


WPR/2007/DHP/03-E  
  
Report series number:  RS/2007/GE/44 (PHL) English only 

REPORT 
 

BI-REGIONAL FORUM OF MEDICAL TRAINING INSTITUTIONS ON 
PEOPLE-CENTRED HEALTH CARE 

Convened by: 
 

WORLD HEALTH ORGANIZATION 
 

REGIONAL OFFICE FOR THE WESTERN PACIFIC 
 

Manila, Philippines 
1-2 July 2008 

 
 
 

Not for sale 
 

Printed and distributed by: 
 

World Health Organization 
Regional Office for the Western Pacific 

Manila, Philippines 
 

August 2008 
 

 



NOTE 

The views expressed in this report are those of the participants in the Bi-Regional Forum of 
Medical Training Institutions on People-Centred Health Care and do not necessarily reflect the 
policies of the Organization. 

 
 
 
This report has been prepared by the World Health Organization Regional Office for the Western 
Pacific for governments of Member States in the Region and for those who participated in the  
Bi-Regional Forum of Medical Training Institutions on People-Centred Health Care which was 
held in Manila, Philippines on 1-2 July 2008. 



  

SUMMARY 

 

 A biregional forum of medical and paramedical training institutions on people-

centred health care was held at the Bayview Park Hotel, Manila, Philippines from 1 to 2 

July 2008.  The forum was organized by the Southeast Asian Ministers of Education 

Organization Tropical Medicine and Public Health Network (SEAMEO TROPMED) on 

behalf of the World Health Organization (WHO), with funding support from Japan.  It 

provided the venue and opportunity for the institutions concerned to be informed about 

the people-centred approach to health care and to define the strategic measures that they 

could implement to promote the paradigm shift. 

Forty participants from selected countries in South-East Asia and the Western 

Pacific attended the forum.  The participants included deans/directors of medical 

faculties, presidents/directors of medical training associations/consortia and policy-

makers responsible for medical education.  International experts on health care reform 

were invited to discuss the people-centred health care (PCHC) concept and its domains. 

 The forum was organized to provide heads of medical schools and other training 

institutions for health professionals with the opportunity to: 

(1) recognize and appreciate the relevance of the concept and its domains; 

 

(2) agree on the required core competencies of people-centred health  practitioners; 

 

(3) define the role of the training institutions in advocating for people-centred 

 health care; and  

 

(4) identify the measures for promoting and integrating the core competencies of 

 people-centred health practitioners in the continuum of medical education and 

 training.   

 Organized under the umbrella of WHO's People at the Centre of Care initiative, 

the Biregional Forum featured core presentations on the four policy domains of people-

centred health care (PCHC).  There were small group discussions and plenary sessions 

on selected topics.  These covered:  roles of medical education/institutions in the 

promotion of PCHC; and core competencies of people-centred health practitioners.  

They also covered:  measures to promote and incorporate core competencies in the 

continuum of medical and paramedical education/training; and topics based on or 

addressing core competencies relevant to people-centred health care.   

 



  

 In addition to the group reports and recommendations, the participants 

identified short-term next steps to promote and progress people-centred health care in 

their countries, particularly in their institutions and among their partners.  These and 

their recommendations to WHO on taking the movement forward will inform the 

development of other PCHC guidelines and the planning and implementation of future 

PCHC activities. 
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1.  INTRODUCTION 

 

 

Gains in socioeconomic status and public health in the Asia Pacific Region have 
made it possible to go beyond the normal work of preventing and fighting diseases 
and to begin focusing on enhancing the quality of health care.   
 

Dr Shigeru Omi, WHO Regional Director for the Western Pacific, made a call 
for strategic adjustments in Asia’s health care system in a milestone statement in 
September 2003.  He declared that the time had come to aim for a more holistic 
approach to health care and "to put the heart back into medical practice".  After a 
process of consultations with experts, policy-makers and stakeholders in a number of 
countries, WHO developed a policy framework for people-centred health care. This 
was endorsed by Member States in September 2007 through resolution 
(WPR/RC58.R4) by the 58th session of the Regional Committee for the Western Pacific 
Region. 
 

