health care card by the t�me of  the V�et Nam L�v�ng 
Standard Survey (VHLSS) �n �004. The reasons g�ven by the HCFP management boards were 
difficulties in identifying those from low-income groups and ensuring that cards were issued 
and received by beneficiaries. It was, therefore, necessary to follow up the situation with the 
most recent survey �n �006, wh�ch was not publ�shed at the t�me of  wr�t�ng th�s paper.

 Local author�t�es cons�dered leakage a major concern, and made strong efforts to ensure 
that better-off  people should not receive HCFP benefits. About 22% of  cards were issued to 
people not eligible to receive benefits from the HCFP. When considering only the target group 
of  the poor, 48% of  cards were �ssued to people not �n the lowest �ncome qu�nt�le. Th�s was 
due to policy design that included non-poor residents of  135 communes and ethnic minorities 
in disadvantaged provinces as eligible beneficiaries (Figure 4).

 Analysis of  targeting effectiveness combined with provincial reports of  benefits leaking to 
the non-poor was useful in considering redefining eligibility of  beneficiaries. Under-coverage 
w�ll decl�ne as the pol�cy becomes �nst�tut�onal�zed and �ssuance of  cards becomes a regular 
act�v�ty. The pol�cy w�ll reta�n the poss�b�l�ty of  prov�d�ng ad hoc ass�stance for people fac�ng 
catastrophic health problems who had been missed in the process of  identifying beneficiaries. 
The des�gn of  the pol�cy has dropped certa�n better-off  groups from el�g�b�l�ty status.

Figure 4: Leakage of  HCFP benefits to non-poor, 2004
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Box 1: Awareness of  beneficiaries in Bac Giang and Hai Duong

Awareness among beneficiaries about the HCFP and its benefits is often weak, as the following quotes 
show.

 “We really lack �nformat�on about the HCFP. Some people do not know that they need to be 
prov�ded w�th health �nsurance cards because they are poor. Some people who do have the cards do 
not know what the HCFP benefits are and how they can use the health insurance cards.”

 “The v�llage leader gave a card to me and he asked me to keep the card for go�ng to health fac�l�t�es 
to receive treatment. I was not informed about its benefits. I do not know how the card can be 
used. I also do not know that we can rece�ve free health care at the CHS. I just found out by chance 
when I came to CHS to rece�ve treatment.”

5.1.3  Awareness of the HCFP among beneficiaries

 Awareness by the target population of  their eligibility for benefits is a vital indicator to 
assess �f  the HCFP funct�ons effect�vely. Household surveys conducted by the Health Strategy 
and Pol�cy Inst�tute (HSPI)[9,�0] identified reasons why people did not know about the HCFP 
and why they did not use it if  they were insured. They found that as awareness of  beneficiaries 
�ncreased over t�me, a h�gher percentage of  the target populat�on sought care at publ�c health 
fac�l�t�es when they became �ll.

5.1.4 Awareness of HCFP among other stakeholders

 Awareness of  the management board of  the HCFP, health workers, health �nsurance 
officials, labor officials and commune and village officials is another important indicator of  
effect�ve �mplementat�on of  the HCFP pol�cy.

 F�nd�ngs from a �004 study showed that the pol�cy was effect�vely d�ssem�nated only at 
the d�str�ct level. At the commune level, even health workers �n some communes reported that 
they d�d not know about HCFP pol�cy. A study �n �006 revealed that delays �n �mplement�ng 
the pol�cy at the grassroots level could be due to low awareness among stakeholders and 
officials responsible for implementing the policy. This indicated a need for better information 
d�ssem�nat�on to all stakeholders.

Box 2. Awareness of  other stakeholders in Bac Giang and Hai Duong

The following quotes illustrate levels of  awareness about the HCFP among various stakeholders:

 “Nobody told us about the HCFP. I never heard �ts name.”
 (A person �n charge of  hunger el�m�nat�on and poverty reduct�on �n the commune)

 “Even though we are health staff  of  the Commune Health Stat�on (CHS) who prov�de health care 
serv�ces, we were not �nformed that the CHS �s respons�ble for prov�d�ng health serv�ces for �nsured 
persons. We only knew when poor persons came to the CHS for consultat�on and treatment and 
they told us about �t.”
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5.2 Evidence of  impact and outcomes 

 An �mpact evaluat�on us�ng data from the �00� and �004 VHLSS found ev�dence of  a 
positive impact on use of  health services by HCFP beneficiaries during the first two years 
of  implementation of  the programme. Inpatient service use by beneficiaries was 11% higher 
than by non-beneficiaries, and 17% higher for outpatient services. Since only state providers 
could provide benefits during the initial period of  the programme, there was an expected shift 
from private to state providers by beneficiaries. Decision 139 also appears to have reduced 
self-treatment, as �nd�cated by a reduct�on �n expend�ture on self-treatment by households 
with HCFP beneficiaries.

 Province-level data supported these findings. From 2003 to 05, the HCFP contributed 
to a larger increase in use of  services by beneficiaries from poorer provinces than from 
richer provinces. The consistency of  these findings suggests the possibility that the health 
�nformat�on system could be used for mon�tor�ng th�s pol�cy rather than more compl�cated, 
hard to understand techn�ques.

 In general, out-of-pocket expenditure was reduced, and HCFP beneficiaries spent less 
than non-beneficiaries on health care. The impact was greater for inpatient care (44% lower 
for beneficiaries) than outpatient care (4% lower). The HCFP also reduced the incidence of  
catastrophic spending (defined as spending on health care that amounts to higher than 40% 
of  non-food expenditure), which was 14% lower for beneficiaries.

 Th�s early ev�dence of  pos�t�ve �mpacts was �mportant �n ma�nta�n�ng the pol�t�cal and 
financial support for continuing the policy.

5.3 Routine monitoring

 The HCFP has been monitored since the policy was first implemented. Monitoring has 
helped to �dent�fy problems and shortcom�ngs �n �mplementat�on as well as several constra�nts 
of  the current monitoring system, including: delays in reporting, incomplete reports, lack of  
a clear and cons�stent mon�tor�ng plan w�th �nd�cators, and lack of  cooperat�on between the 
var�ous �mplement�ng agenc�es. Th�s �nd�cates the need for clearer allocat�on of  report�ng 
respons�b�l�ty among the �mplement�ng agenc�es for �mprov�ng the performance of  the 
HCFP.

6. Revision of  policy based on evidence on implementation evaluation 
of  impact

 As described, various evaluations have produced a significant amount of  evidence on the 
implementation process and HCFP’s impact on outcome indicators, leading to revisions in 
the policy:
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6.1 Recent changes affecting health care for the poor policy

 A new poverty threshold was issued in 2005 to ensure that Viet Nam’s poverty thresholds 
meet international definitions. This almost doubled the number of  poor between 2004 and 
2005. The list of  the poor is revised almost every year and HCFP assistance was expanded 
to include the additional number of  poor because funds were considered sufficient to do 
so.

 Decree 63 was issued in 2005, revising the social health insurance regulations. This 
decree made health �nsurance for the poor compulsory, w�th funds to come from the state 
budget. The package of  serv�ces covered now �ncludes an expanded l�st of  drugs and 
d�agnost�c/treatment serv�ces for both poor and non-poor �nsured. The ma�n �mpetus for 
these pol�cy changes was to move towards the pol�t�cal goal of  un�versal health �nsurance 
coverage by mak�ng �t compulsory for add�t�onal soc�al groups and by attract�ng more people 
to voluntary insurance, but also has clear positive impacts on benefits for the poor.

 The M�n�stry of  F�nance �ncreased the prem�um for health �nsurance for the poor from 
VND 50,000 per beneficiary to VND 60,000 per beneficiary in 2006 and VND 80,000 per 
beneficiary in 2007.

6.2 Proposed revisions to Decision 139

 The draft of  a rev�s�on of  Dec�s�on �39 has been subm�tted to the Government and �s 
wa�t�ng to be approved. The rev�s�on w�ll allow the HCFP to re�mburse pr�vate prov�ders 
supply�ng health care to the poor, as long as that they are selected and contracted by a health 
�nsurance agency. The or�g�nal Dec�s�on allowed re�mbursement of  only publ�c prov�ders, 
wh�ch resulted �n a sh�ft �n health-care seek�ng by the poor, away from pr�vate prov�ders 
and towards the already overcrowded publ�c sector. There was pol�t�cal pressure to create a 
level playing field for private providers, and expanding the private sector is seen as a way to 
reduce the burden of  �ncreased use of  publ�c sector serv�ces.

 The new decision also proposes important changes regarding beneficiaries. Non-poor 
residents of  communes categorized as being in difficult circumstances and non-poor ethnic 
m�nor�ty people who are almost fully �ntegrated �nto the nat�onal development process are 
no longer included as beneficiaries. These changes were introduced primarily as a result 
of  pol�t�cal pressure from the prov�nces that were concerned about leakages to non-poor 
people �nherent �n the or�g�nal HCFP des�gn.

 Lack of  clar�ty about el�g�b�l�ty �n the or�g�nal Dec�s�on �39 led to a rev�sed prov�s�on 
for ass�stance to the near-poor (such as non-ethn�c m�nor�ty people l�v�ng �n rural and 
mountainous regions) in the form of  a significant subsidy for voluntary health insurance 
prem�ums. Stud�es us�ng household survey data also produced clear ev�dence of  the need 
for ass�stance among the near-poor.

 The rev�s�on to the pol�cy also allows HCFP to cover expend�tures not covered by 
health �nsurance to a max�mum amount of  VND �0 m�ll�on per ep�sode. HCFP funds can 
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also be used to support treatment costs up to VND �0 m�ll�on for the un�nsured who face 
sudden difficulties due to high costs.

 The earl�er pol�cy d�d not requ�re report�ng to the M�n�stry of  Health, but the rev�sed pol�cy 
makes reporting requirements clearer. Provincial and City People’s Committees are required to 
prepare annual reports to the M�n�str�es of  F�nance and Health, wh�ch w�ll �n turn synthes�ze 
them �nto a report to the Government.

7. Conclusions

 The M�n�stry of  Health and other stakeholders successfully used ev�dence (such as ev�dence 
on the burden of  health care costs for the poor or on �nequal�t�es �n health care) to conv�nce 
key government �nst�tut�ons such as the M�n�stry of  F�nance that �mproved and expanded 
pol�c�es to support the poor were needed. The pol�t�cal negot�at�on process was also �mportant 
�n th�s regard. Lessons learned from �mplement�ng ex�st�ng pol�c�es for the poor were used to 
des�gn an �mproved pol�cy.

 Another lesson learned from Viet Nam’s experience is that once investments in health 
infrastructure and systems have improved basic health and the country’s economy begins to 
develop, concern can sh�ft toward ensur�ng health equ�ty �n curat�ve and hosp�tal care. If  the 
basic package of  primary health care has not been provided, it is inefficient and ineffective 
to focus efforts and resources on ensur�ng curat�ve care for the poor as a means to ach�ev�ng 
health equ�ty.

 Another important lesson is that the HCFP benefited from other pro-poor programmes to 
assist in identifying beneficiaries. While the identification process is not flawless, the existence 
of  other pro-poor programmes d�d fac�l�tate the process. Notably, there �s pol�t�cal consensus 
at the central and local levels on which people should benefit from the policy.

 Ensur�ng that free health care cards w�th correct �nformat�on actually come �nto the hands 
of  the poor has been a b�g challenge. There �s, therefore, a need for backup sources of  funds 
for fac�l�t�es to prov�de serv�ces to people who have not yet rece�ved cards, or whose cards 
conta�n �ncorrect �nformat�on, but who are clearly poor, wh�le �mprov�ng �nformat�on systems 
and perhaps extend�ng the per�od of  val�d�ty of  the cards.

 Ensur�ng that the poor actually use the�r health care cards may also be a challenge, �f  there 
�s d�scr�m�nat�on �n the prov�s�on of  serv�ces for people w�th free health care cards. Informat�on 
d�ssem�nat�on �s very �mportant, but must be comb�ned w�th mechan�sms to ensure that the 
poor are g�ven adequate care.

 Gu�del�nes prov�ded to the prov�nc�al management boards from the central level were 
�n�t�ally not been clear enough for the prov�nces to �mplement all aspects of  the programme. 
Recent decentralization of  government administration and public finance was intended to 
allow greater local flexibility in implementing policies and using resources to achieve policy 
object�ves. But when local management capac�ty �s l�m�ted, decentral�zat�on results �n greater 
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need to follow rules g�ven from above, and pol�c�es often do not get �mplemented �f  those 
rules are not clear. Wr�tten gu�del�nes need to be clear, but also allow for d�fferent local 
conditions. The guidelines need to be accompanied by additional support through field visits 
and mon�tor�ng and evaluat�on mechan�sms.

 Funds must actually be d�sbursed on t�me and allocated to the �nsurance �mplementers �n 
the prov�nces. There needs to be cooperat�on between ent�t�es at the prov�nc�al and d�str�ct 
level for mon�tor�ng each other and for ensur�ng that funds are spent correctly.

 An important lesson learned from Viet Nam’s experience with implementing HCFP is 
that �t �s cr�t�cal to cons�der and plan for the effects of  a new pol�cy on key stakeholders, 
such as health fac�l�t�es and the health �nsurance agency. Many CHS and d�str�ct hosp�tals 
were �ll-equ�pped to deal w�th the substant�al �ncreases �n the use of  serv�ces. In add�t�on, 
�mplementat�on of  the pol�cy led to enormous �ncreases �n adm�n�strat�ve work for health 
�nsurance system employees.

 Clearly, there are many aspects of  the pol�cy that rema�n to be worked out, and many 
circumstances particular to Viet Nam. However, the health sector is confident of  the direction 
�t �s tak�ng to prov�de health care for the poor, and of  �ts ab�l�ty to adapt and �mprove �t over 
t�me.
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Scaling up primary health care in the Lao 
People’s Democratic Republic using evidence 
from a long-term primary health care 
development project
Carol Perks�, Dr. Khamla Phouthonesy�, and Dr. Steve Fabr�cant3

1.  Summary   

 From 1992 to 2006, the Ministry of  Health in the Lao People’s Democratic Republic 
and the Sayaboury prov�nc�al health department �mplemented a pr�mary health care (PHC) 
development project �n th�s prev�ously underserved, ethn�cally and l�ngu�st�cally d�verse 
reg�on �n the northern part of  the country. A non-governmental organ�zat�on (NGO), Save 
the Ch�ldren Austral�a (SCA), prov�ded techn�cal adv�ce and support, w�th AusAID fund�ng. 
Progress was steady throughout the four expans�on phases of  the project, and the prov�nce 
now enjoys health �nd�cators equal to those �n more developed countr�es. Deta�led evaluat�ons 
of  the project, carried out in 1998 and 2004, showed evidence of  great progress and identified 
reasons for the success of  many project act�v�t�es.

 In contrast to most health development projects in the Lao People’s Democratic Republic, 
the Sayaboury project was a “bottom-up” process. The lessons learned were carefully 
documented, and are the bas�s of  th�s case study. Key to the success of  the project were a 
constant focus on the commun�ty and �ts needs, the recogn�t�on of  trad�t�onal pract�ces and 
cultural and language d�fferences, and outreach to remote commun�t�es. Although successful 
outcomes were known and d�ssem�nated as early as �998, another attempt to apply the same 
approach to primary health care development in the Lao People’s Democratic Republic was 
not �n�t�ated unt�l �006. Th�s paper exam�nes the ev�dence that repl�cable and susta�nable health 
�mprovements were ach�eved at low cost, how the ev�dence was used, and �ts appl�cab�l�ty for 
large-scale health sector development projects.

 The health sector in the Lao People’s Democratic Republic depends heavily on external 
donor support. The larger donors support �n mult�-sector econom�c development and poverty 
reduction efforts and, therefore, have significant influence on health policy at the central level. 
In some countr�es, sector-w�de approaches (SWAps) have �mproved donor coord�nat�on and 
produced a s�ngle approach to pr�mary health care development, but th�s has not happened 
in the Lao People’s Democratic Republic. The influence of  NGOs and other lobbies for the 
commun�ty-focused pr�mary health care approach are weak compared to the large donors.

 The major donor-supported projects are usually large �n scale, but, due to relat�vely slow 
decentral�zat�on �n health, plann�ng and management sk�lls are stronger �n the central M�n�stry 
of  Health and, to some degree, at prov�nc�al level. These projects therefore use a “top down” 

1 Save the Children Australia, The Lao People’s Democratic Republic
2 The Lao People’s Democratic Republic Ministry of  Health, Sayaboury Province
3 WHO/WPRO consultant
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approach, ma�nly supply�ng �nfrastructure and equ�pment, re�nforc�ng central and prov�nc�al-
level management, and supplement�ng fund�ng for vert�cal programmes.

 Even some countr�es w�thout formal SWAps, such as Cambod�a, have ach�eved agreement 
between donors and governments on pol�cy and jo�nt fund�ng of  pr�mary health care development 
p�lots, w�th local and �nternat�onal NGOs cont�nu�ng to play a major role �n pr�mary health care 
projects work�ng at d�str�ct and v�llage level. In�t�al doubts about the repl�cab�l�ty of  the approach 
used �n Sayaboury were reduced as new local NGOs sprang up �n response to the ava�lab�l�ty 
of  donor funds. Although the commun�ty-focused approach requ�res long-term comm�tments 
and attention to primary health care principles, its alternative—the “top-down” capital-intensive 
approach—does not guarantee that improved outcomes will be seen quickly either.

2.  Background and health policy in the Lao People’s Democratic 
Republic

 The Lao People’s Democratic Republic is one of  the least developed and poorest countries 
�n the world. In �00�, the �nfant mortal�ty rate was more than three t�mes h�gher than that 
�n ne�ghbour�ng Tha�land and V�et Nam, and the fert�l�ty rate was more than tw�ce that of  
its neighbours. The maternal mortality ratio was approximately 405 per 100 000 live births[�] 
compared w�th 44 �n Tha�land and �30 �n V�et Nam. H�ghland ethn�c m�nor�ty groups tend to 
do less well than the major�ty populat�on w�th respect to these �nd�cators.

 Many recent �mprovements �n health outcomes can be cred�ted to the establ�shment of  
an accessible health delivery service (see Table 1). According to data from the 1995 and 2005 
censuses and the 2000 health survey, the under-five mortality rate declined from 170 per 1,000 
live births in 1990 to 98 in 2005,[�] while the maternal mortality ratio declined from 750 to 405 
per 100,000 live births. Life expectancy has risen to 63 years in 2005 from 45 in 1985, mortality 
for malar�a has been reduced by 60% �n rural areas s�nce �996, and access to clean water has 
increased from 31.8% in 1995 to 43% in 2004.[3] The trend �n the prevalence of  undernutr�t�on 
is uncertain, but undernutrition is currently estimated to affect 30% of  children under five.

 The Lao People’s Democratic Republic is gradually adopting a market-oriented economy, 
with fairly good economic growth, except in the aftermath of  the 1997 Asian financial crisis. 
The use of  health serv�ces, a general proxy �nd�cator for �mprovement of  health serv�ces and 
pat�ent sat�sfact�on, has �ncreased, but not at the pace that m�ght have been expected from 
the �nvestment �n expand�ng the network of  health serv�ces. In the rugged, mounta�nous areas 
of  the country, the health of  those l�v�ng �n rural and remote v�llages �s further challenged by 
limited access to the benefits of  economic development and to social services. Most households 
�n the 7� poor d�str�cts and 47 poorest d�str�cts cons�st of  subs�stence farmers l�v�ng �n rural and 
remote v�llages. The �ncome gap and the health d�spar�t�es between urban and rural populat�ons 
are increasing. As many as 76% of  the villages and 50% of  households are considered poor and 
lack�ng �n essent�al serv�ces.[4]

 The public sector faces considerable governance challenges in ensuring the efficient use 
of  health service resources. The World Bank’s public expenditure review for the Lao People’s 
Democratic Republic (2002) identifies the critical underfunding of  the health sector, and in 
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part�cular, the low fund�ng of  recurrent expend�tures as a major �ssue. Moreover, health expend�ture 
account�ng needs to be strengthened and made more transparent. Current total health expend�ture 
is estimated at 3.9% of  gross domestic product (GDP) or US$ 17 per person per year, with 60 to 
80% of  th�s tak�ng the form of  out-of-pocket expend�ture �ncurred at the t�me of  serv�ce.[5]

 A system of  primary health care based on village cooperatives existed in the Lao People’s 
Democrat�c Republ�c even pr�or to the Alma Ata conference. However, nat�onal strateg�es were 
not always carefully planned, lead�ng to the dom�nance of  rather vert�cal�zed d�sease control 
programmes, a s�tuat�on that st�ll poses a challenge to the effect�ve coord�nat�on of  pr�mary 
health care.[6] From �980 to �00�, four nat�onal health meet�ngs were held to evaluate prev�ous 
performance and plan future operations, resulting eventually in the first National Policy on Primary 
Health Care �n January �000. The pol�cy recogn�zes pr�mary health care as the most cost-effect�ve 
approach for address�ng common health problems of  the rural poor, �n part�cular women and 
ch�ldren.

 The Health Sector Strategy to the Year 2020 is a key policy document (see Box 1). The policy 
for pr�mary health care �s based on a h�gh degree of  decentral�zat�on, wh�ch g�ves prov�nc�al-level 
adm�n�strat�on the key role �n the �mplementat�on of  health care serv�ces. The central M�n�stry 
of  Health �s respons�ble for health sector plann�ng, pol�cy development, coord�nat�on, external 
financing and evaluation, while the provincial and lower levels are responsible for strategy 
development, plann�ng, budget�ng and �mplementat�on. A Steer�ng Comm�ttee coord�nates and 
superv�ses donor-ass�sted projects. Prov�nc�al pr�mary health care coord�nat�on un�ts have been 
establ�shed, s�tt�ng at a h�gh level �n the prov�nc�al structures, �mmed�ately below the prov�nc�al 
health officer. The higher status accorded to primary health care coordination should allow 
�mproved coord�nat�on of  all pr�mary health care components, even �f  they are currently be�ng 
funded through more vert�cal and central�zed structures.

Box 1: Basic Concepts for Health Development Strategies to Year 2020

The Health Strategy to �0�0 has emphas�zed the follow�ng four bas�c concepts, wh�ch w�ll be used to 
guide future health development efforts:

•  Equ�ty of  Healthcare Serv�ces
•  Early Integrat�on of  Healthcare Serv�ces
•  Demand-Based Healthcare Serv�ces
•  Self-rel�ant Healthcare Serv�ces

Six Major Directions for Health Development to the Year 2020

The Health Strategy to 2020 stresses six directions for health development:
•  To strengthen the capab�l�ty of  health staff  �n terms of  att�tudes, eth�cs and techn�cal sk�lls �n 

order to ensure high quality services;
•  To improve community-based health promotion and disease prevention;
•  To improve and expand hospital services at all levels and in remote areas;
•  To promote utilization of  traditional medicine by integrating modern and traditional care;
•  To promote scientific and research activities for health development;
•   To ensure effective health management, including administration, finance and health insurance 

systems.

Source: JICA Master Plan for Lao PDR
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 The M�n�stry of  Health has developed an organ�zat�onal structure, system des�gn, 
pol�c�es and plans relat�vely qu�ckly. At the prov�nc�al level, plann�ng, budget�ng, and other 
management sk�lls have been upgraded. Most prov�nces have well-tra�ned staff  and new 
pr�mary health care management systems. Decentral�zat�on should, �n theory, �mprove the 
efficiency and effectiveness of  services, but core interventions are still delivered through 
vert�cal programmes that are centrally managed and do not always �ntegrate well w�th prov�nc�al 
serv�ces. W�th the gradual devolut�on of  adm�n�strat�ve author�ty, d�str�cts are respons�ble 
for planning and budgeting. Newly-decentralized provincial and district health offices are 
struggl�ng to cope w�th the�r �ncreased techn�cal and management respons�b�l�t�es.[7]

 The district health system has three main components: the district health service, the 
commun�ty, and v�llage-level health prov�ders. The d�str�ct health serv�ce cons�sts of  the 
district health office, district hospital, health centers, and community-level health workers.[8] 
Decentral�zat�on �s �ntended to help bu�ld commun�ty part�c�pat�on and self-rel�ance and 
ensure that serv�ces are demand-dr�ven. However, poorer prov�nces have somet�mes been at 
a d�sadvantage follow�ng decentral�zat�on, as central level resources were cut off.

 By the late 1990s, difficulties in access at peripheral levels, low levels of  effective demand 
for serv�ces (that �s, need for serv�ces, backed by econom�c buy�ng power) and the poor qual�ty 
of  serv�ces were recogn�zed as �ssues to be addressed. Several approaches were proposed, 
including mobile clinics, shifting more qualified providers to health posts and organizing 
drug revolv�ng funds (DRFs) where they d�d not ex�st.[9] The recent M�n�stry of  Health/
Japan Internat�onal Cooperat�on Agency (JICA) Master Plan study st�ll found these �ssues �n 
2001:

“Due to the shortage of  budgets and staff, district health offices and health centers rarely 
del�ver substant�ve health serv�ces to v�llages other than some vert�cal programmes... Even 
�n those vert�cal programmes, some health staff  do not have the requ�s�te commun�cat�on 
sk�lls, and they do not conduct act�v�t�es together w�th v�llagers �n an �nteract�ve manner. 
People’s participation is generally weak in the health sector, with the exception of  some 
donor projects.”[�0]

 The Master Plan identified another general issue that poses a challenge to the success of  
primary health care in the Lao People’s Democratic Republic:

“Although the central government has the stated goal of  secur�ng access of  m�nor�ty 
people to health serv�ces even �n remote areas, the same types of  programmes and 
strateg�es are promoted throughout the country. Such und�fferent�ated or non-strateg�c 
approaches are ne�ther real�st�c nor effect�ve �n prov�d�ng bas�c health serv�ces to remote 
areas. Approaches or strateg�es spec�ally des�gned for remote areas are requ�red.”

 Although the Sayaboury Project began a decade before the above observat�ons were 
recorded, �t has focused �ts �ntervent�ons on these �ssues and ra�sed demand by �mprov�ng 
qual�ty and meet�ng the needs of  the populat�on.
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3.  The Sayaboury project

 A remote mounta�nous prov�nce on the western s�de of  the Mekong R�ver, Sayaboury 
Prov�nce had a populat�on of  3��,000 �n �003. It shares a long border w�th Tha�land and ��% 
of  the populat�on belongs to 33 ethn�c m�nor�t�es. In �99�, Save the Ch�ldren Austral�a (SCA) 
began working with the Provincial Health Office in a setting of  inadequate infrastructure, 
difficult transportation and communications, and isolated and under-trained health staff.

 The first steps in building the health system were to strengthen the provincial and district 
hosp�tals by tra�n�ng health staff, and prov�de the necessary �nfrastructure, equ�pment and 
essent�al drugs. A funct�onal system was necessary so pat�ents and staff  could be referred 
from the village level with confidence. Maternal and child health services were used as an 
entry po�nt for strengthen�ng other pr�mary health care serv�ces.[��] The first phase focused 
on strengthen�ng the sk�lls of  the prov�nc�al management team, wh�ch conducted tra�n�ng 
for d�str�ct teams and d�spensary staff, and tra�ned v�llage health volunteers (VHVs) and 
trad�t�onal b�rth attendants (TBAs). F�xed and mob�le maternal and ch�ld health cl�n�cs were 
developed, d�spensar�es constructed or upgraded, and essent�al equ�pment prov�ded. D�str�ct 
mob�le health teams v�s�ted each v�llage at least tw�ce a year to prov�de health educat�on �n 
local languages, and also prov�ded curat�ve care, antenatal care, �mmun�zat�on, fam�ly plann�ng 
and growth mon�tor�ng. D�str�ct teams conducted quarterly “Health Days” at each d�spensary, 
mon�tor�ng the qual�ty of  serv�ces, conduct�ng tra�n�ng, and prov�d�ng cl�n�cal serv�ces.

 Dur�ng the second phase, the programme expanded �nto four add�t�onal d�str�cts and 
focused on �ntegrat�ng pr�mary health care act�v�t�es. D�str�ct hosp�tals were prov�ded w�th 
equ�pment and tra�n�ng to �mprove the qual�ty of  referral serv�ces and the�r capac�ty to support 
v�llage-level act�v�t�es. Seed cap�tal and tra�n�ng �n the management of  DRFs were prov�ded 
at d�str�ct and d�spensary level. A health �nformat�on system and rout�ne mon�tor�ng and 
evaluat�on framework were developed, �nclud�ng s�x qual�ty �nd�cators.

 The th�rd phase expanded �nto four newly-created remote d�str�cts �n the north of  the 
prov�nce. The fourth phase a�med to strengthen the sk�lls of  health workers, espec�ally �n the 
new d�str�cts. Tra�n�ng was mostly conducted �n the Lao language, and was complemented 
by tra�n�ng �nputs from the SCA adv�sor and others, study tours, postgraduate publ�c health 
courses and cl�n�cal placements �n V�ent�ane and Tha�land. The Integrated Management of  
Ch�ldhood Illness strategy was adopted �n all the d�str�cts. Stud�es showed h�gh prevalence 
of  nutr�t�on-related cond�t�ons �n ch�ldren, wh�ch became a focus of  prevent�ve act�v�t�es and 
health educat�on.

4.  Developing evidence that the programme was effective

 The programme was evaluated �n early �004 by the prov�nc�al management team and 
an external evaluat�on adv�ser. The assessment used a var�ety of  methods, �nclud�ng the 
following:

• Reports and documents, �n Engl�sh and �n Lao, were rev�ewed, �nclud�ng Health Data 
Summar�es (�997–�003) and S�x-Monthly Pr�mary Health Care Act�v�ty Reports.
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• Part�c�patory evaluat�on workshops were held, �n wh�ch four doma�ns of  change were 
examined: district capacity, provincial management capacity, quality of  health services 
�nclud�ng commun�ty percept�ons, and �mpact on populat�on health.