WHO issued a similar but more urgent call during the International 
Symposium in Tokyo entitled "People-centred Health Care: Reorienting Health 
Systems in the 21st Century" on 25 November 2007.  At the symposium, a biregional 
publication, the advocacy book People at the centre of health care:  harmonizing mind and 
body, people and systems was launched.  Dr Omi stated that one of the problems in the 
current system was that "healing has become too narrow, with the patient viewed as 
little more than a set of symptoms".  He stressed that "knowledge and technology are 
our great allies, but we must use them judiciously and holistically, within a people-
friendly system that views members of the public as full and equal partners in 
preventing disease and enhancing health and well-being".    
 

A people- centred approach involves a balanced consideration of the values, 
needs, expectations, preferences, capacities, health and well-being of all the 
constituents and stakeholders of the health care system.  Achieving the desired 
reorientation towards people-centred health care would involve comprehensive and 
positive changes spanning four key policy and action domains:  (1) individuals, 
families and communities; (2) health practitioners; (3) health care organizations; and 
(4) health systems.  
 

One of the action domains of people-centred health care is represented by 
health practitioners.  Health practitioners are expected to deliver quality health care 
that is responsive to the needs and preferences of those requiring services.  The 
medical and paramedical training institutions are among the major stakeholders in the 
change being advocated in the domain of health practitioners.  The training of health 
professionals should underscore the people-centred approach to health care.  
Education and training should make possible the development of the necessary 
competencies among health practitioners.  These should include knowledge, skills and 
attitudes to enable them to deliver the health care that will address the comprehensive 
needs of individuals, families and communities.  
 

It was in this context that the Biregional Forum of Medical Training Institutions 
was held at the Bayview Park Hotel, Manila from 1 to 2 July 2008.  The forum was 
organized by the Southeast Asian Ministers of Education Organization Tropical 
Medicine and Public Health Network (SEAMEO TROPMED) on behalf of WHO, with 
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funding support from Japan.  The forum enabled the institutions concerned to be 
updated on the people-centred approach to health care and to define the strategic 
measures that they could implement to promote the paradigm shift. 
 

 

1.1   Objectives for participants 
 

(1) To recognize and appreciate the relevance of the concept and its 
domains. 

(2) To agree on the required core competencies of people-centred health 

care practitioners. 

(3) To define the role of the training institutions in advocating for people-

centred health care.  

(4) To identify the measures for promoting and integrating the core 

competencies of people-centred health practitioners in the continuum of 

medical education and  training.   

 
1.2   Opening ceremony and messages 
 

Dr Linda Milan, Director, Building Healthy Communities and Populations, 
WHO Western Pacific Region, welcomed the participants on behalf of the sponsoring 
organization. 

 
She highlighted the importance of the core value of people at the centre of 

health care.  She stated that these must be retained by health care systems in the midst 
of dramatic and unprecedented changes in the health landscape and in lifestyles 
during this century.  

 
This forum, Dr Milan said, was a significant milestone in the further 

development of the movement towards a more people-centred approach to health care 
under the People at the Centre of Care initiative.  It presented an opportunity for a key 
group of stakeholders – the training institutions – to discuss and reach a consensus on 
how they could move forward in their critical role of preparing and producing future 
health practitioners with the necessary skills to deliver and promote people-centred 
health care. 

 
Professor Dr Pratap Singhasivanon, Secretary General/Coordinator, SEAMEO 

TROPMED Network, also Dean of the Faculty of Tropical Medicine, Mahidol 
University, extended a warm welcome on behalf of the Network. 

 
Dr Pratap informed the meeting about the core mission of the SEAMEO 

TROPMED Network, which is capacity development for quality health care delivery.  
This covers not only technical skills, but skills in the areas of leadership, management 
and strategic thinking, all for the improvement of the quality of life of people in the 
Region.  He emphasized the need for health professionals to work with communities 
as partners in health.  
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The diversity and richness of the expertise present at this forum, said Dr 
Pratap, would "result in an incisive dissertation of the approach".  It would enable 
medical training institutions to meet the challenge of achieving positive changes 
among health professionals towards people-centred health care.  He said that it was an 
honour and a pleasure to collaborate with WHO in this worthwhile and auspicious 
event. 
 

In his message, Dr Shigeru Omi, WHO Regional Director for the Western 
Pacific, lamented the fact that in spite of progress and advances in many aspects of life, 
people were not necessarily healthier in body and mind.  Only 50% of patients are 
happy with the health care they receive, in spite of increasing health expenditures 
globally.  Patient safety, along with emotional and other human factors in diagnosis 
and treatment, focuses on disease rather on the whole person.  The inseparability of 
mind and body is among the many important concerns that need to be addressed. 

 
Dr Omi said that quality of care had not been afforded much importance 

because of major public health problems, which were priorities when he first became 
WHO Regional Director in 1999.  But the vision behind the People at the Centre of 
Care initiative was always close to his heart even then.  Now there is a groundswell of 
support for tackling those public health problems while also addressing concerns over 
the quality and responsiveness of care. 

 
Dr Omi called for a concerted effort to put the heart back into medical practice 

– to move beyond policy to action, and beyond action to impact.  This could be 
achieved through the information and inspiration that could be gained from studying 
the policy framework and advocacy book published by WHO.  He stressed the role 
that the participants could play in this endeavour, thanking them for their support and 
commitment.  Before declaring the forum open, he also thanked those who had 
contributed to the development and launching of the advocacy book – and SEAMEO 
TROPMED for organizing the forum. 

 
The list of resource persons, panel discussants, participants, observers and 

secretariat is in ANNEX 1.  The full programme is in ANNEX 2. 
 
 

2.  PROCEEDINGS 

 
 
Professor Dr Ma Sandra B. Tempongko, Deputy Coordinator of SEAMEO 

TROPMED Network, explained the mechanics of the forum. 
 
Dr Tempongko talked about the objectives of the forum and the methodology 

to be used for each of the objectives.  It would involve lectures/discussions and panel 
discussions with international health and education experts so as to understand the 
relevance of the concept and its domains.  Small group discussions and plenary 
sessions would be held to agree on the required core competencies of people-centred 
health practitioners as well as to define the roles of the training institutions in 
advancing people-centred health care.  A moderated talk on entry points for core 
competencies in medical and paramedical education would also take place. 
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The expected outputs would be the following: 
 

(1) a list of core competencies for health practitioners; 
(2) topics/subjects in the curriculum to serve as entry points; and 
(3) a list of measures to promote and incorporate the core 

competencies. 
 
2.1   Overview:  People-centred approach to health care and the People at the Centre 

of Care initiative 
 

Dr Linda Milan presented the background and rationale of people-centred 
health care (PCHC) as an overarching WHO initiative, particularly in the Western 
Pacific Region.  She said that it had taken WHO three years to develop the concept and 
policy framework of PCHC.  Many health experts and a broad range of stakeholders 
had contributed to its formulation. 

 
This new approach to health care was brought about because WHO believed 

that health systems had reached a critical turning point.  Although the achievements of 
modern medicine over the last century have been impressive, several factors have 
affected disease burdens and expectations of health care delivery.  These include 
changing population composition, health needs, patterns and outcomes, higher levels 
of education, increased availability of information, and access to goods and services 
with consumerism.  Patient satisfaction, patient safety, and responsiveness of care have 
become important issues, and patient-centredness is now a global issue. 

 
People experience many variations in health care.  Health systems have become 

overly biomedical-oriented, technology-driven, doctor-dominated and market-
oriented. 

 
Medical education and practice concentrate on body systems and diseases.  

Less attention is paid to social context, psychosocial and cultural issues, ethics, 
interpersonal communication and relational skills.  Health care is fragmented and 
uncoordinated due to specialization and lack of teamwork.  

 
Patient information is often limited or inappropriate.  There are also problems 

with quality, financing incentives, workforce production, distribution and regulation, 
primary care and continuity of care. 

 
Key indicators of the progress or failure of health care have used numbers:  e.g. 

mortality and morbidity rates.  Numbers define our work and we remain focused on 
them.  But health is more than numbers.  Behind these numbers are people – 
individuals, families, communities, whose lives are affected significantly by disease 
and poor health.  We have to reach out to people if our health systems are to be 
relevant and effective.  We need to focus on both the technical quality and experiential 
elements of care.  We must provide opportunities for consumer/community input and 
feedback on the quality of the care process. 

 
Dr Milan enumerated the key elements and principles of people-centred health 

care: 
 

• Culture of care and communication: 
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- health care users being informed in decision-making and having 
choices; 

- providers showing respect for their privacy and dignity, and 
responding to their needs in a holistic manner. 

 

• Responsible, responsive and accountable services and institutions: 
- providing affordable, accessible, safe, ethical, effective, evidence-

based and holistic health care. 
 