• Impact data from the rout�ne health �nformat�on system were rev�ewed for �997–�003 as 
were findings from the 1999, 2001 and 2004 population surveys in the northern districts. 
Some data der�ved from the health �nformat�on system were cons�dered poss�bly �naccurate, 
espec�ally report�ng of  b�rths and deaths, s�nce there �s no v�tal reg�strat�on system, and 
had to be verified independently.

 The primary health care programme achieved significant gains when compared with 
nat�onal health �nd�cators (see Table �). Prov�nc�al health serv�ces expanded to �nclude 69 
d�spensar�es del�ver�ng cl�n�cal serv�ces and commun�ty-based health promot�on serv�ces. By 
2003, 92% of  households in the province were living within 5 km or 60 minutes’ walk from a 
health fac�l�ty. Improvements �n access were accompan�ed by a tr�pl�ng of  the use of  outpat�ent 
serv�ces between �997 and �003. The fac�l�ty use rate �n �003 (39� per �000 populat�on) was 
more than double the nat�onal rate.

Table 1. Key health indicators in Sayaboury Province (2003) compared with 
national data from the Lao People’s Democratic Republic (Lao PDR) (2002)

Indicator Sayaboury (2003) Lao PDR (2002)
L�fe expectancy (both sexes) 7� years 59 years
Crude mortal�ty rate 3.3 per �000 populat�on 6.3 per �000 populat�on
Crude b�rth rate �3 per �000 populat�on 34 per �000 populat�on
Infant mortal�ty rate �3 per �000 l�ve b�rths 8� per �000 l�ve b�rths
Under-5 mortality �9 per �000 l�ve b�rths �06 per �000 l�ve b�rths
Maternal mortal�ty rat�o ��0/�00 000 l�ve b�rths 530 per 100 000 live births
Source: Perks et al. Bullet�n of  the World Health Organ�zat�on, February �006, 84 �.

 The province-wide under-five mortality rate in 2003 was 29 per 1000 live births and the 
�nfant mortal�ty rate was �3 per �000 l�ve b�rths, compared w�th nat�onal rates of  �07 and 8�. 
The �nfant mortal�ty rate was �� per �000 l�ve b�rths, down from 47 per �000 l�ve b�rths �n 
1999. This low reported infant mortality rate was confirmed by a population survey in the four 
northern (least developed) d�str�cts �n �004.

 The proport�on of  pregnant women hav�ng at least three antenatal cl�n�c v�s�ts �ncreased 
from 24% in 1997 to 58% in 2003, compared with 20% nationwide. Training and supervision 
of  TBAs led to an �ncrease �n attended del�ver�es �n the northern d�str�cts, from �7% of  b�rths 
�n �999 to 47% �n �004. Moreover, all d�str�ct hosp�tals �n the prov�nce were now able to prov�de 
bas�c emergency obstetr�c care. The maternal mortal�ty rat�o decreased from ��8 per �00 000 
live births (probably under-reported) in 1998 to 110 in 2003, compared with 530 nationally. 
G�ven that 86% of  women del�vered at home and comprehens�ve emergency obstetr�c care was 
not ava�lable �n most d�str�ct hosp�tals, the reduct�on was attr�buted to greater b�rth spac�ng, 
good coverage of  antenatal care, the tra�n�ng of  TBAs, h�gh rates of  attended del�ver�es, and 
the ava�lab�l�ty of  bas�c emergency obstetr�c care.
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 The decl�ne �n mortal�ty �s cons�stent w�th lower morb�d�ty and �mproved health behav�ours. 
Reported cases of  malar�a have stead�ly decl�ned s�nce �998. In �003, 73% of  households 
used an �mpregnated bednet (compared w�th �4% nat�onally), and mortal�ty from malar�a 
had decreased from 15.8 per 100 000 in 1995 to 2.5 in 2003. Significant improvements were 
observed �n �nfant feed�ng pract�ces, w�th 63% of  mothers g�v�ng the�r ch�ldren oral rehydrat�on 
solut�on dur�ng d�arrhoea ep�sodes �n �004.

5.  Influencing primary health care policy

 The �999 evaluat�on descr�bed the �ssues addressed and the lessons learned �n establ�sh�ng 
pr�mary health care �n Sayaboury over an e�ght-year per�od. SCA and the Austral�an Agency 
for Internat�onal Development (AusAID) d�ssem�nated the approaches and successes of  the 
project within the Lao People’s Democratic Republic and the development community.

 The �ssues and lessons drawn from the Pr�mary Health Care Project �n Sayaboury are 
interrelated:
• A project management team approach evolved from a small number of  counterparts 

work�ng w�th an expatr�ate adv�sor. Th�s greatly strengthened teamwork and fostered 
commun�cat�on and cooperat�on between the prov�nc�al and d�str�ct levels.

• Long-term ass�stance and personal cont�nu�ty of  ass�stance resulted �n a good understand�ng 
of  the project and contr�buted to good relat�onsh�ps among all stakeholders. Long-term 
comm�tment �s requ�red by the �mplement�ng and fund�ng agenc�es.

• All project act�v�t�es were �mplemented by government staff, w�th techn�cal and resource 
support from SCA. Develop�ng th�s effect�ve partnersh�p between government agenc�es 
and external partners also requ�res a long-term approach.

• Strengthen�ng capac�ty at the prov�nc�al and d�str�ct levels at the same t�me ensured that 
each level understood the other’s role and functions in the system. Before primary health 
care serv�ces could be effect�vely �mplemented, a funct�on�ng health system had to be 
operat�ng at all levels. Th�s allowed outreach serv�ces to operate and TBAs and VHVs to 
refer pat�ents to them.

• The format�on of  pr�mary health care comm�ttees w�th�n the prov�nc�al and d�str�ct 
level health departments �ncreased commun�cat�on and cooperat�on among health staff, 
serv�ng �n pract�ce to funct�onally �ntegrate vert�cal programmes at and below those levels. 
Intersectoral comm�ttees were also �nstrumental �n br�ng�ng about cooperat�on between 
the health sector and other government departments �n the prov�nce.

• The heads of  each sect�on of  the health department (maternal and ch�ld health tuberculos�s, 
the expanded programme on �mmun�zat�on [EPI], water and san�tat�on, health educat�on, 
malar�a, food and drug, and hosp�tal sect�ons) met monthly to d�scuss �ssues and solve 
problems. Terms of  reference were developed for the pr�mary health care comm�ttee so 
that all members understood the�r roles.

• Techn�cal ass�stance and long-term relat�onsh�ps between government and external 
partners: Staff  of  the SCA Vientiane office and the office in Australia provided technical 
ass�stance and were respons�ve to suggest�ons for changes �n act�v�t�es and reallocat�on of  
funds. Health department staff  worked closely w�th an expatr�ate health adv�sor res�ded �n 
the prov�nce. Th�s was cruc�al to capac�ty bu�ld�ng �n management and techn�cal areas.
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• The pr�mary health care d�rectors and the expatr�ate health adv�sor cons�stently a�med at 
�ntegrat�ng project act�v�t�es �nto the normal rout�ne work of  the health department. Th�s 
was initially a difficult concept for staff, who tended to regard the project activities as 
separate from the�r rout�ne work.

• The M�n�stry of  Health mon�tored project act�v�t�es and �mpacts at regular �ntervals, 
prov�ded feedback and encouragement to the prov�nc�al department of  health and to 
SCA, and helped to share the exper�ences of  the project w�th other prov�nces.

• Staff  rece�ved tra�n�ng �n the ma�ntenance and repa�r of  equ�pment because budgets were 
limited and this helped reduce the financial burden of  replacing equipment.

• D�str�ct-level staff  were not prov�ded w�th salary supplements, but were g�ven 
accommodat�on and food allowances cons�stent w�th nat�onal government rates.

 In summary, the Sayaboury programme benefited from the long-term stability of  provincial 
pr�mary health care leadersh�p, appropr�ate techn�cal ass�stance and cons�stent donor support. 
Its significant achievements were realized with a modest investment of  around US$ 4.3 million 
over a 14-year period, or only US$ 1.00 per person per year. A study in 2003 found that the 
recurrent costs of  the programme (mob�le cl�n�cs, health days, mon�tor�ng and superv�s�on, 
three-monthly �ntersectoral and project management meet�ngs, and annual refresher tra�n�ng 
for village health volunteers and traditional birth attendants) amounted to US$ 41 000, or less 
than US$ 0.13 per person per year.

 A brochure was written by SCA after the first major evaluation especially to disseminate 
the exper�ences to prov�nc�al health departments, M�n�stry of  Health and agenc�es work�ng �n 
the health sector with the Government. It concluded:

“The Government needs to make a consc�ous effort to analyze and �ncorporate lessons 
learnt from district-focused projects. Other provinces would benefit if  the Ministry of  
Health in the Lao People’s Democratic Republic were to adopt the district level health 
management tools developed �n Sayaboury and apply them elsewhere, most cr�t�cally �n the 
47 poorest d�str�cts targeted by the Nat�onal Growth and Poverty Erad�cat�on Strategy.”

6.  How the evidence was used

 Modest �nputs, over a prolonged per�od of  t�me and w�th a focused and cons�stent pr�mary 
health care strategy and v�s�on, y�elded good results. The M�n�stry of  Health �nd�cated �ts 
support for the Pr�mary Health Care project �n Sayaboury, v�ew�ng �t as a model for how 
cost-effect�ve pr�mary health care serv�ces can be developed and carr�ed out by government 
health workers. G�ven the urgent health needs �n rural areas, �t was expected that th�s ev�dence 
would result �n s�m�lar approaches be�ng �mplemented �n other underserved prov�nces. Poss�ble 
reasons why this did not happen for a long time include the following:

• The stat�st�cal ev�dence of  success was seen to be weak. For example, maternal mortal�ty 
was lower than the nat�onal rates but could not be compared to a basel�ne rate �n the 
province. Even if  there had been a baseline rate, it would have been difficult to estimate 
how much of  the reduct�on was attr�butable to the �ntervent�on and how much to the 
overall socioeconomic improvement in the Lao People’s Democratic Republic, which has 
exper�enced steady growth recently. Wh�le growth rates �n most rural areas were probably far 
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less than the average 7% for the Lao People’s Democratic Republic as a whole, Sayaboury’s 
prox�m�ty to Tha�land has made �t relat�vely well-off  for the area.

• Cross-border ties are often important in the Lao People’s Democratic Republic. In 
Sayaboury, �n part�cular, the �ssue of  h�gher qual�ty health serv�ces ava�lable across the 
border (�n Tha�land) may be of  some �mportance, espec�ally on an affordable co-payment 
level under the Tha� “30-baht scheme”. (Th�s �s a reasonable hypothes�s for curat�ve 
treatment, but �t seems unl�kely that women would travel far for the prevent�ve care that 
produced the most �mprovement.)

• The careful and �ntens�ve �nputs from the NGO and �ts adv�sor were key to the 
accompl�shments made by the project. The po�nt can be made that SCA �n effect subs�d�zed 
the project �n �mportant non-monetary ways that are �mposs�ble to quant�fy, and perhaps 
even less poss�ble to repl�cate.

• Some large potent�al donors such as AusAID, SIDA and GTZ have recently pulled out of  
the health sector in the Lao People’s Democratic Republic. SCA approached the Ministry 
of  Health at several junctures, but, wh�le support�ve, �t had no funds to repl�cate the 
project.

7.  Eventual replication in Nan province

 SCA sought fund�ng to repl�cate the Sayaboury programme �n another prov�nce for several 
years w�thout success. Eventually, a small budget was granted by the Korean Government to 
repl�cate th�s project �n Nan D�str�ct, Luang Prabang Prov�nce, where health �nd�cators had 
been worse than the nat�onal average.

 Commenc�ng �n February of  �007, �mplementat�on o th�s repl�cat�on project has been 
rapid. In the first six months, use rates at the district hospital increased 44% for outpatient 
serv�ces, 7�% for �npat�ent serv�ces and 40% for hosp�tal del�ver�es. Th�s has been due to the 
strengthen�ng of  d�str�ct health management systems, �mprovements �n the health fac�l�t�es, 
�n-serv�ce tra�n�ng, prov�s�on of  med�cal equ�pment and supplementat�on of  the essent�al drug 
funds w�th emergency obstetr�c drugs and rab�es and tetanus vacc�nes.

8.  Discussion: government, external donors, NGOs, and primary 
health care development

 The health sector in the Lao People’s Democratic Republic still depends significantly on 
external ass�stance. The early �990s saw a rap�d �ncrease �n fore�gn fund�ng to health, much 
of  wh�ch focused on rural areas where the lack of  health serv�ces after the collapse of  the 
communes was felt most strongly. The large number of  small projects led to many �nd�v�dual 
initiatives using different strategies, posing enormous challenges for the Ministry of  Health’s 
efforts to �ncorporate them under the umbrella of  a nat�onal pr�mary health care strategy.

 Donor coordination in the Lao People’s Democratic Republic is still limited, with Japan’s 
development ass�stance agency play�ng a cruc�al role. JICA funded the Lao Health Master 
Planning Study in 2001/2002, which identified sector-wide coordination and primary health 
care as top pr�or�t�es. Th�rty “very h�gh pr�or�ty programmes” were selected to promote the 
overall bas�c strateg�es (see Annex), �nclud�ng three pr�mary health care programmes, one of  
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wh�ch focuses on d�str�ct health serv�ces. As descr�bed �n the master plan study Execut�ve 
Summary:

PH-3: Implementing the PHC Approach to Strengthen District Health Systems 
… aims at strengthening the four components of  a district health system: the district 
hosp�tal-based serv�ces, outreach serv�ces, health center-based serv�ces, and commun�ty-
based act�v�t�es. The d�str�ct �s where the top and bottom meet, where pol�cy becomes 
real�ty. PH-� transforms the “Pol�cy on Pr�mary Health Care” �nto the “M�n�stry of  
Health Strategic Plan to Operationalise”; PH-2 lays down flexible national guidelines and 
regulat�ons, and PH-3 descr�bes act�v�t�es to actually strengthen the four components… 
It underscores rat�onal�z�ng and clar�fy�ng the organ�zat�on, �mprov�ng management 
systems, and bu�ld�ng capac�t�es of  staff  to take a hol�st�c approach. It emphas�zes the 
empowerment of  commun�t�es to take respons�b�l�ty for the�r own health. PH-3 proposes 
the part�c�pat�on of  NGOs or consultancy groups as catalyst of  change �n �mplement�ng 
PHC.”

 Although the Master Plan identifies an important role for village-level primary health care, 
�t does not go �nto any deta�l as to how these funct�ons are to be developed. Wh�le �t �s excellent 
and comprehens�ve �n most other respects, the Master Plan neglects to clearly recommend a 
role for NGOs in influencing policy-making at the highest levels or in primary health care 
implementation. The detailed description of  the Plan’s primary health care programme in 
Chapter �4 makes no ment�on of  a role for NGOs. NGOs are ment�oned as a poss�ble partner 
only in Chapter 15 on maternal and child health, and then only cursorily (see Annex).

 Although many donors recogn�ze the �mportance of  �mprov�ng pr�mary health care, the�r 
support often takes the form of  bu�ld�ng capac�ty and �nfrastructure, wh�ch may also not 
target v�llages that are under-served. The As�an Development Bank (ADB) funded a pr�mary 
health care project �n two prov�nces (wh�ch ended �n �000), followed by a large pr�mary healthc 
are Expans�on Project �n e�ght northern prov�nces, wh�ch also strengthened prov�nc�al health 
management nat�onw�de. The World Bank �s undertak�ng complementary pr�mary health care 
development �n the other prov�nces. JICA and the b�lateral cooperat�on agenc�es of  Belg�um 
and Luxembourg prov�de support to several model d�str�cts.

 In some countr�es, a sector-w�de approach (SWAp) has �mproved donor coord�nat�on and 
generated a unified approach to primary health care development, but this has just begun in 
the Lao People’s Democratic Republic. There is agreement that it is premature for the Lao 
People’s Democratic Republic to use the SWAp mechanism to improve donor coordination 
and policy implementation. According to ADB:[��]

“Given the state of  public sector financial management and donor coordination, a sector-
w�de ass�stance approach would be premature at th�s t�me. However, by regular pol�cy 
d�alogue a�med at foster�ng a common ass�stance agenda �n PHC and commun�cable 
d�sease control, ADB hopes to contr�bute to a more cons�stent, coherent and effect�ve 
ut�l�zat�on of  external ass�stance to the health sector.”

 SWAps do not guarantee better a�d effect�veness and, even �n some countr�es w�thout formal 
SWAps, donors and the Government have agreed on jo�nt fund�ng and common strateg�es for 
health sector development projects. For example, �n Cambod�a local and �nternat�onal NGOs 
play a major role in primary health care projects working at district level, using a ‘sector-
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wide management’ approach. The initial round of  contracting of  district health services in 
Cambod�a �nvolved only �nternat�onal NGOs, but �n�t�al doubts about repl�cab�l�ty d�sappeared 
as local NGOs sprang up �n response to the ava�lab�l�ty of  donor funds for the second round. 
Although the commun�ty-focused approach to pr�mary health care development �s lengthy, 
its alternative—the “top-down” capital-intensive approach—does not necessarily guarantee 
quickly improved outcomes either. However, NGO presence and influence are still relatively 
weak in the Lao People’s Democratic Republic and other mechanisms for promoting and 
�mplement�ng commun�ty-focused pr�mary health care are lack�ng.[�3] Furthermore, the large 
health sector donors are more influential.

9.  Major donors’ approaches to health sector and primary health care 
development

 The current Lao People’s Democratic Republic national 5-year development plan (6th 
Socio-economic Development Plan, or SEDP6) identifies the health sector as one of  four 
pr�or�ty areas for poverty reduct�on. The Government �s comm�tted to ach�ev�ng health for all 
and aims to provide all citizens with access to primary health care. The 5-year plan includes the 
Nat�onal Growth and Poverty Erad�cat�on Strategy (NGPES), wh�ch focuses on the poorest 
d�str�cts. The large donors part�c�pate �n mult�-sector econom�c development and poverty 
reduction efforts, and they have much influence at the central health policy level. The lead 
international funding agencies in the health sector are ADB, the Global Fund to fight AIDS, 
Tuberculos�s and Malar�a (the Global Fund), JICA, and the World Bank. The Governments of  
Belg�um, Ch�na, Ind�a, Luxembourg, and the Republ�c of  Korea also prov�de ass�stance.

 The NGPES �s currently be�ng costed, w�th �n�t�al est�mates suggest�ng a 43% �ncrease 
�n current spend�ng for �ts full �mplementat�on. W�th�n the framework of  the SEDP6, the 
Ministry of  Health has prepared a budget of  US$ 322 million for 2006–2010, for which it 
�s seek�ng ass�stance.[�4] (The Master Plan has not yet been completely harmon�zed w�th the 
Health Strategy, and presumably has not been costed yet.) Funds on th�s scale are ava�lable only 
from the development banks and major donors.

 Major donors’ projects are usually large in scale, and focus on investments in infrastructure 
and ‘capacity building’ in management-related areas and financing. This approach is conditioned 
by donors’ past experiences in the Lao People’s Democratic Republic and elsewhere. Most 
b�lateral donors, development banks, and the Global Fund are requ�red to do elaborate 
preparatory analyses and go through many stages of  consultat�on and approval. Expens�ve 
techn�cal ass�stance �s usually needed, often to prepare a plan for further ass�stance �n sector 
development and capacity building. For example, a recent preparatory study provided US$ 
700,000 to:[15]

“… assist the Government to prepare a plan to improve health sector financing, human 
resource development, and pr�mary health care. Th�s w�ll �nclude a ser�es of  sector 
interventions aimed at improving the institutional framework, financing, human resource 
development, and governance �n the health sector.”

 Such high initial overhead costs are justified if  large scale projects are planned and money 
can be disbursed quickly. Even when scaled down to the small population of  the Lao People’s 
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Democratic Republic, the large donors’ projects tend to dwarf  any that could be proposed 
by even the largest �nternat�onal NGOs. At the same t�me, econom�es of  scale accrue to the 
Ministry of  Health by having to manage a few large projects instead of  many small ones; if  the 
NGPES were to be executed with small NGO-type projects, the US$ 322 million would fund 
more than �00 projects on the scale of  the Sayaboury project for the M�n�stry to oversee.

 Decentral�zat�on �n the health sector has been slow (and somewhat �neffect�ve, by one 
large donor’s own assessment), so planning and management skills still reside largely at the 
central M�n�stry level and to some degree at the prov�nc�al level. Absorpt�ve capac�ty and 
management concerns may d�ctate a “top-down” strategy, ma�nly supply�ng �nfrastructure and 
equipment, reinforcing central and provincial-level management, strengthening specific vertical 
programmes, and specific, quantifiable, policy areas such as financing. This can be considered 
“select�ve pr�mary health care”, �n contrast to “comprehens�ve pr�mary health care.”[�6]

 Large donor-financed development projects in health are designed and implemented 
s�m�larly �n nearly all develop�ng countr�es. In large top-down projects there �s often l�ttle 
discussion of  activities or investments below the district level:

“… w�ll be �mplemented by the MOH through �ts relevant departments and D�rectorates, 
and executed by a PMU [project management un�t] (at the central level), and Prov�nc�al 
and D�str�ct Health Management Un�ts (PPMU, DPMU) at the�r respect�ve levels. A 
Steer�ng Comm�ttee w�ll be respons�ble for project overs�ght, and the PMU w�ll report 
to Ministry of  Health’s Department of  Planning and Budgeting. The main functions 
of  the Provincial PMU include direction and oversight of  the Project’s district-level 
�mplementat�on, espec�ally the d�str�ct plans, tra�n�ng qual�ty and effect�veness, as well 
as monitoring and evaluation.  The DPMU’s principal responsibilities include district 
plann�ng, project �mplementat�on, �nclud�ng superv�s�on and mon�tor�ng of  all project 
activities, and financial management.”[�7] 

 Wh�le the follow�ng project descr�pt�on seems to leave room for NGOs, �t would be 
unusual for a large-scale project to reach below the d�str�ct level even �f  �ts goal �s to �mprove 
primary health care: 

“ … the Project w�ll �nvest �n the development of  d�str�ct health systems, bu�ld�ng 
management and techn�cal capac�ty for plann�ng and serv�ce del�very at the d�str�ct and 
prov�nc�al levels �n a decentral�zed system.  The focus on d�str�ct plann�ng prov�des … 
a capac�ty bu�ld�ng method wh�ch has proved effect�ve �n a var�ety of  sett�ngs.  It w�ll 
support the efforts towards the �ntegrat�on of  vert�cal programmes through d�str�ct and 
prov�nc�al management of  health serv�ces, bu�ld�ng on successful efforts by b�laterals and 
NGOs, as well as coord�nat�ng efforts w�th partners �n response to l�m�ted government 
capac�ty.”[�8] 

10. NGOs in the Lao People’s Democratic Republic

 Recent data show only 70 international NGOs operating in the Lao People’s Democratic 
Republic, with a total of  237 projects in all sectors. An official decree[�9] prov�des formal 
recogn�t�on to �nternat�onal NGOs and regulates the�r structure and act�v�t�es. Notw�thstand�ng 
recent developments �n the pr�vate sector, the Government cont�nues to play a key role �n 
economic and social affairs. Although local NGOs have not emerged in the Lao People’s 
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Democrat�c Republ�c, mass organ�zat�ons play �mportant roles �n del�ver�ng soc�al programmes, 
as �n V�et Nam.

 In contrast, as of  �00�, Cambod�a had over �00 �nternat�onal NGOs and some 400 local 
NGOs and other registered charitable associations. Their total financial contribution was nearly 
US$ 100 million, with 15% of  all NGO projects being in health. Some 13 000 Cambodians are 
employed �n the NGO sector. Over 40 NGO sectoral and �ssue work�ng groups, both formal 
and �nformal, come together �n support of  development. Informal NGO networks ex�st �n 
almost every prov�nce and contr�bute to d�alogue on development processes and pol�c�es.

 Ne�ghbor�ng Cambod�a and V�et Nam are also rec�p�ents of  large amounts of  development 
ass�stance from b�lateral and mult�lateral agenc�es and channeled through �nternat�onal NGOs. 
In the Lao People’s Democratic Republic and Viet Nam, the international NGOs work with 
the mass organ�zat�ons, wh�le �n Cambod�a the �nternat�onal NGOs work e�ther d�rectly w�th 
communities or in partnership with emerging local NGOs. Donor’s suggestions in the Lao 
People’s Democratic Republic to develop local institutions as grant recipients may lead to 
�ncreased awareness of  the poss�ble role of  the NGO sector.

 Policy-makers’ perceptions of  NGOs may also be influenced negatively by the work of  
NGOs �n ne�ghbor�ng countr�es, part�cularly �n Tha�land, where NGOs have been vocal �n the 
support of  pol�t�cal reform.[�0]

11. Conclusions

 The M�n�stry of  Health can make better use of  ava�lable resources and exper�ence �n scal�ng 
up effect�ve pr�mary health care. There was some debate over the qual�ty of  ev�dence that the 
Sayaboury project improved health outcomes, and also as to the replicability of  the NGO’s 
long-term techn�cal ass�stance and commun�ty-focused approach. For reasons d�scussed, the 
Government cont�nues to rely more on the large donors to fund projects that use most of  the�r 
available resources to address deficiencies in the health system from the top down.

 Analys�s of  how �nputs are nom�nally allocated �n the two approaches po�nts to a natural 
complementar�ty between them. There cannot be effect�ve pr�mary health care �f  commun�ty-
based elements are �gnored. At the same t�me, ev�dence suggests that large �nvestments �n 
health systems cannot be effect�ve unless management capac�ty and resources ex�st at all 
levels of  the system. Balanced capac�ty at all levels of  the health system �s necessary. F�gure 
� shows that a health system needs both top-down capac�ty-bu�ld�ng and the commun�ty-
focused pr�mary health care strategy. It �llustrates the complementar�ty of  capac�ty-bu�ld�ng 
and commun�ty-based approaches at all levels of  the health system. For example, even �n an 
�solated env�ronment such as Sayaboury, the pr�mary health care project depended on cr�t�cal 
�nputs from the prov�nc�al and central levels. The project m�ght not have ach�eved h�gh b�rth 
spac�ng, to wh�ch �t attr�butes a major role �n reduc�ng maternal mortal�ty, w�thout an effect�ve 
national family planning programme. Conversely, when the EPI programme in the Lao People’s 
Democrat�c Republ�c faced grave challenges due to management and log�st�cal problems, local 
�mmun�zat�on rates dropped sharply.
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Figure 1: Complementarity between top-down and bottom up approaches

 It would be helpful �f  the recommendat�on for NGO part�c�pat�on �n pr�mary health care 
development �n the Master Plan were stronger. Nevertheless, the Government and other health 
sector partners in the Lao People’s Democratic Republic could consider the Sayaboury project 
as a balanced, commun�ty-based approach to pr�mary health care development.

 While a formal SWAp will probably take time, donors in the Lao People’s Democratic 
Republ�c do not seem to be opposed to sector-w�de management arrangements such as are 
now used �n Cambod�a, where donor funds are used to contract NGOs to �mplement pr�mary 
health care at district and community level. The Master Plan for the Lao People’s Democratic 
Republic accurately identifies the core issues, and it is also very clear from various project 
documents that the large donors understand these issues well, e.g.:

“The nat�onal PHC pol�cy has not�ceably broadened the outreach of  publ�c health 
act�v�t�es and sharpened the focus on sub-D�str�ct heath centers and VHV but there �s st�ll 
a tendency to focus pr�mar�ly on �nfrastructure development at the D�str�ct/sub-D�str�ct 
level rather than the v�llage level (home to the major�ty of  the Lao populat�on) and the 
b�as towards vert�cal programm�ng rema�ns strong throughout the country. Programmes 
such as malar�a control and EPI are �mplemented �n h�ghly central�zed ways that rece�ve 
specific financial support in the form of  per diems for local staff. In contrast, routine PHC 
outreach tasks are g�ven low pr�or�ty by lower level health staff  largely due to �nadequate 
budgets.”[��]

  “Bottom-up” and “Top-down” approaches can complement each other.
  (Shad�ng represents relat�ve strength of  �nputs at each level of  the health system).
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 Effect�ve health sector development, however, w�ll requ�re that pr�mary health care 
at commun�ty level �s scaled up, w�th support for the key roles of  local organ�zat�ons and 
mot�vators. Th�s case study suggests that the pr�mary health care system wh�ch evolved �n 
Sayaboury Prov�nce �s appropr�ate for the Lao s�tuat�on. W�th comm�tment, �t m�ght not be 
difficult to replicate this experience in other provinces, as now demonstrated by continued 
work �n Nan D�str�ct.
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Annex

Master Plan Executive Summary

Objectives:
1.  To promote sector-wide coordination at national, provincial and district levels;
2.  To reform the health financial system and to strengthen the financial management capacity of  

MOH, provincial health offices, and district health offices;
3.  To �mprove the qual�ty of  health worker tra�n�ng, espec�ally of  nurses, and to allocate and mot�vate 

well-trained health workers in districts and health centres;
4.  To build the system and capacity of  health management in a decentralised context;
5.  To promote efficient and effective infectious disease control;
6.  To implement the PHC approach to strengthen district health systems;
7.  To operate central and provincial hospitals efficiently; and
8.  To �ncrease the ava�lab�l�ty and affordab�l�ty of  essent�al drugs and to promote rat�onal drug use.