• Supportive health care environments:  
 

- putting in place appropriate policies and interventions; 
- positive care and work environment; 
- strong primary workforce; 
- mechanisms for stakeholders’ involvement in health services 

planning; and 
- policy development and feedback for quality improvement. 

 
  

She further emphasized that there were four domains of people-centred health 
care in which strategic and effective interventions were needed: 
 

Domain 1:   individuals, families and communities – informed and empowered; 
Domain 2:  health practitioners – competent and responsive; 
Domain 3:  health care organizations – efficient and just; and 
Domain 4:  health systems – supportive and humanitarian. 
  
What do patients want?  Dr Milan presented the Asia–Pacific patients' view 

that had emerged from various studies: 
 

• better communication and information; 

• full disclosure of diagnosis and prognosis; 

• shared treatment decision-making; 

• privacy; 

• respect and politeness; 

• service provider discipline; 

• assurance; 

• emotional support; 

• feeling of being listened to; and  

• health practitioner knowledge about disease and treatment. 
 
She also presented some eye-opening and challenging statistics from various 

studies that pointed to the importance of good patient–provider interaction.   
 
The vision of people-centred health care entails:  individuals, families and 

communities being served by and able to participate in trusted health systems that 
respond to their needs in humane and holistic ways – in all settings and at all times. 

 
WHO believes that the essence of care is to centre on the patient.  This is a shift 

from traditional, provider-focused practice.  It requires the workforce to develop 



  

 

- 6 - 

 

communications skills that empower patients through seeing health from the patient’s 
perspective, and motivating and training patients in health-related self-management. 

 
Dr Milan shared with the group these words attributed to Mahatma Gandhi, 

which powerfully put across the same message:  “The client is the most important visitor 
of our facility.  He is not dependent on us; we are dependent on him.  He is not an interruption 
to our work; he is the purpose of it.  He is not an outsider to our business; he is part of it.  We 
are not doing him a favour by serving him; he is doing us a favour by giving us the opportunity 
to do so.” 

 

Dr Milan's PowerPoint presentation, as well as those of other key resource 
persons, is in ANNEX 3. 

 
2.2   Presentations  
 
Domain 1:  Informed and empowered individuals, families and communities 
 

Professor Junko Tashiro RN MW PHN PhD, Professor and Associate Director 
of the WHO Collaborating Center for Nursing in PHC, St. Luke’s College of Nursing, 
Tokyo, Japan, shared the experiences of her nursing institution: 

 
Today, Japanese people live longer.  The life expectancy at birth of both females 

and males is the highest in the world.  Health issues related to an ageing population 
are currently an urgent challenge for Japan. 

 
In 2000, Japan’s Ministry of Health, Labour and Welfare initiated a national 

health-promotion movement, known as "Healthy Japan 21".  The focus was on primary 
prevention, development of the environment to support health promotion, setting 
objectives and evaluating performance, and propelling effective movements with 
diversified but coordinated implementers.  The Health Promotion Law was enforced in 
May 2003. 

 
The nursing schools wanted to find new approaches to respond to the new 

challenges.  They started a study entitled "Development of a Nursing Practice Model 
Using Primary Health Care Concepts in Japan".  They wanted to review how Japanese 
nurses had been working throughout the years, and how they could contribute to 
Healthy Japan 21.  They were awarded “21st Century Center of Excellence (COE) for 
People-Centred Care" in 2003 because of their work. 

 
Five practice models based on relationships with clients were conceptualized:  

(1) service provision, (2) health counselling, (3) participation, (4) coordination, and (5) 
networking and collaboration.  A sixth model emerged: participating in policy-making 
with members of the community as well as policy-makers.  But while the first five 
models were being practised, they were not always established as competencies of 
community nurses.  The sixth model required new competencies for which nurses 
needed to be trained. 
  

Challenges that nurses now faced were identified.  New professions were 
emerging in the health care system.  It was concluded that nurses needed to develop a 
nursing practice model based on fostering coordination and collaboration among team 
members in the community.  They continued to develop a new model in which people 



  

 

- 7 - 

 

participated in health decision-making and activities, used health resources effectively, 
and gained power to promote the health of individuals and society. 
 

Fourteen research projects were conducted to develop nursing practices with 
the community and other partners.  Three major areas of the research projects were:  
(1) nursing service development and evaluation of effectiveness, (2) health promotion 
service and strategy development and evaluation, and (3) health information system 
(Nursing-net).  The concept of "people-centred care" was designed and implemented 
with financial and technical assistance. Outcomes and progress were regularly 
reported.  

 
Domain 2:  Competent and responsive health practitioners 

 
Dr Alejandro Dizon, Chief Quality Officer and Chair, Hospital Performance 

Improvement Council, St. Luke’s Medical Center, Philippines, talked about related 
programmes at his institution. 

 
Health care, because of new knowledge from research and advanced 

technology, has become disease-focused and physician-centred.  There is also a trend 
of "defensive" medicine practice, which is highly dependent on technology, in which 
lab results are treated instead of the patient, and protection of the physician is more 
important because of increasing litigation.  Medical treatment is overused and 
overindicated, and so health care has become expensive.  But, as Dr Gerard Healy, 
President, American College of Surgeons, has reminded us, "patients do not care how 
much you know until they know how much you care". 

 
Specialization is another trend in health care.  This has meant a system of 

perfection, so that errors and mistakes are unacceptable.  Care has become complex 
and fragmented, and the patient has become "lost" in the system. 

 
The book To err is human1 reminded doctors that they should endeavour to 

"above all, do no harm".  Also, Joint Commission International has pressed for a shift 
to "patient-centred" from disease-focused health care and developing a culture of 
safety.  Patient-centred care responds to the needs of the individual as a patient and as 
a person, with his or her own values, expectations, preferences and capacities.  

 
Health care practitioners include physicians, nurses, paramedical clinical 

support (medical, radiation technicians, clinical pharmacists, other staff) as well as 
educators and leaders.  Doctors need above all to be competent.  There must be 
standardization of care, following protocols, and monitoring outcomes.  They must be 
concerned with quality and patient safety – prevent harm proactively and learn from 
their errors.  There should be continuity of care beyond the hospital, and an emphasis 
on health maintenance and disease prevention. Physicians should address the 
nonmedical but equally important needs of the patient: e.g. family and friends, 
traditions and customs, religion and beliefs, cultural preferences. 

 
Some innovative responses of the Total Family Health Care Programme at St. 

Luke’s Medical Center include:  music therapy, the Senior Arts & Music Wellness 

                                                 
1 Institute of Medicine.  To err is human:  building a safer health system.  Washington, DC, National 

Academy Press, 1999. 
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programme and supportive care (spiritual visits and consultations, psychiatric 
support, referral to lay support groups). 
 

Nurses spend the most time with patients.  They are at the front line in care and 
defense against harm, providing compassionate care and ensuring quality of care 
delivery.  But there is a shortage of nurses to respond to the global problem of ageing 
populations.  The Philippines suffer from migration of health care workers:  85% of all 
Filipino nurses work abroad in 46 or more countries.  At least 100 000 nurses have left 
the country in the last 10 years – the highest volume in Philippine history.  The quality 
of nursing care has gone down.  

 
To help solve this problem, St. Luke’s has trained so-called clinical pharmacists 

(CP).  One CP working on 12-hour shifts is assigned to each nursing floor.  They 
provide complementary patient care to the nurses.  They monitor medication orders, 
undertake ordering, dispensing, administration, prescription, reconciliation, 
interaction and education.  They also collect and collate data on medication safety.  
This practice frees up nurses for bedside nursing care.  Clinical pharmacists are trained 
in high alert medications (HAM) – those that bear a heightened risk of causing 
significant patient harm when used in error.  They are also trained in sound alike, look 
alike drugs (SALAD), banned items (BANDEM) and physicians’ illegible handwriting 
(PIH). 

 
The new approaches to education and teaching address quality and safety, 

emphasize systems rather than human factors for errors, and stress the nonmedical 
needs of patients.  New models include simulated or situational training, error training 
and prevention, and training not only on how to do things, but also how not to do 
things.  Furthermore, the new trend is looking into the quality of life of the trainees.  
Their working hours have been reduced to lessen the fatigue factor and to give them 
more time for personal matters. 

 
Health care leaders should ensure the competence of their staff, the timely 

provision of care, and monitoring of performance and outcomes.  Health practitioners 
should be trained in management to become leaders, to engage patients and to 
celebrate and share/recognize success and good outcomes within the organization. 

 
 
Domain 3:  Efficient and benevolent health care organizations 
 

Dr Anuwat Supachutikul, Chief Executive Officer, Institute of Hospital Quality 
Improvement and Accreditation, Thailand, discussed this domain, using the 
experience of his institute in encouraging and supporting PCHC. 
 