PH-1 Programme for Supporting the Operationalization of  the “Policy of  Primary Health 
Care” PH-� takes the Pr�mary Health Care Pol�cy another step further towards full operat�onal�zat�on 
in the Lao People’s Democratic Republic. Considering that the developmental approach of  PHC is a 
parad�gm sh�ft from the welfare approach, �t recommends a re-or�entat�on of  att�tudes of  dec�s�on-
makers at the central M�n�stry of  Health, PHO, and DHO as well as those of  the prov�nc�al and 
d�str�ct governors, after wh�ch the process of  formulat�ng the “M�n�stry of  Health Strateg�c Plan to 
Operat�onal�ze PHC” commence.

PH-2 Programme to Develop and Adapt Flexible National Guidelines and Regulations for 
Strengthening District Health Systems based on the PHC Approach
PH-� a�ms at support�ng and fac�l�tat�ng the strengthen�ng of  D�str�ct Health Systems based on the 
PHC approach by providing flexible national guidelines and regulations. The guidelines/regulations 
cover the following components of  the District Health Systems: 1) District health offices and district 
hosp�tals, �) D�str�ct health comm�ttees, 3) Health centers and health centre networks, 4) VHVs/TBAs 
and VHV/TBA networks, 5) Village Health Committees, 6) Village Health Providers. PH-2 is identified 
as a “precedent” programme that should be �mplemented �mmed�ately to lay the foundat�on for further 
development.

PH-3 Programme of  Implementing the PHC Approach to Strengthen District Health 
Systems 
PH-3 aims at strengthening the four components of  a district health system: the district hospital-based 
serv�ces, outreach serv�ces, health centre-based serv�ces, and commun�ty-based act�v�t�es. The d�str�ct �s 
where the top and bottom meet, where pol�cy becomes real�ty. Whereas PH-� transforms the “Pol�cy 
on Pr�mary Health Care” �nto the “MOH Strateg�c Plan to Operat�onal�ze PHC”, and PH-� lays down 
flexible national guidelines and regulations, PH-3 describes activities to actually strengthen the four 
components of  a district health system: the district hospital based services, outreach services from the 
d�str�ct level, health centre based serv�ces, and commun�ty-based act�v�t�es of  v�llage health volunteers. 
It underscores the �mportance of  rat�onal�z�ng and clar�fy�ng the organ�zat�on, �mprov�ng management 
systems, and bu�ld�ng capac�t�es of  staff  to be general�sts and take a hol�st�c approach. It emphas�zes 
the empowerment of  commun�t�es to take respons�b�l�ty for the�r own health. PH-3 proposes the 
part�c�pat�on of  NGOs or consultancy groups as catalyst of  change �n �mplement�ng PHC.

To Implement the PHC Approach to Strengthen District Health Systems
•  To take the follow�ng preparatory steps for beg�nn�ng the development of  D�str�ct Health Systems 

based on the PHC approach:
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- To d�ffuse the PHC approach at the nat�onal, prov�nc�al and d�str�ct levels, and
-  To establish flexible national guidelines and regulations for developing District Health Systems 

accord�ng to the PHC approach. 
•  At the same t�me, to make the follow�ng efforts at reform�ng ex�st�ng vert�cal programmes, ex�st�ng 

health centres, v�llage-level RDFs, and d�str�ct hosp�tals for prepar�ng for the future development 
of  d�str�ct health systems based on the PHC approach. 
- To decentral�ze the plann�ng and management of  vert�cal programmes of  EPI, malar�a control, 

reproduct�ve health, water and san�tat�on, and TB control to the d�str�ct and, �n some cases, to 
health centre levels,

- To promote the hor�zontal �ntegrat�on of  these health act�v�t�es w�th other health act�v�t�es at 
the d�str�ct and health centre levels,

- To actively promote activities of  MCH, nutrition and health education at first in vertical ways, 
and then to �ntegrate these act�v�t�es �nto the D�str�ct Health System cover�ng health centres 
and v�llages,

- To rat�onal�ze ex�st�ng health centres and �ntegrate them �nto the D�str�ct Health System,
- To promote village-level RDFs under the effective guidance of  district health officers or health 

centre staff, and
- To �mprove d�str�ct hosp�tals so as to attract local people and to establ�sh d�str�ct hosp�tals/

district health offices as the central bases of  District Health Systems.

From Chapter 15 on MCH:

“Secur�ng a strong foothold �n the cr�t�cal steps needs the support and ass�stance of  NGOs, UN 
agenc�es and other external donors... UNICEF and Non-government Organ�zat�ons (NGO) may 
be in the best positions to find approaches on how to implement the package of  services in the 
field…. It is important that the outputs of  these critical steps are processed, applied and eventually 
�ncorporated �nto regular MCH act�v�t�es and serv�ces for the ent�re country.”
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Promoting health equity: evidence, policy 
and action— The New Zealand experience
Don Matheson�, Kumanan Rasanathan�, Mart�n Tob�as�

1. Summary

 In the last decade, the response to soc�al and health �nequal�t�es has moved to the centre 
of  the pol�cy env�ronment �n New Zealand. From an absence of  general d�scuss�on about 
d�spar�t�es between groups, awareness has �ncreased to the extent that �nequal�t�es are now a 
significant part of  the political debate for the major political parties and central to the policy 
development and mon�tor�ng frameworks, part�cularly �n the health sector. Th�s paper cons�ders 
how th�s development has occurred w�th regard to health and presents �n�t�al �nd�cators of  the 
progress made, explor�ng why New Zealand chose to act on health �nequal�t�es and how th�s 
has been �mplemented.

 The paper prov�des a br�ef  overv�ew of  health �nequal�t�es �n New Zealand, followed 
by a d�scuss�on of  relevant local l�terature and tools to address �nequal�t�es. It d�scusses �n 
more deta�l the development of  pr�mary health care as an �ntegral part of  the response to 
address�ng health �nequal�t�es and a hous�ng �n�t�at�ve as an example of  �ntersectoral act�on. 
These developments have occurred alongs�de changes �n other sectors.

 The paper concludes w�th a cons�derat�on of  the �mpact of  the pol�cy attent�on to 
�nequal�t�es and further challenges for New Zealand to cont�nue progress �n th�s area.

2. Problem definition

 The central quest�on that th�s paper addresses �s whether the act�ons of  the state and other 
players can reverse an establ�shed trend of  �ncreas�ng health �nequal�t�es.

 The term ‘inequalities in health’ as used in New Zealand carries connotations of  socially-
produced disparities that are unfair. Such disparities might be described as ‘health inequities’ in 
other reg�ons. In th�s sense, the New Zealand usage �s s�m�lar to that �n Europe.[�] Throughout 
this paper, ‘inequalities in health’ and ‘health inequalities’ are used in this way, reflecting the New 
Zealand context. Health equ�ty �n the New Zealand context �ncludes but goes beyond equal 
access to health serv�ces to address avo�dable and remed�al d�fferences between populat�on 
groups.

� M�n�stry of  Health, New Zealand
� Un�vers�ty of  Auckland
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3.  Assumptions

 The underly�ng assumpt�on �s that health �mproves �f  a w�de range of  soc�etal measures 
are addressed, �nclud�ng w�der health determ�nants (such as �ncome, hous�ng, educat�on, and 
employment), �mproved access to health care serv�ces, and �mproved healthy env�ronment, 
wh�ch has a pos�t�ve �mpact on tobacco and alcohol use, as well as on food, nutr�t�on and 
phys�cal act�v�ty.

4.  Recent history of  inequalities in health in New Zealand

 Ethn�c �nequal�t�es have been a focus of  the research on health �nequal�t�es �n New Zealand 
over the last �0 years. Analys�s has been made poss�ble by the Nat�onal Health Index (a un�que 
identifier for individuals in the health system), greater attention to the measurement of  ethnicity 
�n the health sector and new tools such as the l�nk�ng of  census data to health records.

 Māori, the indigenous people of  New Zealand, have generally worse health status than 
non-Māori New Zealanders across almost all health indicators. For example, the gap in life 
expectancy between Māori and non-Māori men is eight years, while that between Māori and 
non-Māori women is nine years.[�] Māori have poorer access to health services, poorer quality 
of  care w�th�n the health system and worse health outcomes for most d�sease groups.[3]

 It is estimated that at least half  of  the life expectancy gap between Māori and non-Māori is 
explained by socio-economic disparities, as Māori are over-represented in low socio-economic 
groups.[4] However, new evidence shows that Māori generally have poorer health compared to 
non-Māori of  similar socio-economic status. Further, Māori in high socio-economic groups 
have shorter life expectancies than non-Māori in low socio-economic groups.[5,6]  D�fferences �n 
smok�ng rates expla�n around �0% of  the mortal�ty gap.[7] The exper�ence of  rac�al d�scr�m�nat�on 
(both �ns�de and outs�de of  the health sector) and related poorer access to and qual�ty of  health 
and other serv�ces are postulated to expla�n most of  the rema�n�ng l�fe expectancy gap.[8,9]

Other minority groups, such as Pacific[�0] peoples l�v�ng �n New Zealand, also exper�ence 
poorer health than the major�ty New Zealand-European populat�on. As�an[��]peoples �n New 
Zealand compr�se almost one-tenth of  the populat�on, but show a paradox�cal p�cture �n terms 
of  health status, due to the ‘healthy migrant’ phenomenon.[��,�3]

 Soc�o-econom�c health �nequal�t�es have also been well �nvest�gated �n New Zealand. [14,15] 
Major �nequal�t�es ex�st and these w�dened follow�ng the econom�c structural reforms of  the 
�980s and early �990s (as descr�bed below). The gaps �n l�fe expectancy between people from 
households �n the poorest and r�chest �ncome qu�nt�les are about 9 years for men and 7 years 
for women.[�4]  Soc�o-econom�c grad�ents are seen for all ethn�c groups �n New Zealand.[15]

 Other d�mens�ons of  health �nequal�t�es, such as sex and geography have rece�ved less 
attention in New Zealand. Geographical influences are mediated by the socio-economic 
and ethn�c �nequal�t�es descr�bed above, but also by d�fferent�al access to serv�ces and health 
select�ve m�grat�on, as �n other countr�es.[�6]
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 In summary, deta�led ev�dence �s now ava�lable �n New Zealand about health �nequal�t�es 
�n terms of  ethn�c�ty and soc�o-econom�c status. The development of  th�s ev�dence base over 
the last twenty years has influenced health policy in New Zealand to the extent that it is now 
common to plan and mon�tor health programmes cons�der�ng these �nequal�t�es. The next 
sect�on of  th�s paper cons�ders how th�s ev�dence base was developed and what �mpacts and 
�nteract�ons �t has had w�th the health pol�cy env�ronment �n New Zealand.

5.  Prevailing political climate and agenda setting

 Health �nequal�t�es are now a pr�or�ty for health sector plann�ng �n New Zealand, as well 
as a key focus �n overall soc�al pol�cy. Leg�slat�ve and pol�cy �nstruments l�cense and enforce 
th�s focus and tools have been developed to �ncrease awareness and workforce capac�ty to 
take act�on on these d�spar�t�es. Increased recogn�t�on of  the Treaty of  Wa�tang� (the compact 
between the indigenous Māori and European settlers signed in 1840) and a growing research 
base about Māori health have fostered active discussion in academic and policy circles about 
the historical and contemporary contextual factors responsible for maintaining Māori health 
�nequal�t�es.[�7-�9]

 The emergence of  a strong focus on health �nequal�t�es can be conceptual�zed �n terms of  
the d�fferent but �ntersect�ng publ�c, pol�t�cal and organ�zat�onal d�scourses around d�spar�t�es 
�n health. The publ�c d�scourse �n New Zealand or�g�nated from �ncreas�ng concern �n the 
�990s around soc�o-econom�c �nequal�t�es and the threats to soc�al cohes�on that these posed. 
A strong egal�tar�an value system had operated �n New Zealand w�th respect to fa�rness 
of  opportunity and lack of  hierarchy, arising from a settler culture and New Zealand’s 
revolutionary suffrage movements (New Zealand being the first nation to grant women the 
r�ght to vote �n �893) and soc�al welfare programmes of  the �890s and �930s. Th�s bel�ef  �n 
equality often failed, however, to recognize the severe impact of  colonization on Māori. The 
structural reforms of  the 1980s and 1990s disproportionately affected Māori and also affected 
Pacific peoples. Mounting anxieties about increased crime rates, poor economic performance 
and greater cultural d�vers�ty �nteracted w�th starkly r�s�ng �nequal�t�es to underm�ne the sense 
of  egal�tar�an�sm by the end of  these structural reforms. There was also publ�c unease that the 
reforms had underm�ned the egal�tar�an �deal and greatly �ncreased �nequal�ty.

 Th�s publ�c concern about unfa�rness and the �mpact on �nequal�ty of  the structural reforms 
to subsidies, the labour market, public housing and benefit payments created a space in the 
pol�t�cal d�scourse for attent�on to �nequal�t�es �n health, bu�ld�ng on the grow�ng �nternat�onal 
and local l�terature. In �ts th�rd term (�996-�999), the government of  the Nat�onal Party saw the 
emergence on the pol�t�cal agenda of  the health needs of  d�sadvantaged groups, as �t tempered 
�ts market reforms of  the early �990s (wh�ch themselves bu�lt on the market and soc�al sector 
reforms of  the prev�ous Labour Government from �984 onwards). One outcome of  th�s was 
strong government support for the del�very of  health serv�ces outs�de of  the ma�nstream by 
Māori and Pacific providers.

 An �mportant m�lestone was the publ�cat�on �n �998 of  a report by the Nat�onal Health 
Comm�ttee (NHC) ent�tled The Soc�al, Cultural and Econom�c Determ�nants of  Health �n 
New Zealand.[�0] The NHC �s an �ndependent statutory comm�ttee appo�nted by the M�n�ster 
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of  Health and mandated to prov�de �ndependent adv�ce to the M�n�ster on health and d�sab�l�ty 
�ssues. The NHC report brought the �ssue of  health �nequal�t�es �nto the health pol�cy arena 
(�nclud�ng �dent�fy�ng that �nequal�t�es were worsen�ng). Moreover, �t prov�ded a rat�onale for 
act�ng on these d�spar�t�es and recommended act�ons, �nclud�ng �ntersectoral act�on and better 
access to pr�mary health care. A parallel development dur�ng the �990s was the development 
of  a methodology to descr�be soc�o-econom�c �nequal�t�es �n New Zealand, the New Zealand 
Depr�vat�on Index.[��] The Index structured and boosted �nterest �n soc�o-econom�c �nequal�t�es 
�n New Zealand and prov�ded soc�al agenc�es w�th a tool for more closely al�gn�ng resource 
allocat�on to need.

 The new Labour Government—which came to power in 1999 with a strong platform of  
�ncreas�ng publ�c spend�ng �n health and educat�on, and a pol�cy agenda of  “clos�ng the gaps” 
between the disadvantaged and the privileged in New Zealand society—further built upon 
the preva�l�ng publ�c and pol�t�cal d�scourse.[��] The Government �mplemented new health 
leg�slat�on and began plann�ng a ser�es of  health strateg�es to be developed by the M�n�stry of  
Health. The New Zealand Publ�c Health and D�sab�l�ty Act �000 comprehens�vely reformed 
the New Zealand health sector, �nst�tut�ng a populat�on health focus and expl�c�tly requ�r�ng 
the health sector to reduce health �nequal�t�es. The key funct�onal documents of  M�n�stry of  
Health, such as �ts Statement of  Intent and annual performance rev�ews, now �ncorporated 
clear reference to the need for act�on on health �nequal�t�es.

 The new Act also reconst�tuted the fund�ng and del�very of  health serv�ces by devolv�ng 
respons�b�l�ty for local health plann�ng and serv�ces to �� reg�onal health author�t�es called 
D�str�ct Health Boards. These boards were mandated to respond to health needs of  the�r 
commun�t�es and reduce d�spar�t�es �n health status. As a result, a health �nequal�ty focus was 
embedded �nto the des�gn and del�very of  all health serv�ces, from prevent�ve to tert�ary, at 
least at the pol�cy level.

 Alongs�de th�s reor�entat�on �n the pol�cy env�ronment was an explos�on �n the local 
academ�c l�terature on health �nequal�t�es. Two key reference works were publ�shed by the 
Ministry of  Health: Social Inequalities in Health, New Zealand 1999, released in 2000,[�4] and 
Reduc�ng Inequal�t�es �n Health, released �n �00�.[�3,�4] The former publication firmly put health 
�nequal�t�es on the agenda of  the health sector �n an author�tat�ve manner as the new Labour 
Government was beg�nn�ng to act on these d�spar�t�es, wh�le the latter publ�cat�on prov�ded a 
framework for act�on to reduce �nequal�t�es (F�gure �). The publ�cat�on prov�ded an entry po�nt 
for act�on for health prov�ders who had prev�ously not seen d�spar�t�es as someth�ng they could 
(or should) act upon, but also clearly demonstrated that act�on to reduce health d�spar�t�es 
could not be �mplemented by health agenc�es act�ng alone, re�nforc�ng the �mportance of  
soc�al determ�nants.

 The M�n�stry of  Health, �n partnersh�p w�th an academ�c �nst�tut�on, the Well�ngton School 
of  Med�c�ne, undertook the New Zealand Census-Mortal�ty Study, research that d�rectly l�nks 
census to mortal�ty (and more recently, cancer reg�strat�on) records. Th�s collaborat�on led to 
the publ�cat�on of  four volumes ent�tled Decades of  D�spar�ty, wh�ch exhaust�vely descr�bed 
health �nequal�t�es �n New Zealand from �98� to �004. The reports prov�de further ev�dence of  
the large disparities between Māori and non-Māori, conclusively showing that these disparities 
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were part�ally �ndependent of  soc�o-econom�c status.[2,4,14,25] These findings have been crucial 
�n mot�vat�ng the health sector to act on �nequal�t�es. Further research from many other 
�nst�tut�ons and �nd�v�duals has �llum�nated d�spar�t�es not only �n health status, but also �n all 
aspects of  the treatment pathway. In add�t�on, the partnersh�p w�th the un�vers�ty produced 
the Health Equ�ty Assessment Tool to ass�st the health sector to plan programmes w�th due 
attent�on to health �nequal�t�es (Annex �). The tool cons�sts of  a ser�es of  quest�ons that 
gu�de planners and prov�ders to cons�der the dr�vers of  �nequal�t�es and how a new or ex�st�ng 
programme m�ght �mpact on the �nequal�t�es.[�6]

 Health strateg�es developed at both nat�onal (M�n�stry) and local (D�str�ct Health Board) 
levels since 2000 have reflected the new commitment to reducing health inequalities. In 
part�cular, the overarch�ng New Zealand Health Strategy and New Zealand D�sab�l�ty Strategy, 
the Māori health strategy He Korowai Oranga, the Primary Health Care Strategy, the Pacific 
Health and D�sab�l�ty Act�on Plan, and the Healthy Eat�ng, Healthy Act�on phys�cal act�v�ty and 
nutr�t�on strategy have prov�ded major �mpetus to progress on �nequal�t�es, clearly �dent�fy�ng 
�nequal�t�es as a pr�or�ty for both mon�tor�ng and act�on.[�7-3�] The w�de consultat�on process 
undertaken �n develop�ng these strateg�es has been an �mportant opportun�ty to �ncrease 
awareness �n the sector about advances �n knowledge on health �nequal�t�es and ways to 
address them. Th�s �ncreased comm�tment to reduc�ng �nequal�t�es �s now also seen �n the 
plans of  D�str�ct Health Board plans and, more slowly, �n those of  the new Pr�mary Health 
Organ�zat�ons.

 Health �nequal�t�es have also become a key focus of  health mon�tor�ng w�th an expl�c�t 
mandate to mon�tor d�spar�t�es �n the plans of  D�str�ct Health Boards and Pr�mary Health 
Organ�zat�ons. The �nclus�on of  the quest�ons on rac�al d�scr�m�nat�on �n the New Zealand 
Health survey has allowed subsequent ground-break�ng analyses on the relat�onsh�p of  rac�al 
d�scr�m�nat�on to health status and new �ns�ghts �nto the contr�but�on of  d�scr�m�nat�on to 
health �nequal�t�es.[8,3�]

 The past decade has thus seen a reor�entat�on of  the New Zealand health sector at the 
pol�cy level to take act�on on health �nequal�t�es, dr�ven by publ�c and pol�t�cal concern and 
supported by research ev�dence. A range of  programmes has been undertaken �nvolv�ng 
many sectors. By way of  �llustrat�on, an �nnovat�on �nvolv�ng the pr�mary health care sector 
and mult�-sectoral collaborat�on between the hous�ng and health sectors �s descr�bed �n the 
next sect�on.

6.  Primary health care: strategy and implementation

6.1 The problem

 Several attempts have been made to reform pr�mary health care �n New Zealand s�nce 
the beg�nn�ng of  the �0th century.[33,34] These reforms had been unsuccessful �n sh�ft�ng the 
model of  care from doctor-owned and -controlled general pract�ces, wh�ch ma�nta�ned the 
r�ght to set pat�ent charges and resulted �n a m�smatch between pat�ent need and serv�ce 
availability and access. Inequitable access at this first level of  care had a system-wide effect as 
the general pract�ces acted as gatekeepers for access to the w�der health system.
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6.2 The evidence

 The existing system and its limitations were thoroughly examined. The findings were 
summar�zed �n a rev�ew,[35] wh�ch also looked at local and �nternat�onal ev�dence. A number 
of  barriers to access to effective primary health care were identified, such as: fee-for-service 
payments, fund�ng not be�ng allotted accord�ng to need, co-payments d�scourag�ng access by 

Soc�al econom�c, cultural and h�stor�cal factors 
fundamentally determine health. These include:
•  Econom�c and soc�al pol�c�es �n other sectors

- macroeconom�c pol�c�es (e.g. taxat�on)
- educat�on
- labour market (e.g. occupat�on, �ncome)
- hous�ng

•  power relationships (e.g. stratification, 
d�scr�m�nat�on, rac�sm)

•  Treaty of  Wa�tang� - governance, Maor� as crown 
partner

The �mpact of  d�sab�l�ty and �llness 
on soc�oeconom�c pos�t�on can be 
minimized through:
•  �ncome support, e.g., s�ckness 

benefit, invalids benefit, ACC
•  ant�-d�scr�m�nat�on leg�slat�on
•  de�nst�tut�onal�sat�on / commun�ty 

support
•  resp�te care / carer support

Specifically, health and disability 
services can:

•  �mprove access - d�str�but�on, 
ava�lab�l�ty, acceptab�l�ty, affordab�l�ty

•  �mprove pathways through care for all 
groups

•  take a population health approach by: 
- �dent�fy�ng populat�on health needs
- matching services to identified 

populat�on health needs
- health educat�on

3. Health and 
disability services

2. Intermediary
pathways 4. Impact

1. Structural

The �mpact of  soc�al, econom�c, 
cultural and h�stor�cal factors on 
health status �s med�ated by var�ous 
factors including:
•  behav�or / l�festyle
•  env�ronmental - phys�cal and 

psychosoc�al
•  access to mater�al resources
•  control - �nternal, empowerment

Interventions at each level may apply:
•  nat�onally, reg�onally and locally
•  tak�ng populat�on and �nd�v�dual approaches

Figure 1: Reducing inequalities in health framework
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h�gh-need groups, �neffect�ve serv�ces for some populat�ons, and lack of  serv�ces for those 
most likely to benefit.

6.3 Policy process

 A major boost to the development of  pr�mary health care �n New Zealand came w�th 
the launch of  the Pr�mary Health Care Strategy[36] �n February �00� and �ts subsequent 
�mplementat�on. The Strategy was seen as a way to tackle health �nequal�t�es from the outset. 
It prov�des a clear d�rect�on for the development of  pr�mary health care and states that a new 
vision will be achieved over a five- to ten-year period, where:

 People w�ll be part of  local pr�mary health care serv�ces that �mprove the�r 
health, keep them well, are easy to get to and coord�nate the�r ongo�ng care. Pr�mary 
health care serv�ces w�ll focus on better health for the populat�on, and actively work to 
reduce health inequalities between different groups.[36]

 The Strategy places greater emphas�s on populat�on health and recogn�ses the role 
of  the commun�ty and prevent�ve care. It v�ews pr�mary health care as �nvolv�ng a range 
of  profess�onals �n serv�ce del�very and recogn�zes the advantages of  fund�ng based on 
populat�on needs rather than fees for serv�ce.

 The Strategy has the following six key directions:
• to work with local communities and enrolled populations;
• to identify and remove health inequalities;
• to offer access to comprehensive services to improve, maintain and restore people’s 

health;
• to coordinate care across service areas;
• to develop the primary health care workforce; and
• to cont�nuously �mprove qual�ty us�ng good �nformat�on.

6.4  Implementation process

 Th�s Strategy was �mplemented through new organ�zat�ons known as Pr�mary Health 
Organisations (PHOs). Six years on, PHOs have enrolled 95% percent of  the total population 
and the District Health Boards can now directly influence access barriers such as fees, 
ava�lab�l�ty and serv�ce des�gn.

 PHOs are funded by the Government through D�str�ct Health Boards to prov�de a set 
of  essent�al pr�mary health care serv�ces to the enrolled populat�on. At a m�n�mum, th�s 
�ncludes serv�ces d�rected towards �mprov�ng and ma�nta�n�ng the health of  the populat�on, 
as well as providing first-level care. PHOs are expected to involve their communities in their 
govern�ng processes and all prov�ders and pract�t�oners �n the�r dec�s�on-mak�ng, rather than 
one group being dominant. They are not-for-profit bodies and are required to be fully and 
openly accountable for all publ�c funds that they rece�ve. PHOs rece�ve extra fund�ng to 
improve access for Māori, Pacific and low-income populations through the development of  
outreach and other serv�ces.
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 The fund�ng of  PHOs does not fully remove the co-payment made by pat�ents. More 
publ�c fund�ng �s offered to areas w�th the most depr�ved commun�t�es, w�th a requ�rement that 
fees are el�m�nated for ch�ldren and are set below an agreed low level for adults.

6.5 Results

 Ev�dence from the format�ve evaluat�on[37] and the exper�ence from the commun�ty-
led serv�ces[38] suggest that th�s model w�ll �mprove both access and the range of  serv�ces 
ava�lable. Ev�dence of  �mproved access for h�gh need groups has been documented.[39] The way 
people th�nk about health �s also chang�ng, as seen �n the follow�ng quote from a commun�ty 
representative on a PHO:

 We are endeavoring to [influence] the determinants of  health. So we have been 
putt�ng a lot of  work �nto hous�ng, poor hous�ng, youth, employment, recreat�onal 
fac�l�t�es, l�festyle, the d�str�ct counc�l. If  you had to say what the d�fference �s between 
us and the IPA, which looked after the clinical side, we’ve moved a lot into the actual... 
determ�nants.[37]

 An example of  how health and hous�ng sectors are work�ng together �s g�ven �n the sect�ons 
below.

7.  Healthy housing programme: public health, public housing, joint 
action

7.1  The problem

 The ma�n catalyst for the Healthy Hous�ng Programme was a group B men�ngococcal 
ep�dem�c �n New Zealand wh�ch began �n �99� and resulted �n levels of  men�ngococcal 
d�sease approx�mately ten t�mes h�gher than those �n other developed countr�es. Further, ethn�c 
d�spar�t�es were observed �n the �nc�dence of  the d�sease w�th extremely h�gh rates of  �nfect�on 
in young (under five years-old) Māori and Pacific children in South Auckland.[40]

7.2  The evidence

 A case-control study showed that, overcrowd�ng was the most �mportant r�sk factor dur�ng 
the ep�dem�c, w�th an odds rat�o of  �0.8 for each extra person per room �n a home (compared 
w�th odds rat�os of  less than two for other env�ronmental factors, such as tobacco smoke).[4�] 
These findings led to the Healthy Housing Programme and the subsequent development and 
rollout of  an epidemic strain-specific vaccine. The Chief  Executive Officer of  Housing New 
Zealand (HNZ), the ma�n prov�der of  soc�al hous�ng, was a powerful advocate for the Healthy 
Hous�ng Programme, vo�c�ng the a�m that “no ch�ld should d�e because of  the state of  the�r 
house.”[4�]

7.3  The policy process

 The strateg�c pol�cy or�entat�on of  the health sector towards �nequal�t�es and �ntersectoral 
act�on has been descr�bed above.
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7.4  Implementation

 The Healthy Hous�ng Programme was �n�t�ated �n Auckland �n December �000 as 
an �8-month p�lot. Hous�ng New Zealand Corporat�on �s a Crown agency that manages 
housing worth more than $11 billion, including 66,000 state houses. The programme was 
a collaborat�on between th�s agency and health agenc�es �n the Auckland reg�on (Auckland 
Health, now Count�es Manukau D�str�ct Health Board, and the reg�onal publ�c health serv�ces 
prov�der for the reg�on, Auckland Reg�onal Publ�c Health Serv�ce).

 In th�s �n�t�at�ve, the government agenc�es consulted w�th commun�ty organ�zat�ons, 
�nclud�ng NGOs, churches and local governments act�ve �n the area. The concern about 
men�ngococcal d�sease was w�dely shared by government agenc�es and commun�ty al�ke.

 Follow�ng consultat�on, a programme was developed that prov�ded a jo�nt hous�ng and 
health �ntervent�on, cap�tal�z�ng on the strengths of  the three organ�zat�ons �nvolved. The 
three aims of  the programme agreed upon by the partners were: to reduce crowding levels in 
HNZ properties; to reduce the risk of  meningococcal disease; and to implement intersectoral 
measures that reduce hous�ng-related d�sease.