 For the implementation of PCHC, health care organizations should have a 
comfortable, safe, functional and supportive environment.  They should foster effective 
and efficient coordination of care.  They should have a multidisciplinary care team and 
should integrate patient education, family involvement, self- management and 
counselling.  They should have standards and incentives, with various models of care 
including outreach clinics, nurse practitioners, psychosocial interventions and 
community-based care.  They should also have leadership and managerial skills.  
These factors are likely to lead to safe, good quality, ethical, efficient and benevolent 
health services. 
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We should follow a cycle of learning and improvement.  First, a purpose or 
objective is required within a defined context and set of criteria.  Design depends on 
the purpose.  Core values of a people-centred approach to health care guide behaviour 
in the endeavour or activity.  This design leads to action, to learning, then 
improvement (DALI), which in turn will result in a new design. 

 
A Force Field Analysis should be done – to identify forces for change and forces 

against change in the campaign and continuous drive for improvement at different 
levels of health organizations. 

 
Hospital accreditation (HA) is used in Thailand as a platform for change and 

learning in many initiatives for the improvement of quality and safety.  This includes 
external evaluation, self-assessment and self-improvement.  It is based on core values 
and concepts that include HA as a learning process, patient and health focus and 
continuous improvement.  Key activities of the HA Institute are: (a) collection and 
creation of knowledge/guidelines for quality improvement, to be followed by (b) 
creation of awareness, knowledge dissemination and training, and (c) evaluation and 
accreditation.  These involve a collaboration/learning network, which works towards 
stepwise recognition and incentives for quality and safety improvements. 

 
Hospital accreditation has provided many lessons, as follows: 
 
(1) Start with R&D 
 
 This is a voluntary educational process, not an inspection.  Civil society 

movements are encouraged, emphasizing self-reliance, independence 
and neutrality.  Self-assessment and improvement are emphasized. 

 
(2) Harness the power of recognition 
 
 There is willingness to open one’s house, plus a high level of 

collaboration, at least temporarily.  This brings about positive 
reinforcement and makes the impossible possible.  No one wants to stay 
behind, and any level of achievement can be recognized. 

 
(3)  Use the stepwise approach 
 
 In hospital accreditation, Step 1 is risk prevention, focused on high-risk 

problems.  Step 2 is quality assurance and improvement, focused on key 
process improvements and based on goals and objectives of units.  Step 
3 is quality culture, focused on integration, learning and results, based 
on standards. 

 
 The proposed stepwise approach for PCHC consists of: 
 

Step 1:  Learn from the experience of small people, from those who 
suffer, and learn to practise “love our patients”. 

 
Step 2: Make patient orientation an embedded part of routine work. 

Focus on key process improvement to implement this 
orientation in all units and services. 
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Step 3:  Comply with all requirements of the framework culture of 
people-centred health care – quality, safety, learning for better 
outcomes.  

 
(4) Integrate with others 
 
 Standards used for hospital accreditation in 2006 are a result of 

integration from three main sources, i.e. hospital standards (focus on 
safety and quality), health-promoting hospital standards and national 
quality award criteria (focus on learning and integration).  The key 
components of Domain 3 are patient care, empowerment and leadership 
capacity.  People-centred health care can be integrated with existing 
initiatives in these components. 

 
(5) Move the whole organization (“the whole elephant”) 
 
 The whole organization can be more people-centred by considering the 

subsystems of clinical population, service units and work system. 
 
(6) Use multiple tools 
 
 Patient care processes for assessment and improvement can utilize 

different tools such as clinical tracers, disease models, adverse events, 
patient safety goals (PSG) and medical records review.  Bedside reviews 
should also be used, as patients’ problems at the bedside may not be 
found in clinical records.  Look into infection control, medication and 
emergency procedures. 

(7) Establish a forum for campaigning and sharing 
 
 Since 2002, various themes have emerged for improving hospitals and 

other health care organizations.  These were:  simplicity in a complex 
system (2002), knowledge management for patient safety (2003), the 
systems approach (2005), innovate, trace and measure (2006), 
humanized health care (2007), and recently – already the ninth – living 
organizations. 

 
(8) Promote humanized health care 
 
 The new concept of health involves a balance between mind and body.  