 Locat�ons for the programme were chosen by rev�ew�ng the avo�dable hosp�tal�zat�on 
rates assoc�ated w�th crowd�ng-related �nfect�ous d�sease, along w�th measures of  poverty 
and general overcrowd�ng rates. Ind�v�dual houses w�th�n the locat�ons were chosen �n the 
p�lot accord�ng to h�gh r�sk for crowd�ng from HNZ tenant data, but as the programme 
progressed, all HNZ propert�es �n the target locat�ons were assessed.

 The initial intervention consisted of  a visit by a HNZ official and a public health nurse to 
assess the needs of  the tenants. A joint assessment tool was used whereby the housing official 
d�scussed the hous�ng needs of  the fam�ly and �nspected the house wh�le the publ�c health 
nurse undertook a comprehens�ve health assessment of  all household members and a�med 
to �ncrease access to pr�mary health serv�ces and knowledge of  health promot�ng pract�ces. 
Basel�ne data collected �ncluded �nformat�on on avo�dable hosp�tal�zat�ons, level of  crowd�ng 
(us�ng a crowd�ng rat�o) and a men�ngococcal d�sease r�sk rat�o, to help to pr�or�t�ze fam�l�es 
for hous�ng �mprovements.

 Following this, the HNZ official assessed the housing improvements needed and 
�mplemented these. These �mprovements �ncluded s�mple ma�ntenance, vent�lat�on and 
�nsulat�on �mprovements, transfers to larger accommodat�on, and extens�ons to the ex�st�ng 
property. The New Zealand Inst�tute of  Arch�tects was consulted to ass�st w�th the des�gn of  
the improvements to maximize the health benefit.

 Meanwh�le, the publ�c health nurse arranged any necessary referrals to health serv�ce 
prov�ders. The nurses �nvolved were very exper�enced and, as such, were able to contr�bute a 
range of  pract�cal ass�stance beyond the health sector. Referrals were thus also made to other 
soc�al serv�ce agenc�es.
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7.5  The results

 Almost 5,000 families have had a combined health and housing intervention (mainly capital 
investment), at a cost of  NZ$ 60 million (US$ 45.4 million) aimed at improving access to 
health serv�ces and reduc�ng r�sks to health from the hous�ng env�ronment. Th�s has resulted 
�n �mproved health of  HNZ tenants, reduced crowd�ng, and �mprovements to the hous�ng 
stock. Hous�ng-related avo�dable hosp�tal�zat�ons were reduced by 37% �n programme homes, 
compared to a control group. A cost-benefit analysis suggested a positive benefit-to-cost ratio 
of  1.15 for HNZ. In other words, the programme resulted in a net financial gain when housing 
benefits and hospital admissions were considered, without taking into account the economic 
value of  reduced admissions, and other non-quantifiable social benefits such as the reported 
�ncreased wellbe�ng and commun�ty part�c�pat�on among HNZ tenants. The programme �s one 
example of  intersectoral action to address health inequalities, since 50% of  participants are 
Pacific families and 25% are Māori families.[43]

 The Healthy Hous�ng Programme has encouraged �ntersectoral collaborat�on between the 
health and hous�ng sectors �n other parts of  the country, part�cularly w�th regard to �nsulat�on 
schemes. The spread of  this concept has been greatly aided by the realization that benefits 
accrue over a short per�od (months, not decades) to both the Health and Hous�ng agenc�es 
(good return on �nvestment for hous�ng and reduced adm�ss�ons for health) as well as prov�d�ng 
benefits for communities.

 It should be noted that th�s programme was not the only response to the men�ngococcal 
ep�dem�c. Dur�ng th�s t�me, the Government developed a vacc�ne and del�vered �t to people 
below �0 years of  age, w�th an �n�t�al focus on the South Auckland commun�ty, where rates 
of  the d�sease were h�ghest. In effect, �ntervent�ons occurred at all levels, reduc�ng soc�al 
stratification, diminishing specific exposures, decreasing vulnerability, and improving health 
serv�ce prov�s�on.

8. Impact of  changing health policy on health inequalities

 Although the story of  New Zealand’s focus on health inequalities is still incomplete, there 
�s emerg�ng data wh�ch suggests that ethn�c �nequal�t�es �n health are decreas�ng and �nequal�t�es 
accord�ng to soc�o-econom�c status are stab�l�z�ng. F�gure � shows that the l�fe expectancy gap 
between Māori and non-Māori narrowed from the 1950s through the 70s, widened during the 
�980s and 90s, and may now be narrow�ng once more.[25] F�gure 3 shows trends �n absolute and 
relat�ve �nequal�ty �n all-cause mortal�ty over the per�od �98� to �004, w�th ages (�–74 years) 
and sexes pooled.

 The apparent turn�ng po�nt �n health �nequal�ty between �996 to �999 and �00� to �004 
�s of  great �nterest. The pattern �s at least cons�stent w�th the w�den�ng of  health �nequal�t�es 
occurr�ng after a very short lag follow�ng the �ncrease �n soc�al �nequal�ty caused by the 
structural reforms begun �n �984. The observed turnaround co�nc�des (after a s�m�larly short 
lag) w�th the changes �n government pol�cy descr�bed above �n the health sector and also �n the 
broader soc�al sectors, �nclud�ng �ncreased regulat�on of  the labour and hous�ng markets and 
�ncreased soc�al ass�stance. However, �t also co�nc�des w�th �mproved performance of  the New 
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Zealand economy, with greatly reduced unemployment rates. As such, it is difficult to attribute 
the improvement in health inequality to either one of  these factors exclusively—both are likely 
to have contr�buted to the recent narrow�ng �n both soc�o-econom�c and ethn�c �nequal�t�es �n 
health.3,4

3 SII and RII are regress�on-based equ�valents of  the SRD and SRR.
4 Standard�zat�on �s to the WHO World Populat�on. Incomes are adjusted for CPI movements and equal�zed for 

household s�ze and compos�t�on.

SRD: standardized rate difference (SRD) for Māori compared to European/Other ethnic 
group (i.e., non-Māori, non-Pacific, non-Asian)
SRR: standardized rate ratio (SRR) for Māori compared to European/Other ethnic groups 
(i.e. non-Māori, non-Pacific, non-Asian) 
SII: slope index of  inequality by equivalised household income3

RII: relative index of  inequality by equivalised household income4

Figure 2: Life expectancy at birth, by ethnic group and sex, 1950-1952 to 2000-2002
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Figure 3: Changes in health inequalities in New Zealand 1981-20043
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9.  Conclusion

 This paper describes New Zealand’s experience in reorienting its health and social policy 
to pr�or�t�ze the goal of  reduc�ng health �nequal�t�es. Much has been ach�eved �n a very short 
per�od. The plann�ng of  health �ntervent�ons and the mon�tor�ng of  the�r effects are now 
strongly �nformed by the need to cons�der health d�spar�t�es. However, as has been d�scussed 
�n th�s paper, th�s �s very much an �ncomplete narrat�ve. Desp�te the �mpress�ve changes �n 
pol�cy and strateg�es, �mplementat�on rema�ns var�able, even g�ven the ex�stence of  �nnovat�ve 
projects and approaches such as the Healthy Hous�ng Programme and the Pr�mary Healthcare 
Strategy descr�bed above.

 Ev�dence suggests that the overall change �n pol�cy d�rect�on has contr�buted to a reduct�on 
�n health �nequal�t�es �n New Zealand. The ev�dence, however, �s �nconclus�ve. In many ways 
this reflects one of  the major difficulties for social policy that aims to address the social 
determinants of  health—the effects are long-term over multiple programme areas, yet the 
perce�ved costs of  any such pol�cy are �mmed�ate.

 Susta�n�ng the w�ll to cont�nue w�th such programmes rema�ns an ongo�ng challenge for 
the M�n�stry of  Health and the health sector. In New Zealand, the pr�or�t�zat�on of  act�on on 
health inequalities for Māori was the subject of  strong criticism in 2004,[44] which directly 
resulted �n a rev�ew of  these programmes by the Government. However, the �mpress�ve 
body of  ev�dence accumulated to document health �nequal�t�es has ass�sted �n ma�nta�n�ng 
the cons�stency of  health pol�cy �n relat�on to d�spar�t�es. It �s �mportant to note that the 
Government has played a central role �n fac�l�tat�ng research ev�dence and mov�ng ev�dence-
based policy development forward, in concert with academia and civil society. New Zealand’s 
exper�ence w�th th�s �s d�fferent from many other countr�es and th�s broad consensus �mproves 
the chances of  susta�n�ng act�on to address health �nequal�t�es over the long term.

 W�th cont�nued pol�cy attent�on and robust evaluat�on to demonstrate that pol�c�es a�med 
at reduc�ng health �nequal�ty are hav�ng the des�red effect, New Zealand has a chance of  
substant�ally reduc�ng �nequal�t�es over the decade.
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Annex

A health equity assessment tool (equity lens) for tackling inequalities in health May 2004

 There is considerable evidence, both internationally and in New Zealand, of  significant 
�nequal�t�es �n health between soc�o-econom�c groups, ethn�c groups, people l�v�ng �n d�fferent 
geographical regions and males and females (Acheson 1998; Howden-Chapman and Tobias 
�000).

 Research �nd�cates that the poorer you are, the worse your health. In some countr�es w�th a 
colon�al h�story, �nd�genous people have poorer health than others.

 Reduc�ng �nequal�t�es �s a pr�or�ty for the Government. The New Zealand Health Strategy 
acknowledges the need to address health inequalities as ‘a major priority requiring ongoing 
commitment across the sector’ (Minister of  Health 2000).

 Inequalities in health are unfair and unjust. They are also not natural; they are the result of  
soc�al and econom�c pol�cy and pract�ces. Therefore, �nequal�t�es �n health are avo�dable (Woodward 
and Kawach� �000).

 The follow�ng set of  quest�ons has been developed to ass�st you to cons�der how part�cular 
�nequal�t�es �n health have come about, and where the effect�ve �ntervent�on po�nts are to tackle 
them. They should be used in conjunction with the Ministry of  Health’s Intervention Framework 
(M�n�stry of  Health �00�).

�. What health �ssue �s the pol�cy/programme try�ng to address?
�. What �nequal�t�es ex�st �n th�s health area?
3. Who �s most advantaged and how?
4. How d�d the �nequal�ty occur? (What are the mechan�sms by wh�ch th�s �nequal�ty was created, 

ma�nta�ned or �ncreased?)
5. What are the determinants of  this inequality?
6. How w�ll you address the Treaty of  Wa�tang� �n the context of  the New Zealand Publ�c Health 

and D�sab�l�ty Act �000?
7. Where/how w�ll you �ntervene to tackle th�s �ssue? Use the M�n�stry of  Health Intervent�on 

Framework to gu�de your th�nk�ng.
8. How could th�s �ntervent�on affect health �nequal�t�es?
9. Who will benefit most?
�0. What m�ght the un�ntended consequences be?
��. What w�ll you do to make sure �t does reduce/el�m�nate �nequal�t�es?
��. How w�ll you know �f  �nequal�t�es have been reduced/el�m�nated?

(Adapted from Bro Taf  Authority. 2000. Planning for Positive Impact: Health inequalities impact 
assessment tool. Cardiff: Bro Taf  Authority.)

Amended by M�n�stry of  Health. May �004.

Source: Te Roopu Rangahau a Erü Pomare., Ministry of  Health and Public Health Consultancy. 
2003. A Health Equity Assessment Tool. Wellington: Public Health Consultancy, Wellington 
School of  Med�c�ne and Health Sc�ences.



��4

Promoting health equity: evidence, policy and action 
Cases from the Western Pacific Region



115

Improving health equity through the use of  evidence: Cases from the Western Pacific Region

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

Sean Hew�tt�; Roberto Garcia�; Nong Sao Kry�; Chea Ngoun�; Abdur Rashid3; Esther Sedano�; 
Kheng S�m� ;Tho Sochantha�; Doung Socheat�; Srey Socheath�

1. Summary

 Based on evidence from the National Malaria Centre’s (CNM) bednet intervention study, 
wh�ch started �n �000, a p�lot project was establ�shed �n �00� to assess the v�ab�l�ty of  prov�d�ng 
village-based diagnosis and treatment for malaria in Cambodia’s least accessible and most highly 
endem�c commun�t�es. Serv�ces were del�vered through a network of  v�llage-based volunteers 
equ�pped w�th rap�d d�agnost�c tests, heat-stable artesunate suppos�tor�es and pre-packaged 
artem�s�n�n-based comb�nat�on therapy. Th�s European Comm�s�on-supported p�lot was a 
success, and the V�llage Malar�a Worker scheme was adopted by the M�n�stry of  Health as the 
malar�a d�agnos�s and treatment del�very strategy of  cho�ce for remote malar�a hot-spots. The 
project has since scaled-up with support from the Global Fund to fight Tuberculosis, AIDS 
and Malaria (Global Fund), GTZ and WHO to cover all of  Cambodia’s 300 inaccessible and 
h�ghly endem�c v�llages. A s�m�lar commun�ty-based approach for malar�a control �n remote 
transm�ss�on hot-spots has been adopted or �s under development �n V�et Nam, Tha�land, Lao 
People’s Democratic Republic, Myanmar and China.

 Follow�ng on from the surveys carr�ed out for �dent�fy�ng target v�llages dur�ng the 
expans�on of  the V�llage Malar�a Worker scheme and to prov�de a robust basel�ne for the 
assessment of  Global Fund support, a consort�um was comm�ss�oned by WHO to carry 
out a malar�a basel�ne survey �n �004. The survey, �mplemented by the Inst�tute of  Publ�c 
Health, collected malar�a data from a broadly representat�ve sample of  commun�t�es w�th�n 
2 kilometres of  the forest (with some extended survey data from up to 5 kilometres). Survey 
results demonstrated the clear decl�ne �n the r�sk of  malar�a w�th �ncreas�ng d�stance from the 
forest edge. However, findings indicated that malaria risk was higher immediately adjacent to 
the forest than had previously been supposed. On the basis of  this finding, interventions were 
re-targeted: the inclusion threshold for free bednet delivery based on forest proximity was 
ra�sed from 0.� k�lometres to � k�lometre.

 Th�s paper documents the development of  the V�llage Malar�a Worker scheme, from the 
or�g�n of  the concept, through to the p�lot phase, techn�cal d�ssem�nat�on, pol�t�cal lobby�ng, 
formal adopt�on by M�n�stry of  Health, and, nat�onal roll-out. Th�s paper also presents the 

� European Comm�ss�on- Cambod�a Malar�a Control Project
� Nat�onal Malar�a Center
3 World Health Organ�zat�on, Cambod�a
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development and �mplementat�on of  the subsequent nat�onal malar�a basel�ne survey and reports 
on how the result�ng data were used to �mprove the target�ng of  malar�a control �ntervent�ons.

The methodology applied to influence policy and practice is reviewed, its effectiveness assessed 
and the lessons learned as a result presented.
 
2. The problem

 Even in 2001, Cambodia’s malaria control programme was rather advanced and included 
large-scale use of  �nsect�c�de-treated bednets (ITN), state-of-the-art rap�d d�agnost�c tests (RDT) 
and pre-packaged artem�s�n�n-based comb�nat�on therapy (pACT) as well as an �nnovat�ve 
publ�c-pr�vate m�xed approach to the prov�s�on of  early d�agnos�s and appropr�ate treatment 
(EDAT). The publ�c sector prov�ded m�croscop�c or RDT-based d�agnos�s and pACT through a 
slowly expand�ng network of  health outlets and the Malar�ne soc�al market�ng project prov�ded 
the same RDTs and pACT (th�s t�me w�th glossy, tamper-proof  packag�ng) through the pr�vate 
sector. Desp�te th�s two-pronged approach, an �mportant gap �n serv�ce prov�s�on rema�ned 
and, paradox�cally, �t was the very poorest commun�t�es �n the least access�ble and most malar�a-
prone areas that were left unprotected.

2.1  Purpose

 To address th�s �ssue and develop a truly comprehens�ve nat�onal strategy, a p�lot project 
was establ�shed �n �00� to �nvest�gate the v�ab�l�ty of  prov�d�ng v�llage-based EDAT for malar�a 
through a network of  volunteers equ�pped w�th RDTs, heat-stable artesunate suppos�tor�es and 
pACT. Surveys assoc�ated w�th the subsequent scale-up of  v�llage-based EDAT revealed the 
very focal nature of  malar�a transm�ss�on �n Cambod�a and h�ghl�ghted the need for a nat�onal 
malar�ametr�c survey and an �n-depth rev�ew of  how malar�a control �ntervent�ons were be�ng 
targeted by the Nat�onal Malar�a Control Programme.

2.2  Introduction and brief  history

 S�nce �000, Prov�nc�al Health Departments �n Cambod�a have been prov�d�ng m�croscop�c 
or RDT-based d�agnos�s and pre-packaged comb�nat�on therapy through hosp�tals, health 
centres and a slowly expand�ng network of  health posts. In add�t�on, they have been prov�d�ng 
referral and emergency care of  severe or compl�cated cases at operat�onal d�str�ct centres. In 
theory, anyone w�th�n reach of  a publ�c health fac�l�ty can access free health care through th�s 
system. In real�ty, however, �t �s usually only members of  poorer households l�v�ng near a health 
fac�l�ty or people who have tr�ed the pr�vate sector w�thout success who seek care �n th�s way.

 W�th �ncreased efforts to reform the health sector, the s�tuat�on �s now �mprov�ng. However, 
it will take time to build people’s faith in the public sector. Recent surveys revealed that 80% of  
malar�a sufferers choose pr�vate sector health fac�l�t�es �n preference to publ�c.[�]

 The pr�vate sector �s vast and unregulated. Recent undercover surveys �n Phnom Penh 
revealed that 49% of  consultat�ons w�th pr�vate med�cal pract�t�oners resulted �n the prescr�pt�on 
of  potent�ally hazardous treatments.[3] The s�tuat�on outs�de the major urban centres �s l�kely 
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to be even worse, as most pr�vate healthcare �n Cambod�a �s prov�ded not by doctors, but 
by the nhek luok thnam (v�llage drug sellers). Most have l�ttle or no tra�n�ng, so �nappropr�ate 
prescr�pt�on of  a cockta�l of  drugs �s the norm. Often the qual�ty of  drugs �s substandard and, 
desp�te recent efforts by the M�n�stry of  Health, fake drugs rema�n a problem �n some outlets. 
Pharmaceut�cal anarchy �s one of  the most form�dable obstacles to rat�onal reform of  the 
health sector �n Cambod�a.

 In an effort to address these problems, the M�n�stry for Health adopted an �nnovat�ve 
soc�al market�ng approach to prov�de access to appropr�ate, low-cost early d�agnos�s and 
treatment for falc�parum malar�a through the pr�vate sector. Th�s has become known as the 
Malar�ne Project and �s now managed by PSI and funded by the Global Fund. In add�t�on to 
prov�d�ng RDTs and pACT, the project educates h�gh-r�sk groups about the �mportance of  
proper d�agnos�s and compl�ance w�th recommended reg�mens. Success rel�es to a great extent 
on the educat�onal status of  the target aud�ence because, although the products are subs�d�zed, 
they are not cheap when compared w�th the alternat�ves offered by the nhek luok thnam (where 
‘clinical’ diagnosis is free and a single tablet of  dihydroartemisinin, which may give temporary 
relief, costs just US$ 0.2).

 Not surpr�s�ngly, the Malar�ne Project �s prov�ng most effect�ve where the populat�on �s 
relat�vely well-educated and has access to advert�s�ng, cash and pr�vate sector outlets. Prov�nces 
w�th such a populat�on �nclude Battambang and Pursat, wh�ch together have most of  the mult�-
drug res�stant falc�parum malar�a �n Cambod�a. It �s hoped that, �n t�me, the Malar�ne Project 
will have a profound and lasting impact on the drug resistance profile of  parasites in this 
reg�on, revers�ng the currently r�s�ng trends. W�thdrawal of  monotherap�es from the market 
and �ntroduct�on of  the Global ACT Subs�dy, wh�ch w�ll reduce the pr�ce of  approved ACTs 
�n the pr�vate sector to roughly the same pr�ce as chloroqu�ne, w�ll help a lot �n th�s regard.

 The publ�c-pr�vate m�xed approach for malar�a control descr�bed above left a very 
important gap: a section of  the community that was beyond the reach of  both public sector 
health fac�l�t�es and the Malar�ne Project. The group that was neglected was made up of  the 
very poorest commun�t�es �n the least access�ble areas, but �t �s these commun�t�es that bear the 
greatest malar�a burden.

 Surveys conducted by the CNM �n Ratanak�r� �n September �00� revealed a mean 
falciparum prevalence in children under fifteen of  41% (ranging from 7% on the outskirts 
of  the prov�nc�al cap�tal to 8�% �n the per�phery). It was est�mated from these surveys that 
hyperendemic malaria persists in more than 50% of  villages in this northeastern province.

 Although �n areas of  �ntense transm�ss�on �mmun�ty does develop w�th t�me, malar�a-related 
morb�d�ty and mortal�ty among ch�ldren are very h�gh. Malar�a dur�ng pregnancy commonly 
results �n severe maternal anaem�a and vulnerable low b�rth we�ght ch�ldren (espec�ally �n 
pr�m�grav�dae).

 Extrapolat�ng from stud�es conducted �n Afr�ca, the CNM made a tentat�ve est�mate that 
almost 20% of  the deaths among children under the age of  five in hyperendemic areas of  
Cambod�a may have been d�rectly due to malar�a and another �0% may have had malar�a as a 
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major contr�butory factor. At the t�me, an est�mated �00,000 Cambod�ans were l�v�ng �n remote 
hyperendem�c malar�a hot-spots beyond reasonable reach of  convent�onal health care.

 Nationwide demographic and health surveys conducted in 2000 estimated under-five 
mortality in Cambodia at 121.6 per thousand. For Ratanakiri province, this figure rose to 229.3 
per thousand.[5] However, the over-d�spersed d�str�but�on of  health problems �n general and the 
very focal nature of  malar�a �n part�cular meant that the s�tuat�on m�ght have been cons�derably 
worse in the least accessible villages. Anecdotal reports suggested that under-five mortality 
m�ght have exceeded 400 per thousand �n the worst affected commun�t�es.

2.3  Prevailing political climate

 During the Khmer Rouge period (1975 to 1979) the National Malaria Control Programme 
collapsed completely and dur�ng the long aftermath �ts recovery was slow. S�nce the late �990s, 
however, w�th support from WHO and other donors, growth �n the capac�ty of  the CNM has 
been dramat�c. By �00�, the CNM was develop�ng one of  the most up-to-date and effect�ve 
nat�onal malar�a control programmes �n the world. The CNM had four sen�or malar�a adv�sers 
(two from WHO, one from the European Comm�ss�on and one from World Bank/Department 
for Internat�onal Development [DfID] fund�ng) and a grow�ng number of  nat�onal staff  return�ng 
from overseas w�th relevant postgraduate tra�n�ng. In add�t�on, a number of  NGOs, �nclud�ng 
Partners for Development, Health Unl�m�ted, Nomad, Malteser and Médec�ns Sans Front�ères 
(MSF) were tak�ng an act�ve part �n malar�a control at d�str�ct level �n selected prov�nces. The 
malar�a s�tuat�on was st�ll ser�ous, but there was a sp�r�t of  �nnovat�on and the Nat�onal Malar�a 
Control Programme was grow�ng stead�ly, w�th strong support from the M�n�stry of  Health.

3.  Development of  strategy and evidence 

 In 2001, the CNM (supported by EC) initiated a large village-scale study of  bednet efficacy 
�n Ratanak�r� �n the northeast of  the country.[6] In order to prov�de essent�al health cover for all 
of  the v�llagers �n the bednet study group, a network of  volunteers was establ�shed to prov�de 
EDAT. Follow�ng on from the early success of  the strategy �n these study commun�t�es, CNM 
p�loted v�llage-based EDAT as an �ntervent�on �n �ts own r�ght �n 36 ethn�c m�nor�ty commun�t�es 
�n the northeast of  the country and �n ten Khmer commun�t�es �n Koh Kong prov�nce �n the 
southwest.

 In agreement w�th commun�ty leaders, one person from each of  the 46 target v�llages was 
selected to be a V�llage Malar�a Worker. Each Worker was taught how to recogn�ze the symptoms 
of  malar�a, reduce a fever, use the Paracheck F® test, treat where �nd�cated, and refer pat�ents 
as necessary to the nearest health fac�l�ty. In add�t�on, they were taught how to keep s�mple 
wr�tten records of  all tests conducted (deta�l�ng results and treatments g�ven) and of  any deaths 
occurr�ng �n the v�llage.

 Desp�te the very low level of  educat�on of  many of  the V�llage Malar�a Workers, regular 
mon�tor�ng v�s�ts (b�-weekly �n�t�ally and then monthly) and rout�ne feedback �nd�cated that, 
in the vast majority of  cases, they worked well. In the first ten months of  implementation 
�n Ratanak�r� 4,804 pat�ents presented to V�llage Malar�a Workers (from a study populat�on 
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of  approx�mately ��,000) and �,�7� of  these tested pos�t�ve for falc�parum malar�a and were 
treated. In Koh Kong, 714 patients from a population of  2,200 presented and 254 tested 
pos�t�ve and were treated.

 Pr�or to launch, many health workers bel�eved that suppos�tor�es would not be acceptable 
therap�es �n ethn�c m�nor�ty and rural Khmer commun�t�es, but the use of  Plasmotr�m® 
suppos�tor�es has been remarkably well accepted. Of  the �,099 RDT pos�t�ve ch�ldren under 
the age of  six seen in Ratanakiri during the first ten months, 1,059 were given a five-day 
course of  Plasmotrim® (in addition to mefloquine). In each case, the Village Malaria Worker 
demonstrated the application of  the first dose to patient’s parent/guardian. The remaining 
doses were not generally superv�sed, but feedback suggests that compl�ance was h�gh. Fewer 
than 5% of  parents formally rejected the use of  suppositories (these individuals were given 
ground artesunate tablets �nstead). Suppos�tor�es were also well rece�ved by all �3 falc�parum-
positive children detected during the first four months of  the Koh Kong pilot study. Again 
feedback suggests that compl�ance w�th the full reg�men was h�gh.

 A soc�olog�cal study conducted by Brown et al. (�00�) as part of  the p�lot assessment 
process �n four Ratanak�r� commun�t�es revealed cons�derable d�fferences �n treatment-seek�ng 
behav�our between v�llages w�th and w�thout V�llage Malar�a Workers. In v�llages w�th V�llage 
Malaria Workers, 70% of  children under five received treatment within three days of  onset of  
febrile illness. This figure fell to 30% in villages without Workers. In addition, where Village 
Malaria Workers were present, only 10% of  under-fives did not get treatment at all, compared 
w�th 30% �n non-V�llage Malar�a Worker commun�t�es. Although only a small number of  v�llages 
were sampled in this study, these findings were considered indicative, since they were broadly 
corroborated by �nformal feedback from other commun�t�es covered by the V�llage Malar�a 
Worker network. The study also �nd�cated that both the ava�lab�l�ty of  V�llage Malar�a Workers 
and the�r use by women m�ght be �mproved �f  a two-person, m�xed-sex team were tra�ned �n 
each target commun�ty.

 During the first year of  the study, 164 deaths were recorded in the 36 Ratanakiri villages. 
Autopsy �nterv�ews are notor�ously unrel�able, but efforts were made to �dent�fy the poss�ble 
causes of  these deaths, based on the symptoms recorded dur�ng postmortem �nterv�ews w�th 
relat�ves. Of  the ��� deaths for wh�ch deta�led records were ava�lable, n�ne gave pos�t�ve RDTs. 
These confirmed malaria deaths at ages less than 1, 1, 2, 2, 4, 8, 12, 35 and 65 years. Six 
more people were not tested, but were cons�dered probable malar�a deaths on the bas�s of  
symptoms descr�bed. Twelve more d�ed as a result of  acc�dents. Based on reported symptoms, 
the remaining 95 were considered unlikely to have had malaria at the time of  death. Forty-
one of  these 95 were children under six years and among this group, 18 had coughs, 14 had 
diarrhoea, five had malaria-like symptoms but negative dipsticks, one had paralysis, two had 
stomach ache and one had bleed�ng pr�or to death.

 An estimated under-five mortality rate of  170 per thousand in communities served by 
Village Malaria Workers compares favourably with the under-five mortality estimates for rural 
Ratanakiri as a whole (229+ per thousand). Although this estimate is based on a number of  
extrapolations, it was considered sufficiently robust to demonstrate considerably reduced under-
five mortality in the pilot communities.
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 At the t�me of  the p�lot, the annual per cap�ta budget for v�llage-based EDAT was est�mated 
at US$ 1.50 (24% for diagnostic tests and 44% for drugs). Although this per capita cost is high, 
the �ntervent�on was cons�dered cost-effect�ve and the relat�vely small number of  commun�t�es 
in hyperendemic areas meant that the overall cost of  scale-up would be low (about US$ 150,000 
per annum).

 Expans�on of  the scope of  the V�llage Malar�a Worker programme to cover other �mportant 
health problems, �nclud�ng acute resp�ratory tract �nfect�ons and d�arrhoea, would greatly 
improve the cost effectiveness of  the scheme and should have an additional major beneficial 
�mpact on ch�ldhood surv�val. A p�lot study to �nvest�gate the feas�b�l�ty of  th�s approach was 
�n�t�ated by CNM/WHO shortly after the V�llage Malar�a Worker p�lot was completed.

 A compar�son of  pass�ve case detect�on data from V�llage Malar�a Workers �n 36 v�llages4  
w�th that from rural publ�c sector health fac�l�t�es revealed that the V�llage Malar�a Worker 
strategy is particularly effective at targeting children under five years (Figure 1) and it is this 
group that �s at h�ghest r�sk of  death �n these hyperendem�c and holoendem�c5  commun�t�es.

Figure 1. Comparisons of  estimates of  malaria incidence 
in rural Ratanakiri province (2002-2003)

 The body of  ev�dence descr�bed above clearly demonstrated the added value assoc�ated 
w�th v�llage-based EDAT and prov�ded a sol�d platform for lobby�ng for pol�cy change and for 
fund�ng for scale-up.

3.1  The lobby for expansion

 The push for the expans�on of  v�llage-based EDAT was led by the Nat�onal Malar�a 
Control Programme, w�th strong support from the European Comm�ss�on and WHO. The 
Ministry of  Health had to be convinced that a rather unpalatable change in policy—to allow 

4 The number of  suspected and confirmed cases reported at the PHF are grossly exaggerated (probably in the 
region of  double the real figures). Nevertheless the trends by age group remain real and the effectiveness of  
Village Malaria Workers reaching children under 5 years old is clear.

5 Endemicity is graded according to the proportion of  children aged 2 to 9 years with enlarged spleens: 
Mesoendemic - low to medium intensity transmission - enlarged spleen rate of  11 to 50%; Hyperendemic 
- medium to high intensity transmission - enlarged spleen rate of  51 to 75%; and Holoendemic – very high 
intensity transmission - enlarged spleen rate of  greater than 75%.
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volunteers with minimal training to administer diagnostic tests and provide treatment—was 
warranted, g�ven the d�re health-related c�rcumstances �n h�ghly endem�c and �naccess�ble 
commun�t�es. In order to make the pol�cy change more acceptable, the v�llage-based EDAT 
approach was proposed as an emergency measure, to be w�thdrawn follow�ng the expans�on 
of  health serv�ces.

 The lobby�ng process took place at several levels and progress reports from the p�lot 
study were presented to key stakeholders dur�ng regular rout�ne weekly meet�ngs at the 
CNM. A number of  newspaper art�cles were publ�shed as the effect�veness of  the approach 
became apparent. Several field visits to remote communities were organized by CNM and the 
European Commission for senior officials from the Ministry of  Health and WHO and for the 
team conduct�ng the m�d-term evaluat�on of  Roll Back Malar�a to see v�llage-based EDAT 
operat�ons for themselves. Prel�m�nary results from the p�lot study were presented dur�ng these 
field visits. Senior officials of  the Ministry of  Health were then kept updated of  pilot project 
progress during informal discussions at a variety of  official gatherings.

 Final results were presented to a broad-range of  stakeholders, including senior officials 
from the Ministry of  Health, during a specially arranged high-profile dissemination event 
�n Phnom Penh. Dur�ng th�s meet�ng the pr�nc�ple of  v�llage-based EDAT for commun�t�es 
beyond the reach of  convent�onal health serv�ces was formally adopted by the M�n�stry of  
Health.

3.2  Implementation of  scale-up

 Follow�ng the success of  the V�llage Malar�a Worker p�lot project and the adopt�on of  the 
scheme by the M�n�stry of  Health as the EDAT del�very strategy of  cho�ce for remote malar�a 
hot-spots, an application for funding for expansion of  the scheme to cover Cambodia’s 300 
commun�t�es most at r�sk was subm�tted to the Global Fund Round �. When the European 
Comm�ss�on-Cambod�a Malar�a Control Programme, wh�ch had funded the p�lot project, ended 
�n December �00� WHO and GTZ prov�ded br�dg�ng funds to ma�nta�n serv�ces �n the p�lot 
areas wh�le long-term fund�ng was be�ng sought. Once the Global Fund Round 4 appl�cat�on 
was approved, the GTZ ‘Global Fund back-up initiative’ provided technical assistance and 
financial support for the scaling-up process.

 An �nter�m V�llage Malar�a Worker project management team was establ�shed, pend�ng 
Global Fund d�sbursement, and terms of  reference for a permanent team were prepared. 
A deta�led protocol was developed for v�llage select�on �n order to ensure rat�onal target�ng 
of  limited resources. The protocol was thoroughly field-tested with the selection teams to 
ensure that all of  the team members adopted a scientifically rigorous approach to the screening 
process. Robust data collect�on forms were des�gned and a data comp�lat�on mechan�sm was 
set-up.

 Prel�m�nary select�on of  v�llages was based on prox�m�ty to forest as recorded �n the nat�onal 
geograph�c �nformat�on system (GIS) and was cross-referenced w�th �nformat�on from rev�ew 
of  deta�led maps. D�screpanc�es between records of  forest prox�m�ty recorded �n the GIS and 
actual forest prox�m�ty were �mmed�ately apparent and corrected. Th�s prel�m�nary select�on 
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was fine-tuned based on feedback from meetings with health workers at provincial, district 
and commune level. In the first year of  operations, 333 villages were surveyed. In each village, 
�0 ch�ldren aged two to n�ne years were screened for malar�a w�th RDTs and checked for 
splenomegaly.

 As well as be�ng essent�al for the V�llage Malar�a Worker v�llage select�on process, the data 
generated confirmed that using forest proximity data was likely to be a very effective means of  
target�ng bednets and other malar�a control �ntervent�ons. The vast major�ty of  holoendem�c 
and hyperendem�c v�llages were �ns�de the forest and the vast major�ty of  mesoendem�c v�llages 
lay w�th�n �00 metres of  the forest (F�gure �). However the sample of  v�llages surveyed was 
carefully selected, based on forest cover and so was not representat�ve of  v�llages �n general. It 
was clear that add�t�onal surveys �n less forested commun�t�es would need to be carr�ed out to 
categorically confirm this observation.

 The data collected dur�ng the V�llage Malar�a Worker v�llage select�on surveys also �nd�cated 
that the forest cover data from a geograph�c �nformat�on system used by CNM for target�ng 
bednet d�str�but�on was out of  date. The ev�dence suggested that, �n add�t�on to cons�derable 
deforestat�on, there had also been cons�derable reforestat�on. Wh�le th�s seems anomalous (and 
�n�t�ally ra�sed concerns regard�ng the val�d�ty of  the or�g�nal data), further analys�s revealed that 
the reforestat�on was largely restr�cted to three northeastern prov�nces where r�ch volcan�c so�l 
and relat�vely h�gh ra�nfall had comb�ned to result �n rap�d re-growth of  th�ck, lush vegetat�on 
after forest clearance.

 It was agreed w�th�n CNM that further surveys should be conducted to complete the 
assessment of  the relat�onsh�p between forest cover and endem�c�ty, and the degree of  
discrepancy between the GIS-reported figures and actual figures. It was also clear that the 
classification of  ground cover would need to be refined to distinguish between open deciduous 
woodland (wh�ch affords l�ttle shade and �s therefore not �deal hab�tat for vector mosqu�toes) 
and dense ra�nforest, and, s�m�larly, to d�st�ngu�sh between lush hum�d undergrowth �n an area 
cleared of  forest and dry open grassland.

Figure 2. Endemicity of  villages by distance from forest
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 By the end of  2005, rollout of  the village-based volunteer network was complete and 
the 300 most malar�a endem�c commun�t�es �n Cambod�a were be�ng prov�ded access to 
EDAT through the V�llage Malar�a Worker project. Rap�d roll-out was fac�l�tated greatly by the 
approach: a vertical CNM-led project, which allowed essential supplies to bypass the delays 
and other problems �nherent �n the health network at the t�me. Th�s emergency-style vert�cal 
approach was justified by the atrocious health indicators in the target communities.

3.3  The Cambodia Malaria Baseline Survey (CMBS)

 Based on the findings described above and on the need for a robust baseline dataset on 
wh�ch to base future assessments of  the programmat�c �mpact of  the Global Fund grant, 
CNM dec�ded to call for a nat�onal survey. The CMBS was �mplemented by the Nat�onal 
Inst�tute of  Publ�c Health �n November/December �004, under the superv�s�on of  a task 
force wh�ch �ncluded representat�ves from all of  the key stakeholders �nvolved �n malar�a 
control �n Cambod�a and w�th techn�cal �nputs from the Malar�a Consort�um and the Un�ted 
States Armed Forces Inst�tute of  Med�cal Sc�ence. The CMBS prov�ded basel�ne data on a 
broad range of  agreed �nd�cators for measur�ng the progress of  the nat�onal malar�a control 
programme towards targets set �n the Global Fund grant agreements.

 The overall sl�de pos�t�v�ty rate �n sampled clusters (wh�ch focused on h�gher r�sk reg�ons) 
was �.7%, rap�d d�agnost�c test pos�t�v�ty rate �n nearby clusters was 3.9% and spleen rate �.9%.6  
As expected, pos�t�v�ty rates were h�gher nearer to the forest, but there was l�ttle d�fference 
between distances of  0 to 0.25 kilometres from the forest compared with 0.25 to 1 kilometres 
from the forest. In contrast, there was a sharp decl�ne �n the zone from � to � k�lometres 
from forest. The key recommendat�on result�ng from the CMBS was that prevent�ve measures 
should be targeted ma�nly at populat�ons l�v�ng up to � k�lometres from the forest (the strategy 
at the t�me was to target commun�t�es only up to 0.� k�lometres from the forest).

 Other recommendations and observations of  the CMBS included:

�. The Nat�onal Malar�a Control Programme could ach�eve the most �mpact for �ts resources 
by treat�ng and retreat�ng ex�st�ng nets. The great major�ty of  �nterv�ewees were already 
sleeping under a net, but these were not treated: 48% of  children were sleeping under a net 
that had never been treated, and another �9% were sleep�ng under nets for wh�ch prev�ous 
treatments had exp�red.

�. Awareness of  how malar�a �s transm�tted and how th�s can be prevented was found to be 
h�gh, but awareness of  ITNs was very low, so the value of  �nsect�c�de on nets should be 
the ma�n message for health educat�on campa�gns. 

3. Prov�s�on of  long-last�ng �nsect�c�dal nets (LLINs) should be targeted at commun�t�es 
w�th�n � k�lometre of  the forest. Access to ITNs should also be fac�l�tated beyond � 
k�lometre from forest, part�cularly w�th a v�ew to protect�ng people at occupat�onal r�sk of  
malar�a.

4. Further geograph�cal analys�s �s needed to determ�ne the most cost-effect�ve and accurate 
ways of  obta�n�ng rap�d est�mates of  v�llage-level r�sk. Th�s would explore newly ava�lable 
forest cover datasets.

6 As malar�a �s a h�ghly focal d�sease �n Cambod�a, a huge sample s�ze would be requ�red to determ�ne the nat�onal 
average, thus the compar�son �s not ava�lable.
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5. Intense efforts are needed to reduce ruptures of  antimalarial drug stocks in public sector 
health fac�l�t�es.

6. Promot�on of  Malar�ne �n the pr�vate sector needs to be handled carefully to m�n�m�ze 
unnecessary use of  ant�malar�als by people currently us�ng non-ant�malar�als for fever. 
The most prom�s�ng approach would be to promote the use of  paras�tolog�cal d�agnos�s to 
determ�ne the need for treatment. Strateg�es for �ncreas�ng access to rel�able d�agnos�s are 
needed.

7. The h�gher prevalence of  malar�a �n pregnant than �n non-pregnant women warrants 
further investigation, as it may reflect poorer utilisation of  insecticide-treated nets (as 
�nd�cated by survey results), po�nt�ng to the need for more targeted educat�on.

8. Malar�a sl�de pos�t�v�ty �s strongly assoc�ated w�th the poorest parts of  the populat�on.  
Poverty reduct�on strateg�es should �nclude malar�a control measures.

9. For the most part, the process of  undertak�ng the survey worked well.  The full engagement 
of  the multi-agency taskforce was crucial to the success of  the survey; although it is costly 
�n staff  t�me, �t should be ma�nta�ned as an essent�al component of  follow-up surveys.

3.4 What health outcomes were achieved?

 V�llage-based EDAT has had a profound �mpact on mortal�ty �n target v�llages. Recorded 
malaria-related mortality dropped from 15% during the first year after roll-out to 8% last 
year (Table �). Pre-�ntervent�on levels for malar�a-related mortal�ty were probably cons�derably 
higher than 15%.

 Last year, V�llage Malar�a Workers work�ng �n 300 v�llages tested 84,9�7 fever cases and 
treated 43,437 people who had falc�parum malar�a (Table �). Th�s compares w�th 78,700 malar�a 
cases treated �n the publ�c sector. Ev�dence from the p�lot study suggests that only around �0% 
of  these cases would have found the�r way to the publ�c sector �f  the v�llage-based EDAT 
scheme had not been �ntroduced. The major�ty would have been treated by nhek luok thnam 
and some 30% would not have sought treatment at all. Clearly, the contr�but�on of  the V�llage 
Malar�a Workers �s �mmense.

 Although morb�d�ty has certa�nly been dramat�cally reduced as a result of  early treatment 
shorten�ng the durat�on of  �llness, the �ntervent�on appears to have had l�ttle effect on 
transm�ss�on (desp�te the s�multaneous �ntroduct�on of  h�gh level coverage w�th LLINs). Th�s 
�s surpr�s�ng and should be �nvest�gated as a h�gh pr�or�ty. As part of  th�s �nvest�gat�on, �n-depth 
research �nto the m�cro-ep�dem�ology of  malar�a �n forest commun�t�es should be carr�ed out 
to �dent�fy exactly where people are becom�ng �nfected.

Table 1 Malaria cases reported from VMW villages

Year Total cases 
tested

Total cases 
positive

Total deaths 
from all 
causes

Malaria
confirmed

deaths

Malaria 
suspected

deaths
�004 �8 77� �� 998 (64%) ��8 33 (15%) 54 (25%)
2005 50 885 28 443 (56) 527 �9 (6%) 35 (7%)

84 9�7 43 437 (51%) 4�� 34 (8%) 25 (6%)
Total 154 573 83 878 � �66 6� 89
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 The v�llage-based EDAT scheme has been wholly complementary to ex�st�ng publ�c and 
pr�vate sector �n�t�at�ves w�th�n the Nat�onal Malar�a Control Programme. It �s an �mportant 
�n�t�at�ve, wh�ch, �f  supported appropr�ately, could have a w�de reach�ng and dramat�c �mpact 
on the health of  people living in many of  the world’s most disadvantaged communities. The 
methodology developed �n Cambod�a �s broadly appl�cable to remote h�ghly malar�a endem�c 
commun�t�es around the world.

 The feas�b�l�ty of  �ntroduc�ng oral rehydrat�on salts and cotr�moxazole as add-on 
�ntervent�ons for treat�ng d�arrhoea and acute resp�ratory tract �nfect�ons �s be�ng assessed by 
the M�n�stry of  Health and WHO �n a spec�ally des�gned study. A v�llage-based control strategy 
address�ng the three ma�n k�ller d�seases of  ch�ldren could have major �mpl�cat�ons both �n 
Cambod�a and �n the rest of  the develop�ng world.

 V�llage-based health care prov�ders are l�kely to evolve �nto a new pr�vate sector. Already, 
V�llage Malar�a Workers �n some commun�t�es have started sell�ng a range of  products �n an 
effort to prov�de for pat�ents present�ng w�th symptoms that are not assoc�ated w�th malar�a 
or for those w�th malar�a symptoms that are RDT negat�ve. It �s better that the publ�c sector 
embraces th�s enterpr�se by support�ng add-on �ntervent�ons, than allow�ng the cont�nued 
growth of  an unregulated and untra�ned pr�vate sector. The �ntroduct�on of  a s�ngle nom�nal 
charge for consultation payable to the Village Malaria Worker —irrespective of  either 
symptoms or treatment—warrants evaluation, in conjunction with the feasibility study for 
add-on �ntervent�ons. Such an �ncent�ve scheme would l�kely further enhance V�llage Malar�a 
Worker performance.

 The CNM’s village-based EDAT project is one of  the most advanced and mature of  its 
kind. An in-depth review of  progress so far should be carried out and the findings should be 
properly documented �n the �nternat�onal l�terature.

 With five similar but unlinked programmes going to scale in Southeast Asia at present, 
there �s clearly a need for an �nter-country forum to share exper�ences. WHO would be well 
placed to promote such a gather�ng. A rev�ew of  the start-up process should be conducted 
�n order to develop a synthes�s from the var�ous projects. Th�s would prov�de a valuable tool 
for pol�cy development, and fac�l�tate d�ssem�nat�on and advocacy at var�ous levels �n order 
to carry the �n�t�at�ve forward elsewhere. There �s now clearly a need for p�lot/demonstrat�on 
projects �n West/Central As�a and �n Afr�ca.

 The CNM and �mplement�ng partners �nvolved �n the Nat�onal Malar�a Control Programme 
have made a number of  changes �n strategy and embarked on a number of  new �n�t�at�ves as a 
result of  the recommendations presented in the CMBS. These include: LLINs, which are now 
prov�ded for all those l�v�ng w�th�n � k�lometre of  the forest, result�ng �n the protect�on of  a 
total of  820,000 people; various initiatives have been introduced to improve access to LLINs for 
those living outside this zone who are nevertheless at occupational risk of  contracting malaria; 
Nat�onal Malar�a Control Programme �s plac�ng greater emphas�s on re-treat�ng ex�st�ng nets, 
and health educat�on and commun�cat�on efforts emphas�ze ra�s�ng awareness of  the value of  
�nsect�c�de on nets. Geograph�cal analys�s to determ�ne the most cost-effect�ve and accurate 
way of  obta�n�ng rap�d est�mates of  v�llage-level r�sk has not yet been �n�t�ated, but records of  
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forest prox�m�ty have been updated. Efforts to reduce losses of  ant�malar�al drugs from publ�c 
sector health facilities are ongoing; and PSI is promoting the use of  parasitological diagnosis 
to �mprove prescr�pt�on pract�ces l�nked to Malar�ne �n the pr�vate sector.

 None of  these changes result�ng from the CMBS have requ�red h�gh-level approval 
w�th�n the M�n�stry of  Health, as techn�cal management of  the Nat�onal Malar�a Control 
Programme is central to CNM’s mandate. Making the changes has therefore been relatively 
stra�ghtforward and �s part of  the day-to-day runn�ng of  a dynam�c and respons�ve malar�a 
control programme.

4.  Conclusions

 The methodology applied to influence the Ministry of  Health’s policy on EDAT was 
h�ghly effect�ve. From the early stages of  the p�lot project, key stakeholders, �nclud�ng pol�t�cal 
figures and senior staff  within the Ministry of  Health and within the broader health sector 
(Un�ted Nat�ons agenc�es, NGOs), were kept �nformed of  progress both at country-level and 
internationally. Every opportunity was taken to involve influential people in the process and 
the team evaluat�ng Roll Back Malar�a (wh�ch �ncluded the Execut�ve D�rector of  the Global 
Fund) v�s�ted several commun�t�es �nvolved �n the V�llage Malar�a Worker p�lot project. The 
lobby�ng process took place on many d�fferent levels and as soon as the l�kely effect�veness of  
the �ntervent�on became clear, the advocacy was relentless.

 It seems likely that the pioneering action of  the CNM in the field of  village-based EDAT 
for malaria acted as a trigger for other countries in the region. WHO’s involvement in the 
dissemination process was almost certainly pivotal in this regard. Furthermore, WHO’s strong 
techn�cal support for Global Fund appl�cat�on development �n the reg�on has put �t �n an 
especially strong position to influence country strategy in a most positive way.

 The Nat�onal Malar�a Control Programme was fortunate �n that the European Comm�ss�on-
Cambodia Malaria Control Programme provided a very flexible source of  funding to support 
the pol�cy change agenda. The European Comm�ss�on-Cambod�a Malar�a Control Programme 
had also gained considerable experience in the field having been centrally involved with WHO 
�n the development of  the Malar�ne Project.

 The adopt�on of  v�llage-based EDAT for malar�a by the M�n�stry of  Health resulted �n 
WHO �n�t�at�ng a p�lot study to assess the feas�b�l�ty of  develop�ng add-on �ntervent�ons for 
the treatment of  d�arrhoea and acute resp�ratory tract �nfect�ons �n ch�ldren. It could certa�nly 
be argued that health concerns for people l�v�ng �n remote commun�t�es were brought to the 
fore as a result of  v�llage-based EDAT go�ng to scale.

 There was no change �n the ex�st�ng structure of  health serv�ce del�very as a result of  th�s 
new �ntervent�on. Rather, a vert�cal system was set-up �n parallel to the convent�onal publ�c 
sector system w�th �ts own project management un�t w�th�n the CNM respons�ble for tra�n�ng, 
supply, supervision and monitoring and evaluation. This approach was considered justified 
g�ven the emergency nature of  the �ntervent�on. Three years on, th�s approach should be 
rev�ewed �n l�ght of  �mproved management and commod�ty supply at d�str�ct level.
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The development and target�ng of  malar�a control �ntervent�ons for populat�ons �n 
high transmission areas of  Cambodia: the influence of  research on policy and practice

 The adopt�on of  the strategy has had no d�scernable �mpact on resource patterns. These 
were anyway in a state of  flux with the closure of  the European Commission-Cambodia Malaria 
Control Programme and the secur�ng of  several Global Fund grants for malar�a control.

 Pol�cy change �s probably rather more stra�ghtforward �n Cambod�a than �n many other 
countr�es �n the reg�on. The health sector has evolved rap�dly as the pol�t�cal s�tuat�on has 
stab�l�zed (follow�ng the Khmer Rouge reg�me and �ts aftermath), so pol�cy change �s not 
so unusual. Public opinion was not a major influence in the policy change process in this 
�nstance.

 It is unlikely that a change in policy such as this will have any influence on the ease of  
future changes at the M�n�stry of  Health end, but at the CNM end, the �nvolvement of  sen�or 
staff  in the process of  policy change through the strategic dissemination of  research findings 
w�ll certa�nly have strengthened capac�ty �n th�s regard (even though unt�l now, there had been 
no formal debriefing on the process adopted).
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Public-private mix DOTS: a strategy to engage 
all health care providers in tuberculosis control 
and significantly increase access to DOTS 
services in the Philippines
Dr M�chael N. Von�at�s�, Ms Luc�lle N�evera�,Dr Jaime Y. Lagahid�, Dr Rosal�nd G. V�anzon� 
Ms Amel�a Sarm�ento3, Dr Charles Yu4

1.  Summary

 Publ�c-Pr�vate M�x DOTS (PPMD) was adopted as a nat�onal strategy for the Ph�l�pp�nes 
�n �003 to �ncrease case detect�on and �mprove access to DOTS (d�rectly observed treatment, 
short-course) serv�ces �n poor urban areas by mak�ng greater use of  pr�vate sector prov�ders.[�] 
The Comprehensive and Unified Policy for Tuberculosis Control (CUP) was introduced the 
same year to enhance PPMD by un�fy�ng and harmon�z�ng TB management by government 
agenc�es outs�de the publ�c health sector. Between �00� and �004, the Ph�l�pp�ne Coal�t�on 
against Tuberculosis (PhilCAT) piloted five different PPMD models[4] and another �� self-
�n�t�ated PPMD un�ts, all of  wh�ch proved to be feas�ble and effect�ve. The total number of  
PPMD un�ts expected to be operat�ng nat�onw�de by the end of  �008 �s ��0, of  wh�ch �70 are 
supported by the Global Fund to fight AIDS, Tuberculosis and Malaria (Global Fund). A 2005 
World Health Organ�zat�on (WHO) external evaluat�on showed that the un�ts were effect�ve 
and were prov�d�ng qual�ty DOTS serv�ces.[5]

 The most recent results of  PPMD strategy �mplementat�on are very encourag�ng, w�th 
an �ncrease �n case detect�on of  �8% �n �mplemented areas.[6] The treatment outcomes of  
PPMD un�ts are at least equal to publ�c sector performance.[6] About 5,000 private physicians 
throughout the country have been tra�ned as DOTS referr�ng phys�c�ans. The follow�ng 
mechanisms have been developed to improve the sustainability of  PPMD:
• a monitoring and evaluation infrastructure;[8]

• a financial incentive—the TB-DOTS Out-patient Package, provided by the Philippine 
Health Insurance Corporation (PhilHealth);[9] and,

• local coal�t�ons �n support of  PPMD.[�0]

 The PPMD strategy has so far proved effect�ve and has been rece�ved well by the publ�c. 
Its susta�nab�l�ty and further expans�on to �mprove access by the urban poor and other 
marg�nal�zed populat�ons to DOTS serv�ces w�ll compr�se measures of  �ts overall success.

1 WHO Country Office in the Philippines, Manila, Philippines
� Nat�onal TB Program, Nat�onal Center for D�sease Prevent�on and Control, Dept. of  Health, Man�la, Ph�l�pp�nes
3 Ph�l�pp�ne Coal�t�on Aga�nst Tuberculos�s, Quezon Inst�tute, Quezon C�ty, Metro Man�la, Ph�l�pp�nes
4 Med�cal School, De La Salle Un�vers�ty, Cav�te, Ph�l�pp�nes
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2.  Purpose 

 Us�ng ev�dence from p�lot projects, the PPMD strategy and the Comprehens�ve and 
Unified Policy for Tuberculosis Control (CUP) were developed as a way to expand DOTS 
beyond the publ�c health sector and ach�eve tuberculos�s (TB) control �n a h�gh burden 
country. The a�m �s to reduce tuberculos�s prevalence and mortal�ty by half  by the year �0�0. 
A significant proportion of  people with TB symptoms were seeking care from the private 
sector,[�6] but rece�ved �ncons�stent treatment and were not rout�nely reported.[�9, 30] PPMD �s 
an effect�ve mode of  TB control for the urban poor and other marg�nal�zed populat�ons, and 
so addresses health equ�ty �ssues. Th�s paper expla�ns how the PPMD strategy evolved and 
was �mplemented, as well as �ts effect�veness and scope for expans�on.

2.1  Assumptions

 The PPMD pol�cy development process has been ev�dence-based. The pol�cy �s based on 
the following main assumptions:
�. The expans�on of  PPMD un�ts by pr�vate organ�zat�ons and NGOs can prov�de add�t�onal 

access to urban poor populat�ons.
�. Advocacy, commun�cat�on and soc�al mob�l�zat�on fac�l�tate the removal of  ex�st�ng 

barr�ers to access to serv�ces at DOTS un�ts.
3. Fund�ng for TB control w�ll be expanded through the greater use of  the Ph�lHealth 

TB DOTS Outpat�ent package[�4]  by an �ncreas�ng the number of  Ph�lHealth-accred�ted 
DOTS un�ts.

2.2  Process and history

 F�gure � shows the cont�nuous process of  development of  the PPMD strategy. The 
�n�t�al concept of  focus�ng on pr�vate phys�c�ans was based on earl�er stud�es,[�6,3�] but the 
strategy was developed through p�lot�ng and model�ng �n the Ph�l�pp�nes.

2.3  Background

 Tuberculos�s �s a major k�ller d�sease �n the Ph�l�pp�nes, rank�ng s�xth among lead�ng 
causes of  morb�d�ty and mortal�ty. It �s est�mated that �07 persons d�ed of  TB every day �n 
2005.[��] By the end of  �00�, the publ�c sector had �ntroduced DOTS serv�ces �n �00% of  �ts 
health centres. However, the country was unable to reach the goal of  ach�ev�ng a 70% case 
detect�on rate for new smear pos�t�ves.[�7] A Jo�nt Programme Rev�ew �n �00�[�8] concluded, 
among other th�ngs, that the country needed to make better use of  the extens�ve pr�vate 
sector to accelerate progress towards the TB control targets.

The ev�dence for a publ�c-pr�vate partnersh�p �n TB was fa�rly extens�ve.
• Tuberculos�s �s almost tw�ce as prevalent among the urban poor as �n the rest of  the 

urban or rural populat�on[�3] and �s two to three t�mes more prevalent among those from 
the poorest than the r�chest �ncome qu�nt�le of  the populat�on.[3�]

• Among those w�th TB symptoms, 30% seek care from pr�vate phys�c�ans.[�6]

• An est�mated 30% of  pat�ents whose TB was unreported used the pr�vate sector.[�6,3�]
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• An analysis of  the TB drug market also provided evidence of  the significant role of  the 
pr�vate sector �n TB management �n the Ph�l�pp�nes.[33]

• Treatment of  TB by pr�vate phys�c�ans (�/3 of  all cases) was �ncons�stent and 
var�able, and some reg�mens prescr�bed d�d not conform to Nat�onal TB Programme 
recommendat�ons.[�9,30]

 PPMD was adopted as a nat�onal strategy �n �003, to �ncrease case detect�on, harmon�ze 
TB management among health care prov�ders, and �ncrease overall access to DOTS serv�ces. In 
March 2003, the Comprehensive and Unified Policy for Tuberculosis Control was introduced 
to enhance PPMD and extend DOTS coverage. Th�s d�d not replace the PPMD strategy, but 
gave �t broader reach, potent�ally �ncreas�ng �ts �mpact on health equ�ty. The CUP a�med to 
coord�nate TB pat�ent management by government agenc�es beyond the publ�c health sector, 
�nclud�ng academ�c �nst�tut�ons, NGOs, profess�onal soc�et�es and the pr�vate sector.

Conceptual�zat�on of  PPM for DOTS

P�lot�ng - Modell�ng

Adopt�ng a Nat�onal PPMD for TB Control Strategy

Advocacy

Develop�ng Support Mechan�sms
(coalitions, financing mechanisms, Q.A., 

mon�tor�ng and evaluat�on)

Needs assessment

Develop�ng operat�on gu�del�nes and tools

Secure adequate fund�ng

Deta�led plann�ng for expand�ng successful models 

Implementat�on (scal�ng-up)

Susta�nab�l�ty

Figure 1: Development, establishment and expansion of  PPMD in the Philippines
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Table 1: A brief  history of  TB control in the Philippines

1988: F�rst reference to publ�c-pr�vate m�x for TB control �n the NTB Control Manual. [15]

1994: Establ�shment of  the Ph�l�pp�ne Coal�t�on Aga�nst Tuberculos�s (Ph�lCAT).
1995: Establishment of  the first private DOTS clinic at the Santo Tomas University, Manila.
1996: Introduct�on of  DOTS strategy �n the publ�c sector.
1999: Establ�shment of  a pr�vate DOTS cl�n�c at the Makat� Med�cal Center, Metro Man�la.
2001-2004:  Piloting by PhilCAT of  the 5 CDC PPMD models.
2003: Adopt�on and �ntroduct�on by the Department of  Health of  the PPM for DOTS 

Strategy;
Round � of  the Global Fund to support PPMD.
The Comprehensive and Unified Policy was signed by the President of  the Philippines.
DOTS certification and accreditation were introduced (Department of  Health, PhilCAT, 
Ph�lHealth).
PhiHealth TB DOTS outpatient benefit package was introduced.

2004: Establ�shment of  the Nat�onal Coord�nat�ng Comm�ttee for PPMD.
Operat�onal Gu�del�nes for PPMD developed, publ�shed and d�str�buted.
Scal�ng-up of  PPMD through the Global Fund and the USAID Ph�lTIPS project.
Two major evaluat�ons showed PPMD was effect�ve.
Scal�ng-up of  PPMD cont�nues and expands to address the urban poor �n Metro Man�la.
PPM DOTS made a component of  the Nat�onal Strateg�c Plan to Stop TB �n the 
Ph�l�pp�nes.

2007: Another 50 PPMD units were installed (Round 5 of  the Global Fund), reaching a total of  
�70 PPMD un�ts.

2008: Remaining 50 PPMD units under the Global Fund Round 5 implemented.

Box 1: Types of  PPMD units

There are two types of  PPMD units in the Philippines. The first type is a public DOTS facility that 
already accepts walk-�n pat�ents, but has made agreements w�th pr�vate phys�c�ans who have been 
tra�ned �n DOTS and w�ll refer the�r TB pat�ents for d�agnos�s and treatment (case hold�ng and 
d�rectly-observed treatment, or DOT).

The other type �s a pr�vately-owned and -run fac�l�ty that w�ll become a DOTS centre. The health staff  
that run the fac�l�ty are tra�ned to funct�on as DOTS prov�ders and do sputum smear m�croscopy. 
Once the un�ts are establ�shed, they also accept referrals from pr�vate phys�c�ans as well as walk-�n 
pat�ents for d�agnos�s and treatment (case hold�ng and DOT). These pr�vately-owned PPMD un�ts can 
be regarded as add�t�onal DOTS centres, thereby �mprov�ng access, whereas the publ�c PPMD un�ts 
can �mprove TB report�ng and case management.

2.4  Political climate, stakeholders, and policy-making

 Despite economic development, a significant proportion of  the population in the 
Ph�l�pp�nes  st�ll l�ves below the poverty l�ne, part�cularly �n urban areas.[��] The urban poor 
comprise up to 45% of  the total population in parts of  Metro Manila. The Government 
recogn�zes that the fa�lure to effect�vely reduce the spread and prevalence of  a major d�sease 
l�ke TB can roll back many of  the recent econom�c ga�ns.
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 Pol�t�cal support for PPMD �s shown by the fact the Department of  Health has never 
decreased the annual budget for TB control, and has �ncreased �t somewhat �n recent years.[�0] 

The budget for TB at the central level (�n the Department of  Health) has doubled for �008. At 
the local �mplementat�on level, the pol�t�cal response has been var�able but, �n most �nstances, 
positive to the PPMD strategy. The financing of  the PPMD strategy is secured through 
2011, to a large extent through Rounds 2 and 5 of  the Global Fund, but the overall long-
term susta�nab�l�ty of  PPMD un�ts w�ll depend on other factors, �nclud�ng health �nsurance 
re�mbursements.

 Advocacy has played a b�g role �n the acceptance and �mplementat�on of  the PPMD 
strategy. The Ph�l�pp�ne Coal�t�on aga�nst Tuberculos�s has been the major ally of  Department 
of  Health �n th�s endeavour. It has mob�l�zed leaders from the publ�c and pr�vate sectors 
and advocated to local ch�ef  execut�ves, profess�onal soc�et�es, and commun�t�es. Th�s �n�t�al 
advocacy, which started well before the official adoption of  the PPMD strategy, has been a 
major part of  the process for establ�sh�ng a PPMD un�t (see F�gure �).[�]

 An �n�t�al sympos�um was held for stakeholders from the publ�c health sector, pr�vate 
phys�c�ans, profess�onal soc�et�es, local ch�ef  execut�ves, local NGOs and academ�c �nst�tut�ons. 
Leaders and allies were identified, and these formed a core group to advocate to private 
phys�c�ans to be tra�ned for PPMD, and also campa�gn for the engagement of  local government 
un�ts �n �ncreas�ng enrolment of  the poor �n Ph�lHealth.5 

 Advocacy w�th pr�vate sector phys�c�ans for PPMD was effect�ve for the follow�ng 
reasons:
• The DOTS strategy for the management of  TB �n the publ�c sector had already proved 

successful, ga�n�ng a reputat�on for qual�ty serv�ces w�th excellent outcomes through the 
prov�s�on of  good qual�ty TB drugs.[��]

5 PhilHealth is a government health insurance scheme that aims to provide substantial financing for health care at 
pr�mary, secondary and tert�ary levels. Most members are government employees, pr�vate company employees, or 
poor persons enrolled by the local government.

Figure 2: Model Process
(The Fishbone Process)

Central 
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DOTS Tra�n�ng Workshop Launch�ng S�gn�ng 
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• TB drugs were to be prov�ded free to all pat�ents treated under DOTS �n both the publ�c 
and pr�vate sectors. TB drugs �n the pr�vate sector are expens�ve and not affordable for 
most pat�ents.

• PPMD leaders and champ�ons had emerged �n both the pr�vate and publ�c sectors.[25]

• It was expected that the Ph�lHealth TB DOTS Outpat�ent Package would re�mburse 
adequate funds to both pr�vate DOTS-referr�ng phys�c�ans and pr�vate DOTS prov�ders, 
�nclud�ng a referral fee and subsequent consultat�on fees dur�ng the cl�n�cal follow up of  
DOTS pat�ents.[�]

2.5  Enabling factors

 The Department of  Health shared the burden of  PPMD �mplementat�on w�th Ph�lCAT, 
an experienced partner in PPMD advocacy and implementation. No significant changes 
were necessary �n the Department of  Health adm�n�strat�on to �mplement the strategy, and 
substant�al fund�ng came from the Global Fund and the Un�ted States Agency for Internat�onal 
Development (USAID). The Nat�onal TB Programme h�red four add�t�onal staff  and set 
up an �ntegrated structure for the mon�tor�ng and superv�s�on of  PPMD, w�th a Nat�onal 
Coord�nat�ng Comm�ttee and �6 Reg�onal Coord�nat�ng Comm�ttees. The reg�onal comm�ttees 
employed one Nurse-Coord�nator and one secretary each, but the nat�onal comm�ttee had no 
add�t�onal staff. Add�t�onal staff  at all levels are funded through the Global Fund. The total 
external amount invested in the PPMD strategy in the Philippines over the last five years is 
approximately US$ 16 million. The PhilHealth TB DOTS Outpatient package was specifically 
developed for the financial support and sustainability of  the PPMD strategy.

2.6  Additional effects of  PPMD policy

 Communication of  information to the population about the fight against TB and the 
ava�lab�l�ty of  free treatment resulted �n synerg�es, ev�dent from the �ncrease �n case detect�on 
that occurred �n both PPMD and correspond�ng publ�c health centres.[5] The ava�lab�l�ty of  
external fund�ng made �t poss�ble to effect�vely �ntroduce and scale up the strategy. It also 
helped �n �mprov�ng the overall mon�tor�ng and superv�s�on of  both PPMD un�ts and those �n 
the publ�c sector.

 In add�t�on, the �ntroduct�on and expans�on of  PPMD led to �mproved DOTS 
�mplementat�on overall. The regular nat�onal DOTS programme was strengthened through 
jo�nt tra�n�ng, advocacy, commun�cat�on and soc�al mob�l�zat�on, and through jo�nt mon�tor�ng 
and superv�sory act�v�t�es at all levels. PPMD d�d not crowd out fund�ng for or result �n the 
downgrad�ng or el�m�nat�on of  other Department of  Health programmes, �nclud�ng those for 
maternal and ch�ld health, malar�a control, sexually transm�tted �nfect�ons and HIV/AIDS.

 PPMD opened the door �ncreased �nvolvement by local government un�ts �n TB control, 
s�nce local government un�ts are the health care payers, follow�ng health system devolut�on 
�n the Ph�l�pp�nes. PPMD also helped bu�ld local coal�t�ons and partnersh�ps.[4] A number of  
NGOs and corporat�ons became �nterested �n the approach and some have �mplemented the 
PPMD strategy �n the workplace.[��]
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2.7  Difficulties in implementation

 For the local government units, the challenge of  implementing PPMD lay in: ensuring 
access to comprehensive DOTS services; mobilizing adequate financing for TB services for the 
poor; strengthening the existing public health infrastructure; and strengthening existing human 
resources. The�r support to PPMD was uneven, w�th shortfalls �n staff, part�cularly med�cal 
technolog�sts. Other local government agenc�es beyond the health sector also encountered 
difficulties in implementing the Comprehensive and Unified Policy. These stemmed from the 
lack of  awareness of  some local ch�ef  execut�ves about the soc�al value of  the DOTS and 
PPMD strateg�es, and s�m�larly of  the concerned commun�t�es and the NGOs work�ng w�th 
them. Some local government un�ts fa�led to support enrolment of  the poor �n Ph�lHealth or 
to rem�t TB Outpat�ent Package re�mbursements to the publ�c PPMD un�ts for TB pat�ents 
enrolled under the scheme. Some pr�vate phys�c�ans, who m�ght have been keys to reach�ng 
the urban poor, were hes�tant to part�c�pate. Several small local NGOs had l�m�ted capac�ty to 
del�ver qual�ty serv�ces us�ng the strategy and regarded the �n�t�at�ve as an opportun�ty to obta�n 
fund�ng.

 Low enrolment �n Ph�lHealth by the poor l�m�ts revenues for PPMD operat�ons and 
endangers their financial sustainability, particularly for the wholly privately-owned ones. 
Although all PPMD un�ts rece�ve free TB drugs from the Department of  Health, they st�ll 
have to cover the�r operat�onal costs for sputum m�croscopy serv�ces and d�rectly observed 
treatment.

2.8  Using evidence to improve implementation of  PPMD

 Since its official introduction in 2003, the PPMD strategy has been expanded rapidly, 
particularly following the approval of  Rounds 2 and 5 of  the Global Fund and the USAID-
supported Ph�l�pp�ne Tuberculos�s In�t�at�ve for the Pr�vate Sector (Ph�lTIPS).

 Ev�dence for the success or otherw�se of  the PPMD strategy was obta�ned through the 
follow�ng spec�al stud�es, evaluat�ons and assessments, as well as rout�ne data collect�on and 
information:
• 2004: Evaluation of  effectiveness of  the 5 PPMD  Centers for Disease Control (CDC) 

model un�ts[4]

• 2004-2005: Economic analysis of  non-Global Fund PPMD units in Metro Manila[�9]

• Early 2005: WHO external evaluation of  the first 7 PPMD units established with Global 
Fund support

• 2006: Final evaluation of  PhilTIPS[��]

• 2006: PhilCAT used a routine monitoring and evaluation system for all Global Fund-
supported PPMD units; by 2007, it included all PPMD units operating in the country 
under all �n�t�at�ves.

• 2006: Needs assessment for improving access to DOTS in Metro Manila[��]

 Following the Department of  Health’s official adoption and introduction of  the PPMD 
strategy in 2003, the final evaluation of  the five PPMD pilot models in diverse private facilities 
�n �004 showed sat�sfactory results.[4] The econom�c analys�s �n Metro Man�la[�9] showed that 
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PPMD units had been effective in significantly increasing case detection, had reached an 
average treatment success rate of  85% (equal to the global target of  85% and very close to the 
public sector performance of  88%), and were used primarily by very poor patients. The final 
evaluat�on of  Ph�lTIPS �n �006[7] showed that the�r PPMD un�ts prov�ded �00% superv�sed 
treatment and had a treatment success rate of  87%. There was very h�gh pat�ent sat�sfact�on 
w�th regard to comfort, ava�lab�l�ty of  educat�onal mater�als, and access�b�l�ty of  cl�n�cs.

 The WHO Philippines country office, the Japan International Cooperation Agency (JICA)-
supported TB Project and the Department of  Health carr�ed out an assessment of  the TB 
control performance of  each of  the �7 mun�c�pal�t�es of  Metro Man�la �n early �006.[��] The 
assessment showed variable performance, finding coverage by the public sector insufficient 
�n most of  the mun�c�pal�t�es, �n terms of  the number of  DOTS un�ts per populat�on. It also 
found that most publ�c DOTS centres offered only cl�n�c-based DOT serv�ces.

 The assessment analyzed mun�c�pal�ty-w�se weaknesses as well. For example, Quezon C�ty, 
with a population of  2.5 million, had too few microscopy centres to adequately diagnose and 
follow up cases, resulting in a low case notification rate and poor treatment outcomes. Based 
on these cr�ter�a, the assessment found that at least half  the populat�on of  Metro Man�la had 
�nadequate access to DOTS serv�ces at publ�c sector or PPMD un�ts. The report suggested 
specific remedial measures for each municipality. In response, more private and NGO PPMD 
un�ts were establ�shed, part�cularly �n Quezon C�ty. Advocacy w�th local ch�ef  execut�ves was 
been carr�ed on w�th some success, and, d�rect sputum smear m�croscopy was strengthened 
�n Quezon C�ty through the JICA-supported qual�ty �mprovement project for TB, w�th 
�mprovements seen �n treatment outcomes.

 Mon�tor�ng, superv�s�on and evaluat�on of  the techn�cal aspects of  the PPMD strategy 
are done us�ng the Electron�c TB Reg�ster, a standard�zed mon�tor�ng tool �mplemented by 
Ph�lCAT. Th�s tool �s val�dated by regularly compar�ng the mon�tored data to TB reg�sters from 
the PPMD un�ts.

 The equ�ty aspects of  the PPMD strategy have not yet been adequately researched, but 
soc�o-econom�c and employment status have been assessed �n spec�al stud�es,[4,�9] and add�t�onal 
�nd�cators of  equ�ty and access were developed[12,35] and w�ll be �ntegrated �nto rout�ne 
mon�tor�ng.

3.  Main achievements of  PPMD strategy

 The ma�n ach�evements of  the PPMD strategy are summar�zed below.

a. Increase in detection of  new smear-positive cases: In the 70 PPMD units established 
under support from Round � of  the Global Fund, the number of  new smear-pos�t�ve 
TB cases detected by PPMD (cumulat�ve) �ncreased by an average of  �8%[6] from Apr�l 
to June 2007. An increase in case detection was also observed as early as 2005, during the 
WHO external evaluat�on of  PPMD un�ts funded by the Global Fund.[5] The �ncrease �n 
the detect�on of  new smear pos�t�ve cases reached 8% after one year of  �mplementat�on 
of  the strategy, w�th an add�t�onal �0.4% �ncrease �n case detect�on by the publ�c sector.
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b. Achieving satisfactory treatment success rates: Monitoring data[6] from the 70 PPMD un�ts 
operat�ng w�th support from Round � of  the Global Fund showed a treatment success rate 
of  88%, wh�ch �s close to performance under the Nat�onal TB Programme, even though 
most PPMD pat�ents are under d�rectly- observed treatment w�th a fam�ly member as the 
des�gnated treatment partner, rather than the non-fam�ly member usually recommended.[36] 
S�m�lar outcomes related to �-month sputum convers�on rates were found �n the WHO 
external evaluation, with all PPMD units exceeding 85%. In other words, the PPMD 
strategy succeeded �n meet�ng �ts object�ve to prov�de qual�ty DOTS serv�ces.

c. Engagement of  health care providers: One indicator for assessing the successful 
�mplementat�on of  PPMD �s the actual part�c�pat�on of  the pr�vate sector. A WHO external 
evaluat�on[5] found the proport�on of  act�vely engaged pr�vate sector prov�ders, compared 
to those who were DOTS-referring, to be 57.5% (average of  seven pilot areas in Metro 
Man�la.) More recent mon�tor�ng data[6] from the 70 PPMD un�ts operat�ng w�th Global 
Fund support show that the actual number of  part�c�pat�ng pr�vate phys�c�ans (�,��9) 
exceeded the target of  840. This included only active participation, defined as referral of  a 
m�n�mum of  one pat�ent w�th TB symptoms to a PPMD un�t per quarter. The engagement 
of  referr�ng pr�vate phys�c�ans has progressed beyond s�mply obta�n�ng DOTS tra�n�ng, 
and even �ncludes formal contractual relat�onsh�ps w�th PPMD un�ts.[6]

d. Accessibility of  PPMD to low-income patients and patient satisfaction: Information on 
access by var�ous �ncome and soc�al groups to PPMD has not been collected rout�nely, but 
only through spec�al stud�es. Income analys�s of  over 300 pat�ents showed that the�r mean 
monthly household income was US$ 214[�9] (or US$ 1.40 per day per capita), compared 
to the average monthly household income of  US$ 1696 in Metro Manila, using current 
pr�ces.

 Closely related to improved access is patients’ satisfaction or perceived quality of  the 
serv�ces prov�ded.[��] The same study quoted �n the preced�ng paragraph looked at why 
pat�ents used PPMD un�ts. The�r responses, ranked by frequency, �ncluded the ava�lab�l�ty 
of: free drugs (77.4%), free consultation (60.4%) and free examination (52.5%). A 2006 
evaluat�on[7] of  Ph�lTIPS, wh�ch ran �0 pr�vate sector PPMD un�ts, reported very h�gh 
sat�sfact�on �n all respects (a 97% average rat�ng), w�th equally h�gh rates of  complete and 
superv�sed treatment, and an average treatment success rate of  87%. In general, pr�vately-
operated PPMD un�ts outperform publ�c PPMD un�ts, both �n case detect�on and �n 
treatment outcomes. Pr�vate PPMD un�ts serve more TB pat�ents[6] than publ�c sector 
un�ts. Th�s �nd�cates that the qual�ty assurance component of  PPMD �s work�ng well �n the 
pr�vate sector.[6]

e. Communication with stakeholders: The p�lot PPMD s�tes and PH�lCAT ma�nta�n a 
strong partnersh�p w�th the Nat�onal TB Programme and the Department of  Health at 
the central level. Perhaps as a result, the PPMD strategy �s now regarded as a strategy 
that can successfully reduce barr�ers to access to serv�ces faced by the urban poor and 
other marg�nal�zed populat�ons, such as travel costs to cl�n�cs and open�ng t�mes of  publ�c 
DOTS cl�n�cs.[��] The relat�onsh�ps between the p�lot s�tes and the local government un�ts 
and other stakeholders are �n the early stages of  the�r development.
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 Plann�ng, �mplementat�on, progress made and lessons learned from the PPMD exper�ence 
have been regularly shared w�th stakeholders from publ�c and pr�vate sectors �n programme 
�mplementat�on rev�ews, plann�ng workshops, and the Nat�onal TB Programme Consultat�ve 
Workshops. Lessons learned were also presented at the annual Ph�lCAT Convent�on and 
posters on PPMD �mplementat�on were presented at the �nternat�onal and reg�onal meet�ngs 
of  the Internat�onal Un�on aga�nst Tuberculos�s and Lung D�sease.

4.  Conclusions

 The ev�dence gathered on the PPMD exper�ence so far �s l�m�ted to process, output and 
outcome �nd�cators. Its �mpact on the d�sease can be assessed only once the urban poor are 
fully covered by the PPMD strategy and the CUP has been effect�vely �mplemented, engag�ng 
at least 90% of  all health care prov�ders.

 The PPMD strategy’s ambitious initial objectives related to increased case detection and 
treatment success rate have been ach�eved,[6] and the response from health care prov�ders has 
been very pos�t�ve.[6,�3] The strategy has been found to be effect�ve �n �mprov�ng access by the 
urban poor to DOTS serv�ces[��] and to free TB drugs.[�9] This finding is consistent with the 
exper�ence w�th PPMD strateg�es �n other countr�es, such as Ind�a.[35] Adequate fund�ng from 
the Global Fund and the significant experience of  PhilCAT in implementing the strategy 
helped make �t a success.

 The Comprehensive and Unified Policy for Tuberculosis Control has been less successful, 
because of  �ncomplete comm�tment of  stakeholders outs�de the publ�c health structure and 
the lack of  availability of  sufficient funds beyond the regular government budget for its 
�mplementat�on.[�0]

4.1  Challenges and lessons learned

 Desp�te the successful �mplementat�on of  the PPMD strategy and the part�al �mplementat�on 
of  the CUP, significant challenges remain. Key among these are the following:

Figure 3: Case Detection Rate 
All GFATM supported PPMD Units (Pop. 2.9 million)
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• Both PPMD and the CUP need to be expanded to meet equ�ty goals. Implementat�on of  
the PPMD strategy has been able to ach�eve the techn�cal and ep�dem�olog�cal TB control 
targets. Implementat�on of  the CUP has been more fragmented and �t does not cover all 
pr�sons, all government agenc�es and all publ�c hosp�tals. A better approach to measur�ng 
outcomes and �mpact �s needed to demonstrate the contr�but�on of  the PPMD and CUP 
to �mprovements �n health equ�ty.

• PPMD needs to be institutionalized, to ensure its political, financial and socio-cultural 
susta�nab�l�ty. Implementat�on of  the strategy has so far rel�ed on external fund�ng, ma�nly 
from the Global Fund.

• Implementat�on of  the Ph�lHealth TB DOTS Outpat�ent Package throughout the country 
is critical, since this contributes 50% to 100% of  the financial requirements in a significant 
proport�on of  PPMD un�ts.[�8] PhilHealth certification and accreditation will be needed for 
all DOTS un�ts, to ach�eve un�versal coverage.

• The momentum ach�eved �n �003 �n advocat�ng for the PPMD strategy needs to be 
ma�nta�ned and used to address equ�ty through �ncreased geograph�cal coverage. Th�s w�ll 
requ�re the strengthen�ng and nat�onw�de expans�on of  TB coal�t�ons.

• Expans�on of  both PPMD and the CUP requ�res the part�c�pat�on of  all health care 
prov�ders. Th�s means that about �0,000 pr�vate phys�c�ans, and some of  those work�ng �n 
government hosp�tals, w�ll need to be tra�ned �n DOTS nat�onw�de.

• F�nally, secur�ng adequate fund�ng to expand the PPMD strategy to all urban poor and 
marg�nal�zed populat�ons rema�ns a challenge.

 These challenges can be overcome using the experience gained. Specifically:
• Comm�tment and leadersh�p from both the pr�vate and publ�c sector are essent�al for 

the successful �n�t�at�on and �mplementat�on of  PPMD.[25] Appropr�ate select�on cr�ter�a 
(leadersh�p and comm�tment, adequate populat�on, and an adequate mass of  pr�vate 
pract�t�oners) lead to a successful PPMD un�t.[6]

• Local TB coal�t�ons, represent�ng both the publ�c and pr�vate sectors at the local level play 
a significant role in advocacy with local chief  executives, private physicians, professional 
soc�et�es and commun�t�es.[�6]

• Assur�ng the qual�ty of  PPMD contr�butes to �ts success and susta�nab�l�ty and fac�l�tates 
advocacy, pr�vate sector part�c�pat�on and support from local ch�ef  execut�ves.[�]

• Good publ�c�ty when launch�ng PPMD can �ncrease the use of  publ�c DOTS fac�l�t�es.[5]

• Use of  ev�dence, espec�ally �f  locally der�ved, �s �mportant �n conv�nc�ng key op�n�on 
leaders to change behav�ors among phys�c�ans.

• Support from local governments contr�butes to success and susta�nab�l�ty.[�8]

4.2  The future of  PPMD

 Ex�st�ng PPMD workplans extend to the end of  �008. It �s hoped that the PPMD strategy 
will be expanded over the next five years to fully cover the urban poor and other marginalized 
populat�ons and to engage all health care prov�ders �n the country.

 The PPMD strategy �s currently �mplemented �n a top-down manner, but s�mpl�fy�ng the 
process w�ll requ�re the tra�n�ng of  pr�vate DOTS-referr�ng phys�c�ans and the establ�shment 
of  PPMD units from existing public DOTS-certified and -accredited units. Such a bottom-up 
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approach w�ll rely on advocacy w�th local government un�ts, and strong partnersh�p w�th local 
TB coal�t�ons.

 It �s reasonable to expect that the publ�c-pr�vate m�x concept w�ll be used �n other doma�ns 
of  TB control, l�ke the management of  mult�-drug res�stant TB, TB/HIV co�nfect�on and TB 
�n ch�ldren. Other publ�c health programmes, such as those to control malar�a and HIV/AIDS, 
are currently study�ng the poss�b�l�ty of  �ntroduc�ng a publ�c-pr�vate m�x strategy. The or�g�nal 
sp�r�t of  PPMD has been ma�nta�ned �n �ts scal�ng up, w�th new partners becom�ng �nterested 
in joining forces to expand the strategy for the benefit of  the urban poor in Metro Manila.[�8]
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Geographic equity in distribution of  scarce 
dialysis resources in Malaysia
L�m Teck Onn�, Adr�an Goh�

1. Summary

 Dialysis is renal replacement therapy that replaces normal kidney function by artificial 
means and �s an �nd�cated treatment for end stage renal fa�lure. It �s an effect�ve but costly l�fe 
support treatment that, w�thout government fund�ng, �s unaffordable for most Malays�ans. 
Th�s case study asks how the M�n�stry of  Health should address the �ssue of  equ�ty �n access 
to d�alys�s.

 H�stor�cally, d�alys�s was a h�ghly �naccess�ble treatment �n Malays�a. D�alys�s prov�s�on 
accelerated �n the �990s, follow�ng h�gh demand for d�alys�s treatment and �ncreas�ng publ�c 
financing as the economy grew rapidly from the late 1980s onwards. Growth in access to the 
treatment has been greater �n the econom�cally advanced states, however, wh�le the poorer 
states cont�nue to lag beh�nd �n treatment prov�s�on.

 Concentrat�on �nd�ces (represented by the symbol C) show that, although the geograph�c 
d�str�but�on of  d�alys�s �s unequally d�str�buted towards the well-off  states, the extent of  
inequality has declined from 0.11 in 1997 to 0.05 in 2004. From 1997 to 2004, government 
d�alys�s has gone from favour�ng the well-off  states (C=0.037) to favour�ng the poorer states 
(C= -0.047). At the same t�me, although the char�table and pr�vate sectors cont�nue to be 
d�str�buted towards the econom�cally advantaged states, they have reduced the extent of  
inequality towards the poorer states. The distribution of  dialysis confirms our expectation that 
the pr�vate sector has concentrated �ts fac�l�t�es �n econom�cally developed states, wh�le the 
publ�c sector places more emphas�s on the poorer states �n accordance w�th �ts soc�al equ�ty 
m�ss�on.

 Malaysia’s experience as a middle income developing country in providing expensive 
d�alys�s shows that �t �s poss�ble to ensure the equal�ty of  access to a scarce therapy, even �n 
a situation where the benefits of  economic growth are not equally distributed. The relative 
decl�ne �n publ�c sector serv�ces does not �nev�tably have a negat�ve �mpact on equ�ty, �f  publ�c 
sector services are targeted to areas where private sector provision is unprofitable.

 2. Problem definition

 How should the M�n�stry of  Health, as the regulator and major funder of  health care �n 
Malays�a, address the �ssue of  equ�ty �n access to d�alys�s serv�ces?

� Cl�n�cal Research Centre, M�n�stry of  Health Malays�a
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 Where equ�ty refers to hor�zontal equ�ty of  access to care or “equal access for equal 
need,”[1] equity is defined by the World Health Organization as follows[�]:

“Equ�ty �s the absence of  avo�dable or remed�able d�fferences among groups of  people, 
whether those groups are defined…geographically.”

2.1  Introduction and brief  history

 Dialysis is a form of  therapy that replaces normal kidney function by artificial means and 
�s �nd�cated for pat�ents suffer�ng from end stage renal d�sease. Left untreated, end stage renal 
d�sease �s un�formly fatal w�th�n a year of  onset. D�alys�s �s an effect�ve l�fe support treatment 
and depend�ng on age and health status of  the pat�ent, �t can prolong l�fe on treatment for up 
to 30 years �n Malays�a.

 In general, there are two modalities of  dialysis treatment:

1. Haemodialysis is a machine-based treatment where dialysis is carried out across an artificial 
membrane housed in a dialyser connected to the patient’s arterio-venous fistula via an extra 
corporeal c�rcu�t. In Malays�a, almost all pat�ents undergo three sess�ons of  haemod�alys�s 
per week with each session lasting for four to five hours. Haemodialysis can be delivered 
as a centre-based therapy, where the pat�ent attends a d�alys�s fac�l�ty for treatment or as a 
home-based therapy, where the haemod�alys�s mach�ne �s �nstalled at home (or even at a 
place of  work) where the pat�ent performs the treatment.

�. Cont�nuous ambulatory per�toneal d�alys�s �s a process where d�alys�s �s performed across 
the natural per�toneal membrane �n the abdomen v�a a permanent catheter. After several 
hours dur�ng wh�ch d�alys�s occurs, the d�alysate �s dra�ned out v�a the same catheter and 
fresh d�alysate �nfused for another cycle (one exchange) of  d�alys�s. Pat�ents typ�cally 
undergo four exchanges per day. Cont�nuous ambulatory per�toneal d�alys�s �s a home-
based therapy and the pat�ent �s requ�red to follow-up w�th a nephrolog�st on a regular 
bas�s.

 K�dney transplantat�on �s the alternat�ve and preferred treatment for end stage renal 
d�sease. However, due to the shortage of  organ donors �n Malays�a, d�alys�s w�ll rema�n the 
ma�n form of  treatment �n the foreseeable future, w�th haemod�alys�s as the most common 
d�alys�s modal�ty.

 Unfortunately, d�alys�s �s an expens�ve treatment. In �004, �t cost the Government RM 
33,642 (US$ 8,800) to provide a patient with one year of  haemodialysis and RM 31,635 (US$ 
8,300) for cont�nuous ambulatory per�toneal d�alys�s at a M�n�stry of  Health centre, about 
double the gross domestic product (GDP) per capita of  RM 17,644 (US$ 4,600). Without 
subs�d�zat�on, d�alys�s, treatment would not be affordable for most of  the populat�on.

2.2  Dialysis in Malaysia

 As of  2005, Malaysia has 13,337 patients on dialysis at a rate of  510 per million population 
(pmp) while 3,054 new cases were accepted into dialysis (at a rate of  117 pmp).



145

Improving health equity through the use of  evidence: Cases from the Western Pacific Region

Geograph�c equ�ty �n d�str�but�on of  scarce d�alys�s resources �n Malays�a

145

Geograph�c equ�ty �n d�str�but�on of  scarce d�alys�s resources �n Malays�a

pe
r m

�ll
�o

n 
po

pu
la

t�o
n

0 
   

   
   

   
 �

00
   

   
   

   
  4

00
   

   
   

   
 6

00

RRT �nc�dence (pmp)
GDP per cap�ta, constant �987 RM

RRT prevalence (pmp)
40

00
   

   
   

  �
00

0 
   

   
   

 4
00

0 
   

   
   

 6
00

0
RM

Year
1980             1985             1990             1995              2000             2005

 As F�gure � and Table � show, d�alys�s rema�ned a h�ghly �naccess�ble treatment unt�l the 
�990s, except for the fortunate few. Indeed, there were no d�alys�s centres at all outs�de of  
Kuala Lumpur unt�l �984 and, even then, only �n large towns and c�t�es. Such was the m�smatch 
between the need for and availability of  dialysis that the Ministry of  Health’s guideline for 
pr�or�t�z�ng access to d�alys�s serv�ces �n the early �980s was based on the follow�ng cr�ter�a, �n 
descending order of  priority: (a) patients with acute renal failure; (b) patients being prepared 
for transplant from a living related donor; (c) patients with failed graft following living related 
donor transplant; (d) government employees and their dependants.

Figure 1: Renal replacement therapy and income, 1980-2005

Sources: Malaysian National Renal Registry. Annual reports of  the Malaysian Dialysis and Transplant 
Reg�stry �003-�007[4], IMF World Econom�c Outlook Database.[5]

Table 1: Trend of  dialysis provision in Malaysia (pmp), 1980-2005

�980 1985 �990 1995 �000 �004 2005
Renal replacement therapy �nc�dence 4 �0 �0 38 84 ��9 ��3
Renal replacement therapy prevalence 8 35 7� 153 338 525 574
D�alys�s �nc�dence � 7 �3 33 78 ��� ��7
D�alys�s prevalence 4 �6 46 �08 285 463 510

Source: Malaysian National Renal Registry. Annual reports of  the Malaysian Dialysis and Transplant Registry 
�003-�007.[4]

 The growth �n d�alys�s prov�s�on began to accelerate �n the �990s, as Malays�a entered a 
per�od of  susta�ned h�gh econom�c growth from the late �980s onwards. Although publ�c 
demand for dialysis treatment grew in tandem with increasing affluence, the public and private 
sectors were unable to meet the �ncreased demand for the serv�ce. In response, the d�alys�s 
sector was l�beral�zed by allow�ng non-governmental organ�zat�ons (NGOs) to operate d�alys�s 
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centres and approv�ng the establ�shment of  d�alys�s fac�l�t�es w�thout requ�r�ng an on-s�te 
nephrolog�st or, �n some cases, a med�cal doctor.

 Today, three types of  providers offer dialysis services in Malaysia: the government (public) 
sector, the pr�vate sector and the char�table (NGO) sector. Publ�c sector serv�ces compr�se 
d�alys�s un�ts �n M�n�stry of  Health hosp�tals, at un�vers�ty hosp�tals of  the M�n�stry of  
Educat�on, and at m�l�tary hosp�tals and health fac�l�t�es operated by the M�n�stry of  Defence.

Figure 2: Incident patients by income group, 1990-2005

Source: Malaysian National Renal Registry. Annual reports of  the Malaysian Dialysis and Transplant 
Reg�stry �003-�007.[4]

 The M�n�stry of  Health centres tend to prov�de d�alys�s serv�ces for act�ve and ret�red 
c�v�l servants and the�r dependents, the poor, and those l�v�ng �n areas where other d�alys�s 
prov�ders are not ava�lable. As F�gure � shows, the government d�alys�s sector enrols a larger 
proport�on of  poor pat�ents (those earn�ng less than RM �000 per month).

 Pr�vate sector d�alys�s �ncludes stand-alone centres and fac�l�t�es attached to pr�vate 
hosp�tals, and tends to serve employer-funded pat�ents, pr�vately-�nsured pat�ents and those 
affluent enough to be self-funded.

 The char�table (NGO) sector �s a type of  d�alys�s prov�der probably un�que to Malays�a 
and S�ngapore. These centres are operated by the Nat�onal K�dney Foundat�on, soc�al serv�ce 
organ�zat�ons l�ke the Rotary and L�ons clubs, and rel�g�ous bod�es. Pat�ents are funded through 
publ�c donat�ons and some government subs�d�es. These serv�ces act as a safety net for those 
who are unable to be accepted �nto the publ�c programme� or are unable to afford pr�vate 
d�alys�s.

� Th�s may be the case, for example, when government centres cannot accept more pat�ents.
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 Much of  the recent growth �n d�alys�s serv�ces has been dr�ven by growth �n the pr�vate and 
char�table sectors, �nd�cated by the decl�n�ng share of  pat�ents served by government centres, 
as F�gure 3 shows.

Figure 3: Dialysis treatment by sector (pmp) 1980-2005

Source: Malaysian National Renal Registry. Annual reports of  the Malaysian Dialysis and Transplant 
Reg�stry �003-�007[4].

 Government fund�ng of  d�alys�s d�rectly or �nd�rectly accounted for 67% of  pat�ents on 
dialysis in 2005. As Table 2 shows, the share of  patients funded by the Government has 
declined in the 1990s, along with the decline in the public sector’s share of  dialysis provision. 
However, from the late 1990s, a series of  public finance policies led to increasing public 
support for d�alys�s and eventually returned the publ�c share to about two-th�rd of  total 
fund�ng. In the �990s, fund�ng by char�ty has �ncreased �n tandem w�th �ts enhanced role as 
a treatment provider. While a significant proportion of  patients are self-funded, both these 
sources (fund�ng by char�ty and self-fund�ng) decl�ned relat�vely from the late �990s, as greater 
public financing became available.

Table 2: Funding for dialysis(% patients), 1980-2005

Financing for dialysis by 
sector, 2005 RM million (%)

1990 1995 2000 2005

• Publ�c 15.4 (64) 39.4 (56) 9�.� (46) 255.2 (67)
• Char�ty 0.6 (3) 5.3 (8) �9.� (�4) 45.3 (��)
• Pr�vate 7.9 (33) 25.5 (36) 8�.0 (4�) 78.6 (��)
Total fund�ng �3.9 (�00) 70.� (�00) �0�.4 (�00) 379.� (�00)

Source: Malaysian National Renal Registry. Annual reports of  the Malaysian Dialysis and Transplant 
Reg�stry �003-�007[4].
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2.3  Brief  history of  dialysis in Malaysia

 The pr�vate sector p�oneered chron�c d�alys�s treatment for end-stage renal funct�on 
in Malaysia in 1966, when public donations enabled the purchase of  an “artificial kidney” 
mach�ne to treat end-stage renal funct�on, follow�ng w�de press coverage of  the pl�ght of  a 
pat�ent �n Kuala Lumpur. From here, haemod�alys�s prov�s�on spread to the M�n�stry of  Health 
Kuala Lumpur Hosp�tal �n �969 and to other states, start�ng �n �984. By the late �980s, the 
M�n�stry of  Health began �mplement�ng a programme to establ�sh haemod�alys�s un�ts �n all 
state general hospitals and later in large district hospitals. By the end of  2005, over 400 dialysis 
centres of  both modal�t�es were funct�on�ng �n the country, �nclud�ng �37 haemod�alys�s centres 
�n M�n�stry of  Health hosp�tals, �nclud�ng those �n small, remote d�str�cts.

Table 3: Timeline of  expansion in dialysis provision in Malaysia

Date Event Remarks
�966 �st chron�c haemod�alys�s fac�l�ty establ�shed �n a 

pr�vate char�table hosp�tal near Kuala Lumpur 
Mach�ne funded through publ�c 
donat�ons follow�ng press coverage of  
the pl�ght of  a pat�ent

�969 �st publ�c sector haemod�alys�s fac�l�ty w�th �8 
pat�ents establ�shed at the Kuala Lumpur Hosp�tal

�970 Nat�onal K�dney Foundat�on launched Tra�n�ng & publ�c educat�on
Early 
�970s

Corporate d�alys�s centres for the�r staff  Serv�ces prov�ded �n Kuala Lumpur only

�979 Home haemod�alys�s programme where 
pat�ents who could afford to purchase the�r own 
haemod�alys�s mach�nes and consumables could 
d�alyse at home after tra�n�ng at Kuala Lumpur 
Hosp�tal.

Up to 350 patients on home 
haemod�alys�s at �ts peak, but now
largely superseded by centre 
haemod�alys�s

�984 S�x haemod�alys�s un�ts establ�shed outs�de Kuala 
Lumpur

Partly funded by a donat�on from the 
Association of  Cabinet Ministers’ Wives

�984 Cont�nuous ambulatory per�toneal d�alys�s 
�ntroduced �n Kuala Lumpur Hosp�tal

�993 F�rst Nat�onal K�dney Foundat�on d�alys�s centre �n 
Kuala Lumpur

In collaborat�on w�th the Soc�al Welfare 
M�n�stry and partly funded by a 
Broadcast�ng M�n�stry telethon

�996 Finance Ministry pledge a RM 25 million grant to 
Nat�onal K�dney Foundat�on

�00� Government subs�dy for deserv�ng pat�ents 
d�alys�ng at NGO centres

Subsidy of  RM 50 if  patients fees did 
not exceed RM 60

�000s Government subs�dy for NGO centre 
haemod�alys�s mach�ne purchases

�006 4�� haemod�alys�s and 3� cont�nuous ambulatory 
per�toneal d�alys�s centres nat�onw�de, �nclud�ng at 
small M�n�stry of  Health d�str�ct hosp�tals

2.4 Background and context

 From �ts very beg�nn�ng �n the late �960s and early �970s, d�alys�s enjoyed the support of  
influential clinicians and politicians. For instance, on its founding in 1970, the first president 
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of  the Nat�onal K�dney Foundat�on was the �ncumbent Health M�n�ster. Members of  the 
Foundat�on and �ts Board of  Governors have �ncluded sen�or nephrolog�sts, deputy health 
m�n�sters, pol�t�c�ans, prom�nent soc�al act�v�sts and, s�nce �996, representat�ves from the 
M�n�str�es of  Health and F�nance.

 Among the cr�t�cal dec�s�ons that have contr�buted to the rap�d growth �n NGO and 
private dialysis provision were the following:
1. The series of  policy decisions between 1999 and 2001 that increased public financing for 

d�alys�s from var�ous sources.
�. The dec�s�on to purchase d�alys�s serv�ces from the pr�vate and NGO sectors w�th these 

increasing public financing, thus instituting a purchaser-provider split. This is a significant 
departure from the standard �ntegrated publ�c sector approach �n Malays�a.

3. Nephrologists’ consent to allow non-specialists to operate dialysis centres, staffed at a 
higher ratio of  trained dialysis nurses to nurse’s aides, a policy that has only recently been 
reversed.

4. Provision of  a dialysis nurses’ training programme that accommodated private sector 
employees.

5. Minimal regulation: the policy of  “treat first, regulate later” where regulation of  private 
d�alys�s centres has been �ntroduced only recently.

 W�thout l�beral�zat�on, �t �s doubtful �f  the rap�d growth �n treatment from the �990s 
would have been possible. Patients quickly filled up any new capacity created.

 Prov�s�on of  d�alys�s by all three sectors cont�nued to grow stead�ly throughout the �990s. 
The Asian financial crisis of  1997 failed to dampen this growth. By the end of  the 1990s, 
the M�n�stry of  Health, now freed from meet�ng urban needs, started to focus the expans�on 
of  �ts serv�ces to rural areas that rema�ned excluded. Under a programme of  expans�on of  
serv�ces, new haemod�alys�s un�ts were opened �n small d�str�ct hosp�tals throughout the 
country so that, by the m�d-�000s, every d�str�ct �n Malays�a had at least one M�n�stry of  
Health haemod�alys�s un�t.

3. Development of  strategy and evidence

3.1 Methodology

 Ev�dence on the hor�zontal equ�ty of  d�alys�s serv�ces was obta�ned by analyz�ng data on 
d�alys�s treatment from the Nat�onal Renal Reg�stry, segregated by state (�� pol�t�cal un�ts) 
and prov�der sector (three sectors). These data were used �n conjunct�on w�th state-level 
populat�on stat�st�cs from the Department of  Stat�st�cs, Malays�a, and state-level household 
�ncome stat�st�cs from the Malays�a Plan reports of  the Government[7,8] to calculate the 
d�fference �n d�alys�s treatment prov�s�on between states and the concentrat�on �nd�ces of  
d�alys�s treatment �n Malays�a overall and by sector for the years �997 and �004.

 Hor�zontal equ�ty was �llustrated us�ng a concentrat�on curve that plots the cumulat�ve 
proport�on of  the populat�on ranked from lowest to h�ghest soc�o-econom�c status (�ncome) 
on the Y axis against the cumulative proportion of  health care (dialysis treatment) on the 
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X axis. Equality in the distribution of  health services is represented by a diagonal “line of  
equal�ty.” Concentrat�on curves below the l�ne of  equal�ty �nd�cate that health serv�ces are 
concentrated towards the well-off  wh�le curves above the l�ne of  equal�ty �nd�cate d�str�but�on 
of  services that favour the poor: the further away the concentration curve is from the diagonal 
l�ne of  equal�ty, the more unequal the d�str�but�on of  serv�ces.3

 The concentrat�on �ndex (C) summar�zes the extent of  �nequal�ty �nto a s�ngle �ndex 
number. C ranges �n value from m�nus one to one and has a value of  zero when there �s equal 
d�str�but�on of  health serv�ces. Values of  C further from zero �nd�cate greater �nequal�ty. 

3.2 Evidence

 Dialysis provision has expanded rapidly from 1997 to 2004 from 56.3 per million population 
(pmp) to ��9.�. The expans�on seems to have been most rap�d, however, �n the econom�cally 
advanced states, wh�le the poorer states �n the north, on the east coast and �n East Malays�a 
cont�nue to lag beh�nd �n treatment ava�lab�l�ty, as F�gure 4 shows. Table 4 shows that states 
w�th the lowest treatment rates have seen the greatest relative �ncrease but st�ll lag beh�nd h�gher-
rate states by a large amount.

Figure 4: Dialysis treatment by state 1997-2004

Source: Malaysian National Renal Registry. Annual reports of  the Malaysian Dialysis and Transplant 
Reg�stry �003-�007.[4]

3 C equals tw�ce the area between the between the l�ne of  equal�ty and the concentrat�on curve. Appl�ed to grouped 
data (states), C can be calculated by applying the formula suggested by Brown:

 

 where Yi is the cumulative proportion of  health services over k groups and X is the cumulative proportion of  
populat�on ranked by soc�o-econom�c status.

C = � -     ( Yi + 1 + Yi  ) ( Xi + 1 + Xi  )Σ
k = �

i = 0
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Table 4: Dialysis treatment rates, per million population (pmp) 1997-2004

1997 2004 Change (%)
Malays�a (all) 56.3 ��9.� ���%
Lowest treatment rate states 11.8 48.3 309%
25th percentile 40.7 7�.6 78%
Med�an 58 ��9.4 �06%
75th percentile 77.8 157 �0�%
H�ghest treatment rate states 94.5 ���.� ��4%
Var�at�on �n treatment prov�s�on
Range rat�o 8.0 4.4 -45%
Inter-quart�le rat�o �.9 �.� �3%
Prov�s�on by sector
Government 54% 35% -35%
Char�table �7% 3�% 15%
Pr�vate �9% 34% 8�%
Household income (US$/month) �606 3�49 �0%
Concentration index
Malays�a 0.��� 0.053
Government 0.037 -0.047
Char�table (NGO) 0.�94 0.�07
Pr�vate 0.376 0.�3
Household income inequality (Gini coefficient ) 0.47 0.46�

Sources: Malaysian National Renal Registry. Annual reports of  the Malaysian Dialysis and Transplant Registry 
�003-�007,[4] M�d-term rev�ew of  the 7th Malays�a Plan �999[7], 9th Malays�a Plan �006.[8]

 Figure 5 illustrates the large variations in the provision of  renal replacement therapy 
among Asian countries, ranging from 33 pmp in Pakistan to 1857 pmp in Japan. Figures 1 and 
3 suggest that the prov�s�on of  d�alys�s �n Malays�a and elsewhere �n As�a �s dr�ven by levels of  
�ncome and thus affordab�l�ty.

Figure 5: Renal replacement therapy and income in Asia, 2003-2004

Sources: Malaysian National Renal Registry[��], Un�ted States Renal Data System �006 Annual 
Data Report.[4]
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Figure 6 plots the cumulative population ranked by mean household income (X-axis) of  states in 
Malaysia against cumulative dialysis treatment rates (Y-axis) for 1997 and 2004. The distribution 
of  d�alys�s �s cons�stently unequally d�str�buted to favour the econom�cally well-off  states but, as 
Table 4 shows, the extent of  inequality has declined from 1997 (C=0.111) to 2004 (C=0.053).

 Th�s analys�s �s based on �ncome levels of  states rather than of  �nd�v�dual pat�ents. The extent 
to wh�ch d�alys�s serv�ces are captured by the well-off  cannot be determ�ned d�rectly. However, 
serv�ces �n d�str�ct hosp�tals tend to serve the poorer rural populat�on and d�alys�s pat�ents �n most 
publ�c hosp�tals are over-represented by the poor (see F�gure �).

 F�gures 7.� and 7.� plot the concentrat�on curves by sector of  d�alys�s treatment prov�s�on �n 
�997 and �004 separately and show that government d�alys�s has gone from marg�nally favour�ng 
the econom�cally advantaged states �n �997 (C=0.037) to favour�ng the d�sadvantaged states �n 
�004 (C= -0.047). Table 4 shows that, although the char�table and pr�vate sectors cont�nue to be 
unequally d�str�buted towards the econom�cally advantaged states, the extent of  �nequal�ty has 
decl�ned from �997 (C=0.�94 and 0.376) to �004 (C=0.�07 and 0.�3).

3.3  What health outcomes were achieved?

 The distribution of  dialysis services broadly confirms our expectation that the private sector 
has concentrated �ts fac�l�t�es �n econom�cally developed states where pat�ents are able to afford 
�ts serv�ces, wh�le the publ�c sector behaves �n exactly the oppos�te fash�on �n accordance w�th �ts 
soc�al equ�ty m�ss�on.

 The �mprovement �n geograph�c equ�ty over t�me m�ght be expla�ned by the fact that the 
publ�c sector, hav�ng been freed from meet�ng urban needs, could channel �ts fund�ng at d�rect 
supply-s�de subs�d�es by locat�ng �ts d�alys�s fac�l�t�es �n areas w�th poorly contestable markets 

Figure 6: Concentration Curves of  Dialysis, 1997-2004
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such as rural areas. The share of  government sector d�alys�s has decl�ned (see F�gure 3) but the 
total prov�s�on of  d�alys�s has �ncreased across all sectors �n absolute terms (see F�gure �). Thus, 
even �f  the publ�c share of  total prov�s�on �s decreas�ng, the number of  pat�ents on d�alys�s at 
government fac�l�t�es has �ncreased �n absolute terms and �s coupled w�th the targeted expans�on 
of  government prov�s�on to poorer reg�ons down to the d�str�cts. Th�s means that more poor 
pat�ents from the poorer states are able to access treatment than prev�ously, when serv�ces were 
v�rtually non-ex�stent or �nvolved long d�stance travel.

Figure 7.1: Concentration Curves of  Dialysis by Sector, 1997
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Figure 7.2: Concentration Curves of  Dialysis by Sector, 2004
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 More �nterest�ngly, the �ncreas�ngly dom�nant pr�vate prov�s�on of  serv�ces has not been 
accompanied by greater inequity, despite the perception that profit-oriented private providers 
would avoid less affluent areas. Instead its distribution of  dialysis services has improved over 
t�me too. Th�s m�ght be expla�ned by the fact that the markets for d�alys�s serv�ces �n the 
affluent states are already saturated, thus compelling the private sector to seek opportunities 
in less affluent locations. We would expect the diffusion of  private providers to the peripheral 
states to cont�nue as �ncomes �n these places cont�nue to r�se �n l�ne w�th econom�c growth 
throughout the country.

 A recent study[�3] on the benefit incidence of  public sector health spending reports that 
the Malays�an publ�c health sector has been relat�vely successful �n prov�d�ng equ�table health 
care, as measured �n terms of  the target�ng of  publ�c health subs�d�es towards the poor. The 
research also reported that the concentrat�on �nd�ces of  �npat�ent care �n the publ�c sector 
were marg�nally pro-poor (C between 0 and -0.�) wh�le pr�vate sector �npat�ent care was heav�ly 
pro-r�ch (C greater than 0.4). The s�m�lar�ty �n �nequal�ty est�mates between the d�str�but�on 
of  d�alys�s and �npat�ent care �s str�k�ng. In both �nstances, publ�c prov�s�on �s marg�nally pro-
poor wh�le pr�vate prov�s�on �s pro-r�ch. Th�s, and the fact that the �nequal�ty of  d�alys�s �s less 
than household income inequality in Malaysia (Table 4), as measured by the Gini coefficient, 
�nd�cates that publ�c sector has managed to play �ts complementary role �n ensur�ng equ�ty �n 
access to health care.

The only other data we could find to compare Malaysia’s experience with is from Mexico, 
wh�ch �s also a m�ddle �ncome economy. In Mex�co, serv�ces are prov�ded by the publ�c sector 
but operated as separate segments, depending on the insurance status of  the population—that 
�s, the �nsured (compr�s�ng employees �n the formal sector and government workers) and the 
un�nsured (compr�s�ng the self-employed who have no pr�vate �nsurance and those from �n 
the �nformal sector). A study from the Mex�can state of  Jal�sco[�4] reported that, from �998 
to 2000, dialysis treatment rates among the insured population were 5.7 times greater than 
those among the un�nsured (939 pmp aga�nst �66 pmp). Only three programmes prov�ded 
dialysis for the uninsured (as opposed to 15 for the insured). All three were located in the state 
cap�tal and were thus �naccess�ble to the rural populat�on, who were more l�kely to be lack�ng 
insurance in the first place. These findings from Malaysia and Mexico contradict the seemingly 
obv�ous assert�on that publ�c prov�s�on �s necessary to assure equ�table access, and that pr�vate 
prov�s�on�ng �s �ncompat�ble w�th equ�ty object�ves.

4. Conclusions and final results

 Malaysia’s experience as a middle income developing country in providing a costly treatment 
with scarce available resources shows that:

�. Increase �n treatment and the result�ng �mproved access to d�alys�s �s dr�ven by econom�c 
development, wh�ch translates health care needs �nto effect�ve demand.

�. Growth �n prov�s�on has been dr�ven by rap�d growth �n the NGO and pr�vate sectors that, 
as expected, were h�ghly respons�ve to market s�gnals.

3. The �ncrease �n the ava�lab�l�ty of  treatment and the sh�ft to NGO and pr�vate prov�s�on 
has resulted in: 
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a. improved equity over time and the diffusion of  service provision to less profitable areas 
due to compet�t�on, and 

b. �mproved equ�ty of  publ�c sector prov�s�on.
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Promoting health equity through capacity 
building of  primary health care workers in 
Mongolia
D. Amarsa�khan�, N. Erdenekhuu�, S. Gov�nd and R. Hagan3, and E. Nyamsuren44

1. Summary

 Mongol�a �s struggl�ng to address human resource �ssues �n �ts health sector. The uneven 
d�str�but�on of  health workers, w�th �ncreas�ng shortages �n rural areas, �s due largely to poor 
work�ng cond�t�ons and a lack of  �ncent�ves for rural health workers. At the same t�me, there 
�s an excess of  health workers �n urban centers, espec�ally doctors. Stud�es show that �ncome 
�nequal�ty �s �ncreas�ng and �nequ�ty �n access to health serv�ces �s a grow�ng problem. Maternal 
and ch�ld mortal�ty rates rema�n h�gh compared to other develop�ng countr�es �n the reg�on, w�th 
marked urban/rural differences. These challenges limit new rural health gains and Mongolia’s 
ab�l�ty to reach �ts health-related M�llenn�um Development Goal targets.

 For many years, WHO has supported the M�n�stry of  Health �n bu�ld�ng the capac�ty of  
health workers through such tra�n�ng mechan�sms as overseas fellowsh�ps and study tours, 
part�c�pat�on of  techn�cal and manager�al staff  �n �nternat�onal and reg�onal meet�ngs, and 
many local tra�n�ng workshops. The fellowsh�ps have contr�buted to strengthen�ng the pool 
of  tra�ned workers. From �000 to �006, over �30 Mongol�ans stud�ed abroad as Internat�onal 
Fellows under var�ous WHO programmes. However, desp�te some notable successes, these 
overseas tra�n�ng programmes do not always const�tute an opt�mal use of  scarce tra�n�ng funds, 
as deta�led �n th�s paper.

 An evaluat�on found that local cost tra�n�ng act�v�t�es that �ncluded d�str�ct level health 
workers (and more rarely soum-level workers) were uneconom�cal, due to the very h�gh travel 
costs �ncurred by remote part�c�pants �n com�ng to the cap�tal c�ty, Ulaanbaatar.

 To respond to this finding, the WHO country office allocated some 10% of  its regular 
budget for local fellowsh�ps �n the �006-�007 b�enn�um. By the m�ddle of  �007, around 300 
remote pr�mary health care workers �nclud�ng nurses, m�dw�ves and bag feldshers were tra�ned, 
pr�mar�ly �n the three rural reg�onal med�cal colleges.

 Mongol�a has �n�t�ated a programme to secure long-term techn�cal ass�stance to support 
�ts human resource development pol�cy and strateg�es. As noted �n �ts new Strateg�c Master 
Plan for the Health Sector, solut�ons requ�re shared act�on by many stakeholders, �nclud�ng 
the M�n�stry of  Educat�on. The Pr�me M�n�ster now heads a h�gh level comm�ttee to address 

� Health Sc�ences Un�vers�ty of  Mongol�a
� M�n�stry of  Health, Mongol�a
3 World Health Organ�zat�on, Mongol�a
4 Darkhan Med�cal College
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cont�nu�ng �ssues related to human resources for health. The Government of  Mongol�a has 
formally recogn�zed the grow�ng rural/urban �nequ�t�es and has �n�t�ated a range of  efforts to 
reduce them.

 WHO has set a target with the Ministry to allocate approximately 15% of  all WHO’s 
Mongol�a budget �n the �008-�009 b�enn�um for local fellowsh�p tra�n�ng at the three reg�onal 
med�cal colleges. G�ven the w�de acceptance of  these changes and the sat�sfact�on of  pr�mary 
health workers and the�r managers, �nequ�ty �n d�str�but�on of  health workers between urban 
and rural areas �s l�kely to be reduced.
 
2. Purpose

 Th�s paper descr�bes an �nnovat�ve strategy to develop the capac�ty of  rural health workers, 
thereby help�ng to reduce the health gaps between the urban and rural populat�ons. Some 
tra�n�ng resources were sh�fted from �nternat�onal fellowsh�ps to a local fellowsh�p programme. 
Th�s allowed the tra�n�ng to be better ta�lored to the needs of  m�d- and lower-level rural pr�mary 
health care staff  and el�m�nated several major barr�ers to the uptake of  tra�n�ng opportun�t�es. 
These barr�ers �ncluded lack of  transparency �n the select�on of  cand�dates, poor Engl�sh 
language sk�lls, and the l�m�ted ab�l�ty of  many rural health workers to travel and l�ve abroad. 
Pol�cy changes are suggested based on prel�m�nary ev�dence that the �ntervent�on �s effect�ve. It 
�s susta�nable and cost-effect�ve, because �t costs much less than the prev�ous tra�n�ng strategy 
and shows s�gns that �t w�ll result �n longer retent�on of  health workers �n rural areas.

2.1 Background

 Several d�fferent approaches have been used to bu�ld the capac�ty of  health workers �n 
Mongol�a. These �nclude pre-serv�ce educat�on, overseas tra�n�ng through fellowsh�ps, awards 
and study tours, and �n-country workshops and sem�nars. A large part of  donor resources, 
espec�ally those from WHO, was spent on support�ng health worker tra�n�ng abroad through 
overseas fellowsh�p awards. Ev�dence collected through assessments of  overseas tra�n�ng 
programmes showed that they had only l�m�ted success �n ach�ev�ng the goal of  bu�ld�ng the 
capac�ty of  rural health workers. Thus, d�fferent opt�ons were needed.

2.2 Health gaps between urban and rural areas

 Adm�n�strat�vely, Mongol�a �s d�v�ded �nto aimags and the cap�tal Ulaanbataar. Aimags are 
further d�v�ded �nto soums, and soums �nto bags. Presently, there are �� aimags, 340 soums, and �664 
bags. In 2006, the population was 2.59 million, of  which 37% lives in the capital Ulaanbaatar, 
�4% �n aimag centres, and the rema�n�ng 39% �n rural areas.[�]

 The health status of  Mongol�ans �s �mprov�ng overall, but ga�ns made �n the past through 
the control of  commun�cable d�seases are rap�dly erod�ng, w�th sexually transm�tted �nfect�ons 
(�nclud�ng HIV) and tuberculos�s, on the r�se. In �006, a total of  36,��� cases of  �7 d�fferent 
communicable diseases were reported in Mongolia, which was more than in 2005 by 3,8895 

5 The rate is higher in Ulaanbaatar because all the tertiary hospitals and specialists are located there and all the 
ser�ous cases from the a�mags and soums are referred there for treatment. Thus, the stat�st�cs for Ulaanbaatar 
�nclude these pat�ents from the a�mags and soums.
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cases. In �006, the �nc�dence of  commun�cable d�seases �n three aimags and Ulaanbaatar c�ty  
were h�gher than the nat�onal average. The �nc�dence of  v�ral hepat�t�s �s �ncreas�ng, espec�ally 
�n rural areas.

 Newer noncommun�cable cond�t�ons, such as heart d�sease, d�abetes, stroke and preventable 
cancers, are also stra�n�ng health serv�ces, espec�ally for poor and vulnerable populat�ons. 
Recent surveys have po�nted towards �ncreas�ng trends �n common r�sk factors, such as tobacco 
smok�ng, alcohol consumpt�on, lack of  phys�cal act�v�ty and poor d�et.

 Overall morb�d�ty �s reported to be h�gher �n urban areas, but the �nc�dence of  four of  
the lead�ng causes of  morb�d�ty was h�gher �n rural areas. D�seases of  the c�rculatory system, 
neoplasms and injuries have remained the leading causes of  population mortality since 1995 
and the number of  deaths due to these cond�t�ons has been �ncreas�ng year by year.

 In the last 15 years, infant and under-five mortality have steadily decreased. These declines 
are attr�buted to the �mplementat�on of  effect�ve publ�c health measures such as the Expanded 
Programme on Immun�zat�on, the Integrated Management of  Ch�ldhood Illness and the 
promot�on of  breastfeed�ng. Desp�te these ga�ns, a w�de gap st�ll rema�ns between the urban 
and rural populat�on �n key health status �nd�cators, such as �nfant and ch�ld mortal�ty, maternal 
mortal�ty, and water and san�tat�on.

 Table 1: Infant and under-five mortality by urban/rural residence, 2006
Infant 1-4 years old

Urban Rural Urban Rural
Resp�ratory d�seases 3.52 �3.7 4.45 �4.7
D�gest�ve system �.38 �.98 �.97 5.94
Per�natal patholog�es 22.5 28.5 0.0 0.0
Congen�tal malformat�ons 7.3 4.9 �.48 5.44
Injur�es and po�son�ng 0.6 5.54 �3.8 �0.8

Source: National Centre for Health Development 2005.

Table 2: Infant and under-five morbidity by urban/rural residence, 2006
Infant 1-4 years old

Urban Rural Urban Rural
Resp�ratory d�seases �9.7 40.7 �8.6 40.7
D�gest�ve system 6.�9 9.57 5.67 8.97
Per�natal patholog�es 4.39 0.8 0 0
Injur�es and po�son�ng �.�6 0.54 4.�6 �.33
Infect�ous and paras�t�c d�seases 0.65 0.37 �.38 �.63
Sk�n and subcutaneous �.37 2.15 1.58 �.9�
Ear and masto�d 0.7 3.77 0.6� �.94

Source: National Centre for Health Development 2005.

 Tables � and � show data on the lead�ng causes of  �nfant and ch�ld mortal�ty, by rural and 
urban residence. In 2006, average infant and under-five mortality rates per thousand live births 



�60

Promoting health equity: evidence, policy and action 
Cases from the Western Pacific Region

�60

were 19.8 and 24.0, respectively. These rates each decreased by one point since 2005, but the 
rates in rural areas were 20% and 25% higher, respectively, than those in urban areas.

 Overall, maternal mortal�ty �s on the decl�ne �n the country (93.0 per �00 000 l�ve b�rths 
in 2005), but this is still high compared to other developing countries in our region. The 
maternal mortal�ty rat�o �s very h�gh �n certa�n western aimags, due to lack of  bas�c essent�al 
obstetric services. It is 73.3 per 100,000 live births in urban areas but 105.7 in rural areas. 
An �ncreas�ng number of  congen�tal syph�l�s cases are be�ng detected �n newborns at aimag 
hosp�tals. Th�s �s due, �n part, to the lack of  bas�c essent�al serv�ces, such as screen�ng for 
syph�l�s dur�ng pregnancy, �n rural areas, and the h�gh costs of  go�ng to aimag hosp�tals for 
these serv�ces.

2.3 Human resource issues and challenges in primary health care

 Desp�te mak�ng progress �n address�ng human resource challenges, Mongol�a �s st�ll 
struggl�ng to resolve several problems, foremost of  wh�ch �s the mald�str�but�on of  health 
workers. Shortages of  key health workers �n rural areas have �ncreased �n recent years, espec�ally 
w�th respect to m�d-level workers, who are the heart of  rural health care. In soum hosp�tals, 
one doctor usually superv�ses the work of  8-�� m�d-level workers, so scal�ng up the tra�n�ng 
of  m�d-level workers �n pr�mary health care would help �mprove hosp�tal management and 
the sharing of  doctor’s duties.

 The qual�ty of  health serv�ces suffers due to sk�ll-m�x �mbalances, poor work�ng cond�t�ons 
for health workers, and �nadequate fac�l�t�es and suppl�es. These problems threaten to 
underm�ne the health ga�ns made �n Mongol�a, w�th a part�cular �mpact on rural populat�ons 
and vulnerable groups. They also l�m�t the capac�ty of  Mongol�a to reach �ts health-related 
M�llenn�um Development Goal targets.

 The ma�n goal of  the health system �n Mongol�a �s to del�ver equ�table, access�ble and 
qual�ty health care and serv�ces for every person. The system �s character�zed by three levels 
of  serv�ces.[5] Appropr�ate human resource development for the del�very of  pr�mary health 
care is among the significant challenges that the Government and international partners are 
address�ng., Pr�mary care serv�ces are ma�nly prov�ded by fam�ly group pract�ce fac�l�t�es �n 
Ulaanbataar c�ty, and by soum and �nter-soum hosp�tals �n the countrys�de. In �006, health 
fac�l�t�es �n rural areas (soum and �nter-soum hosp�tals) accounted for �3.�% of  the total 
number of  hosp�tal beds[�,6] but served 39% of  the populat�on.

Table 3: Health worker distribution in Mongolia, 2005
Urban/aimag center Rural area

Populat�on 6�% 39%
Phys�c�an number/�0,000 pop. 47.6 17.5
Nurse number 4�.3 25.6
Phys�c�an/nurse rat�o �.� 0.6
Proport�on of  health budget 70.6% �9.4%
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2.4 Health workforce situation and trends

 There were 33,649 health workers in 2005, working in both the public and private sectors.[�,�] 
Of  these, 8�% were women, vary�ng from 77% �n pr�mary level serv�ces to 86% �n tert�ary level 
serv�ces. Wh�le the overall s�ze of  the health workforce �s cons�dered adequate by �nternat�onal 
standards, health worker density varies considerably between rural and urban areas. In 2005, 
aimags had an average of  �.7 phys�c�ans per thousand populat�on, compared to Ulaanbaatar, 
wh�ch had 4.3 per thousand (Table 3). Half  of  all soum hospitals had only one doctor, and 15 
lacked any doctor at all—clear indicators of  the critical health worker shortage in rural areas. 
Geograph�cal �nequ�ty �n the d�str�but�on of  m�d-level workers �s also apparent, although not 
so pronounced, with 5.3 mid-levels workers available per thousand population in aimags, versus 
6.3 per thousand �n Ulaanbaatar.[5]

 The proport�on of  the health workforce work�ng at the pr�mary or secondary level has 
fallen by around 8% over the past 5 years (Figure 3). This trend is inconsistent with the Ministry 
of  Health’s policy to take a primary health care approach to provision of  health services, and 
to target resources towards the poor and areas �n greatest need.[�]

Figure 3. Percentage of  health workforce at primary and secondary levels (2001-2005)

 A number of  factors contribute to this trend. There are significant difficulties recruiting 
and reta�n�ng sk�lled health workers �n rural areas. The low level of  health worker salar�es 
compared to the cost of  l�v�ng, l�m�ted �ncent�ves for rural post�ngs, and the low number of  
rural entrants tra�n�ng as health workers, all contr�bute to th�s s�tuat�on.

 In add�t�on, poorer soc�o-econom�c cond�t�ons �n rural areas contr�bute �nd�rectly, by 
mak�ng rural posts less attract�ve to health workers than urban posts. The h�gh costs faced 
by rural households �n access�ng bas�c soc�al serv�ces are one underly�ng reason for the h�gh 
rural to urban m�grat�on �n Mongol�a. Th�s phenomenon has been grow�ng and affects all rural 
profess�onals. W�thout good teachers and bas�c serv�ces, m�d-level health workers also leave.
Maldistribution creates a significantly higher workload for rural doctors than that of  their 
urban counterparts. In 2004, there were an average of  5 doctors per 10,000 population at 
the soum level, compared to �7 per �0,000 populat�on at the nat�onal level, and 43 per �0,000 
populat�on �n Ulaanbaatar.[4] A soum or �ntersoum doctor was respons�ble for an average of  �� 
outpatients per working day in 2005, compared to an average of  eight outpatients per doctor 
per day �n aimag hosp�tals and four �n tert�ary hosp�tals. A soum or �ntersoum doctor was also 
respons�ble for an average of  �70 adm�ss�ons per year, compared to an average of  ��7 �n aimag 
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hosp�tals and 99 �n tert�ary hosp�tals.[3] W�th an average of  only �.6 doctors per soum hosp�tal, 
many rural doctors are on call �4 hours a day, seven days a week, w�thout any other doctor to 
share the workload.

2.5 Human resource policy and efforts in human resource development

 The Ministry of  Health’s Human Resource Development Policy 2004-2013 sets out 
human resource development directions and identifies a number of  priorities in workforce 
planning, training, distribution and management. In April 2005, the Government endorsed 
the Health Sector Strateg�c Master Plan. The Plan, developed through a collaborat�ve process 
within and outside the sector, presents a vision for future health services and identifies human 
resource development w�th�n an �ntegrated approach to health serv�ces development, as one 
of  the key areas of  work for the next �0 years. The three ma�n strateg�es �n human resources 
for health are:

• to strengthen sector-w�de human resource management, based on the Human Resource 
Development Policy;

• to reform pre-, post- and in-service training for health professionals and workers; and,
• to further develop �ncent�ves, �nclud�ng soc�al secur�ty, for all health workers.

 Many of  the complex human resources problems cannot be resolved by the M�n�stry 
of  Health alone. The Health Sector Strateg�c Master Plan acknowledges that the process 
of  develop�ng a nat�onal health sector human resource development plan must �nvolve 
partnership with stakeholders from health, education, civil service and finance sectors, as well 
as profess�onal, donor and consumer bod�es.

 The Ministry of  Health’s Human Resource Development Policy 2004–2013 recognizes 
that the “tra�n�ng of  health workers must be closely correlated w�th ... the health needs of  the 
rural population and the specifics of  working in rural areas.”[5]

 Training strategies to improve staff  distribution in rural areas include:
• �ncreas�ng the qual�ty and ava�lab�l�ty of  tra�n�ng at the aimag level rather than requ�r�ng 

students to train in Ulaanbaatar;
• act�ve recru�tment of  rural students, �nclud�ng through scholarsh�ps and contracts, who 

will return to work in their own communities on graduation; and
• g�v�ng pr�or�ty to rural health workers �n �n-serv�ce, post-bas�c and post-graduate 

tra�n�ng.

 A large part of  WHO’s country resources is allocated to supporting the Ministry of  
Health’s Human Resource Development Policy and building the capacity of  health workers, 
through such mechan�sms as overseas fellowsh�ps and study tours, part�c�pat�on of  techn�cal 
and manager�al staff  �n �nternat�onal and reg�onal meet�ngs and workshops, and local tra�n�ng 
workshops. Th�s support �ncludes numerous tra�n�ng act�v�t�es organ�zed for pr�mary level 
health workers, �nclud�ng cl�n�cal, non-cl�n�cal and health promot�on tra�n�ng for soum doctors 
and bag feldshers, although these have been problemat�c, as d�scussed later.
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 Fellowships offer considerable benefits to individuals and have contributed to strengthening 
the pool of  tra�ned human resources �n Mongol�a. In �006, we des�gned and carr�ed out a study 
to assess the total �mpact of  WHO-funded scholarsh�ps awarded �n Mongol�a and to prov�de 
recommendat�ons to �mprove the �mpact of  the programme.

2.6 Developing evidence on overseas fellowship training

 The overall goal of  tra�n�ng �s to strengthen the capac�ty of  part�c�pants to �mprove the 
health of  the Mongol�an populat�on, w�th a focus on rural and d�sadvantaged groups.

 The following were the objectives of  this study:
1. to assess the success and failures of  WHO’s current programme of  capacity building for 

health workers;
2. to develop appropriate training programmes for primary health care workers; and,
3. to mon�tor and evaluate the �mpact of  the programme.

2.7 Methods of  the study

 The study population included the 89 out of  195 WHO Fellows who had participated in 
short- and long-term �nternat�onal fellowsh�ps and study tours between �00� and �006, and 
who were st�ll �n the�r �ntended posts.

 Th�s study comb�ned quant�tat�ve and qual�tat�ve methods, �nclud�ng the analys�s of  rout�ne 
reports on the complet�on of  fellowsh�ps and appl�cat�on of  the learn�ng, rap�d follow-up 
stud�es of  fellowsh�ps and study tours, and programme evaluat�ons through quest�onna�res, 
�nterv�ews and focus group d�scuss�ons w�th med�cal profess�onals. WHO techn�cal staff, 
Ministry of  Health officers, medical professionals, expatriates and other key informants were 
also �nterv�ewed.

 The follow�ng approaches were used to assess the �nternat�onal fellowsh�ps and study 
tours awarded from 2002 to 2006:
• identifying the Fellows’ professional and educational backgrounds;
• assessing the selection procedure for Fellows;
• examining the Fellows’ career and professional development upon their return;
• assessing the Fellows’ contribution to the health sector upon their return;
• evaluating whether the Fellows’ training objectives were met; and
• assessing the limitations and benefits of  the Fellowships programme.

2.8 Findings

 The Fellows’ mean age was 42.9 years,[7] the youngest Fellow be�ng �7 years old and the 
oldest 45. In terms of  their sex distribution, 23 (26.3%) of  the Fellows were men, while 66 
(73.7%) were women. Accord�ng to �006 data, however, 78.7% of  the over 7000 med�cal 
doctors work�ng �n the health sector are women.

 There �s a d�st�nct b�as �n the d�str�but�on of  overseas Fellowsh�p awards by profess�onal 
category, with 75.4% of  Fellows being medical doctors, 5.3% economists, 3.5% pharmacists, 
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8.8% hygienists, and 1.75% each information technologists, medical equipment engineers, 
dentists, pharmacists, and nurses. No midwives or paramedics have received awards over the five 
years.

 Nearly all interviewees were unsatisfied with the current selection procedure as well as the 
�nformat�on sources about Fellowsh�ps. The study found that a systemat�c select�on procedure was 
generally not followed. The �nformat�on access�ble through the publ�c med�a about Fellowsh�p 
programmes for medical professionals is insufficient. The actual practice is quite different from 
the Fellowsh�p manual rules and procedures, wh�ch requ�re that a nat�onal select�on comm�ttee 
should select the candidates, with the advice of  the WHO country office.

 Overall, the WHO Fellowsh�ps programme st�ll �s an �mportant means for strengthen�ng 
the capac�ty of  human resources for health �n Mongol�a. The ma�n strengths of  the programme 
�nclude pos�t�ve �mpacts on health systems and serv�ce del�very. Returned Fellows have contr�buted 
to changes in health policies, health legislation and specific disease control programmes. 
Examples are the new tobacco control leg�slat�on, and a nat�onal plan for non-commun�cable 
d�seases control and for cancer control. The IMCI strategy has been successfully �mplemented �n 
Mongol�a w�th the help of  returned Fellows.

 In terms of  profess�onal development and �ncreased opportun�t�es for career advancement, 
the Fellowsh�p programme has also fac�l�tated network�ng among countr�es and �nst�tut�ons. 
Mongol�a has hosted several �nternat�onal and reg�onal meet�ngs to share exper�ences on 
programmes such as traditional medicine, health financing, and IMCI.

 In general, however, wh�le returned Fellows are eager to apply the knowledge and competenc�es 
obta�ned from the�r tra�n�ng, the M�n�stry of  Health has l�ttle operat�onal budget to support them 
�n �mplement�ng the�r new knowledge and sk�lls. In add�t�on, ne�ther WHO nor the Government 
has any follow-up or controls for how the Fellows’ skills are applied or what contribution they 
make to the development of  health sector. The study found that, after the�r tra�n�ng, most 
Fellows d�d not return to the jobs they were tra�ned for. Instead, most took up unrelated jobs, 
for the sake of  better salar�es or �ncent�ves and opportun�t�es for promot�on, tend�ng to move to 
donor-funded projects �n the M�n�stry of  Health and elsewhere. Th�s shows that the reputat�on 
and value of  the Fellows �ncreased, but the�r post-tra�n�ng ass�gnment exper�ences are generally 
not supportive of  Mongolia’s national health sector development goals.

2.9 Development of  Local Fellowships Training Programme

 Most health workers �n Mongol�a, espec�ally those work�ng �n rural areas, lack access to 
�nternat�onal tra�n�ng programmes, ma�nly due to the language barr�er. S�nce �ncreas�ng the capac�ty 
of  mid-level workers would be of  great benefit to rural health services, WHO has supported the 
organization of  training courses in Ulaanbataar, but few mid-level health workers have benefited 
from these short-term (three-to-five-day) local workshops, most of  which are related to primary 
health care6. Many pr�mary health care workers have never attended any educat�onal course after 
graduat�on from the�r �n�t�al courses.

6 WHO supports �8 country programmes cover�ng �mmun�zat�on, commun�cable d�seases, essent�al med�c�nes, mental 
health, noncommun�cable d�seases, health promot�on, nutr�t�on, health system pol�c�es, and other areas, that �nvolve 
pr�mary health care workers from rural areas.
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 Comparat�vely few rural m�dw�ves, doctor ass�stants, nurses and other pr�mary health care 
professionals have been trained. A recent survey that included around 500 midwives found 
that 7�% had not had any type of  tra�n�ng s�nce the�r graduat�on. Not only are they effect�vely 
prevented from tak�ng advantage of  �nternat�onal tra�n�ng opportun�t�es for reasons of  
language and select�on b�as, but nurses and other m�d-level health workers are often unable to 
attend advanced tra�n�ng programmes �n Ulaanbataar due to travel costs and d�stance. Health 
adm�n�strators or the�r deput�es are often the ma�n part�c�pants, even though these programmes 
are �ntended for techn�cal staff.

 Early d�scuss�ons w�th the M�n�ster of  Health on poss�ble ways to �ncrease the part�c�pat�on 
of  rural or remote health workers were compl�cated by the percept�on that M�n�stry of  Health 
staff  and specialists (all urban-based) were more in need of  the training offered through WHO’s 
�nternat�onal Fellowsh�ps, and WHO Fellowsh�ps were needed as an �ncent�ve to reward serv�ce 
to the Ministry of  Health. In addition, Ministry officials thought that WHO funds should be 
spent through the M�n�stry of  Health and not through the M�n�stry of  Educat�on. Desp�te th�s 
oppos�t�on, d�scuss�ons were started w�th the Reg�onal Med�cal Colleges �n �003 to use the�r 
fac�l�t�es for local tra�n�ng act�v�t�es.

 The object�ve of  the Local Fellowsh�ps Tra�n�ng Programme were to upgrade the knowledge 
and sk�lls of  health workers work�ng �n remote soums by prov�d�ng access�ble, comprehens�ve 
tra�n�ng programmes �n areas related to pr�mary health care and thereby to �mprove the qual�ty 
of  health serv�ces �n rural areas.

 Based on the priorities of  the National Health Plan 2006-2015, the training needs of  primary 
health care workers were assessed in a process that included:

�. understand�ng the Nat�onal Health Plan and the M�n�stry of  Health and �nternat�onal 
organizations’ policy recommendations;

�. analyz�ng the development of  appropr�ate curr�cula, teach�ng and tra�n�ng mater�als us�ng 
participatory approach with key institutions; and

3. sett�ng up a nat�onal select�on comm�ttee and transparent processes and send�ng out open 
advert�sements to �nform all health workers about tra�n�ng opportun�t�es.

 The Reg�onal Med�cal Colleges are located �n the east, west and central reg�ons of  Mongol�a. 
They have long exper�ence �n tra�n�ng med�cal profess�onals, doctors, m�d-level health workers, 
and nurses. Organ�z�ng the local fellowsh�ps tra�n�ng programme requ�red strengthen�ng the 
capac�t�es of  these colleges �n terms of  funds, workforce, and tra�ners, but th�s �nvestment has 
reduced many of  the prev�ous barr�ers to m�d-level worker tra�n�ng. It w�ll ensure the long-term 
susta�nab�l�ty of  the locally organ�zed fellowsh�ps and the capac�ty to tra�n many rural health 
workers. The WHO grant was used to implement training courses in the following areas:[8]

• Pregnancy, b�rth, post-natal and newborn care
• Noncommun�cable d�sease prevent�on and control
• Rat�onal use of  Mongol�an trad�t�onal med�c�ne
• Integrated pr�mary health care for rural health teams
• Mental d�sorders �n pr�mary health care
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3. Discussion

 Prel�m�nary assessment of  the Local Fellowsh�ps Tra�n�ng Programme shows the follow�ng 
favorable outcomes:

�. Part�c�pat�on of  300 pr�mary health care workers, �nclud�ng nurses, m�dw�ves and bag 
feldshers, have part�c�pated �n the tra�n�ng and are cont�nu�ng to work �n rural areas.

�. The tra�n�ng has enjoyed w�de acceptance and sat�sfact�on among the health care workers, 
health managers and partners.

3. The Reg�onal Med�cal Colleges/Health Sc�ences Un�vers�ty of  Mongol�a and other health 
agenc�es have act�vely part�c�pated �n the programme.

4. All the Fellows tra�ned returned to the�r place of  work and are superv�sed by prov�nc�al 
and soum level managers.

5. The Fellows have initiated several community-based health programmes.
6. Several add�t�onal potent�al development partners have shown �nterest �n support�ng the 

programme.

 The Local Fellowships Training Programme allows training of  twenty-five participants at 
one t�me, wh�ch �s a much h�gher output level than that obta�ned by �nternat�onal tra�n�ng. It �s 
also highly cost-effective. Between ten and fifteen local Fellows can be trained for the cost of  
tra�n�ng one �nternat�onal Fellow.

 Tra�n�ng modules for each programme were developed w�th the act�ve and �nnovat�ve 
part�c�pat�on of  profess�onal partners. However, exper�ence �n the two years s�nce �t began 
shows that most health profess�onals st�ll have a rather academ�c approach to tra�n�ng. The 
training programme and modules need to be simplified, made more relevant to the needs of  
m�d-level workers and rev�sed to meet the needs of  serv�ces at the pr�mary health care level. 
More act�ve �nvolvement of  the M�n�stry of  Health �s needed to mon�tor and assess all tra�n�ng 
programmes, to ensure that they meet the evolv�ng sk�ll needs of  both rural and urban health 
workers �n an equ�table manner.

 One advantage of  the Local Fellowsh�ps Tra�n�ng Programmes �s that all �nterested health 
workers have the opportunity to apply, provided they have at least two years’ work experience, a 
health background, and a w�ll�ngness to work �n the�r des�gnated aimag or soum upon complet�on 
of  the tra�n�ng. Every tra�n�ng course �s to be advert�sed �n advance through da�ly newspapers 
and websites, and open phone numbers provided for further clarifications.

 Feedback has been very pos�t�ve, w�th almost all the part�c�pants express�ng sat�sfact�on 
w�th the object�ves of  the tra�n�ng programmes, qual�ty of  tra�n�ng, overall tra�n�ng process, 
and tra�n�ng mater�als. Nearly all the rural health workers who attended the local fellowsh�p 
training faced similar barriers in lacking the financial resources and language skills to attend 
�nternat�onal Fellowsh�p tra�n�ngs. In add�t�on, part�c�pants support the organ�zat�on of  tra�n�ng 
programmes �n the Reg�onal Med�cal Colleges because they cannot stay away from the�r jobs 
for long durations, due to the rural shortage of  health workers. Also, their feedback confirms 
that th�s k�nd of  tra�n�ng has become popular, even though �t was �ntroduced only two years 
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ago. The Ministry and WHO country office regularly receive requests and questions seeking 
clarifications from rural health workers about how to apply.

 In their feedback, participants requested:

• the organ�zat�on of  more of  th�s k�nd of  tra�n�ng, �n every aimag �f  poss�ble, to equal�ze 
the d�str�but�on of  part�c�pants and prov�de an opportun�ty to share exper�ences from 
d�fferent aimags/soums; and,

• part�c�pat�on by pr�mary care health workers from d�fferent d�sc�pl�nes, e.g., m�dw�ves or 
nurses.

4. Policy recommendations

 Overall, �t was concluded that, to �mprove the �mpact of  the Local Fellowsh�ps Tra�n�ng 
Programme, WHO and the M�n�stry of  Health should follow a more systemat�c and 
d�l�gent select�on process and mon�tor the programme over the short and long term. More 
specifically:

�. There �s a need to strengthen mon�tor�ng and evaluat�on of  the programme, �n order 
to �mprove the transparency, object�v�ty and effect�veness of  the cand�date select�on and 
nomination processes, particularly in relation to their job responsibilities, qualifications, 
exper�ence and language sk�lls.

�. The ex�st�ng pol�cy a�m�ng to �ncrease the compet�t�veness and transparency of  the 
select�on process needs to be more fully �mplemented. Mass med�a should be used to more 
w�dely and equ�tably d�str�bute �nformat�on on �nternat�onal fellowsh�p tra�n�ng, �nclud�ng 
through advert�sements �n da�ly newspapers, TV and rad�o.

3. The M�n�stry of  Health should develop a system for ensur�ng that Fellows apply the�r 
newly acquired knowledge and skills by working in appropriate job assignments in the field 
upon return, possibly through a contract obligating Fellows to work in the same field for 
two to four years after tra�n�ng. Return�ng Fellows should conduct a sem�nar at work to 
share the�r new knowledge and sk�lls.

4. Feedback from the part�c�pants of  the local Fellowsh�p tra�n�ng shows that the �ntroduct�on 
of  local tra�n�ng was t�mely and �t meets the needs of  health workers work�ng �n pr�mary 
health care �n rural areas. The grow�ng �nterest from health workers from all parts of  
Mongol�a also suggests that th�s tra�n�ng should be expanded and susta�ned �n the long 
term, based on the capac�t�es of  local med�cal colleges.

5. The training programmes, modules and manuals used for the local Fellowship programmes 
should have a commun�ty health or�entat�on rather than an academ�c one. These should be 
rev�sed accord�ngly and the tra�ners should rece�ve re-tra�n�ng �n the new approaches

6. The M�n�stry of  Health should conduct per�od�c assessments of  both the �nternat�onal 
and local tra�n�ng programmes to ensure that the tra�n�ng top�cs (pr�mary health care, 
noncommun�cable d�seases, trad�t�onal med�c�ne, mental health, etc.) are cons�stent w�th 
the human resource development pol�cy, the overall health sector plans, and the strategy 
for meet�ng the M�llenn�um Development Goals �n health.



�68

Promoting health equity: evidence, policy and action 
Cases from the Western Pacific Region

�68

5. Conclusions

 Mongol�a has �n�t�ated a programme to secure long-term techn�cal ass�stance to support 
�ts human resource development pol�cy and strateg�es. As noted �n �ts new Strateg�c Master 
Plan for the Health Sector, solut�ons requ�re shared act�on by many stakeholders �nclud�ng 
the M�n�stry of  Educat�on. The Pr�me M�n�ster now heads a h�gh-level comm�ttee to address 
cont�nu�ng �ssues related to human resources for health. The Government of  Mongol�a has 
now formally recogn�zed the grow�ng rural/urban �nequ�ty and has endorsed a spectrum of  
efforts for �ts reduct�on.

 WHO has set a target with the Ministry to allocate approximately 15% of  WHO’s Mongolia 
budget �n the �008-�009 b�enn�um for Local Fellowsh�p tra�n�ng at the three reg�onal med�cal 
colleges. G�ven �ts w�de acceptance and the sat�sfact�on of  pr�mary health care workers, and 
the�r managers, �nequ�ty �n d�str�but�on of  health workers between urban and rural areas w�ll 
be reduced.
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