Modernization is not enough to solve health problems.  There must be a 
balance of biomedical and spiritual approaches.  Health care should be 
low cost, high touch (LCHT).  Providers’ satisfaction and maturity are 
important.   Patients can also be our teachers. 

 
 We must love ourselves, our patients, our friends, our work and our 

workplace.  We must value mindfulness and spirituality.  Spiritual 
aspects should be balanced with biomedical ones.  Spirituality means 
putting value on oneself, working together and building on the core 
values of the organization from experience.  A self-balanced individual 
will have effective interactions with a humanized health care team. 
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 A healing environment should be promoted.  Physical structures can 
give the impression of healing.  Placement of chairs in a circle denotes 
social support and healing.  Hospitals with gardens contribute to less 
burnout of staff.  Natural light contributes to more healing and less 
demand for analgesics.  TV increases stress and blood pressure.  Sounds 
in an incubator may be too loud, and repeated sounds are stressful.  
They are also associated with heavier workloads and burnout.  Music 
can reduce stress and shorten length of stay.  Visual stimulation is 
important.  

 
(9) Cultivate a living organization 
 
 This means that health organizations are open, self-organizing systems, 

flexible/adaptive and creative.  They are endowed with learning 
capability and with spirituality.  Their leadership exhibits the right 
influence at the right time.  Efficient communication is through informal 
networks, with allowances made for free interpretation of information. 

 
 Staff members have opportunities to work on the organizational values 

that have meaning to them.  They listen closely to one another and have 
dialogues using the U theory.2  The human resource development unit 
would consider spiritual development as part of its programme. 

 
(10) Collaborate with the educational sector 
 
 Medical schools serve as a role model for health organizations.  There 

should be learning in the workplace and teaching at the bedside.  
Quality systems, health promotion/empowerment and risk 
management can be taught right there.  We are privileged to look after 
patients. 

 
 “Teach the elephant to move, then to move itself, applying all the above lessons. 

Move from ‘training’ to ‘doing and learning’.” 
 
 
Domain 4:  Supportive and humanitarian health care systems 
 

Dr Alberto Romualdez, Dean, Graduate School of Health Sciences, Pamantasan 
ng Lungsod ng Maynila, Philippines, and former Secretary of Health, Philippines, 
explored this domain. 

 
The 20th century saw a spectacular increase in life expectancy in many 

countries due to the explosion of science-based technologies that overcame many 
diseases.  This, along with other technological advances in transport, communication, 
food production and other scientific miracles, has changed the global health situation.  
There are shifts in disease patterns.  Changes in demography have led to urbanization 
and ageing as well as large numbers of young populations.  Meanwhile, rapid 
population growth has resulted in environmental degradation. 

                                                 
2 The U theory is expounded by Senge P., et al. in the book Presence:  human purpose and the field of the 

future.  Cambridge, MA, Society for Organizational Learning, 2004.  
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Although there have been great improvements in people’s health status, large 
groups of people still have few or no health dividends from modern medicine.  Many 
still suffer from infectious diseases.  New infections have emerged and continue to 
emerge (HIV/AIDS, Ebola, SARS, avian flu).  Degenerative and chronic diseases, other 
diseases of old age, and cancer have become important causes of morbidity and 
mortality.  Environmental degradation threatens the depletion of potable water, global 
warming and climate change.  Social traditions such as extended families are giving 
way to modernization and its negative effects.  The very old and very young have high 
requirements for social services, and are greatly affected when such services 
deteriorate.  Unbalanced development of health systems has left large numbers of 
people behind in terms of services.  It has been concluded that the most important 
determinants of ill-health are poverty and race.  Science and technology do not have all 
the answers to the world’s health problems, present or future. 

 
The Philippine health situation mirrors the global situation in all aspects, 

especially in the disgraceful health inequities between the rich minority and the poor 
majority of Filipinos.  Its average life expectancy is 70, with an infant mortality rate of 
about 35/1000 live births (80 000 Filipino babies dying of preventable causes each 
year).  Its maternal mortality ratio remains well above 100 per 100 000 live births (2000 
mothers dying unnecessarily each year).  

 
Successive health administrations during the last three decades have 

introduced reforms to address these problems.  Primary health care principles were 
introduced in the restructured health care delivery system (even before the Declaration 
of Alma Ata in 1978).  Hospital services were integrated with the primary care delivery 
system in 1983.  A national drug policy was adopted featuring the passing of Generics 
Laws in 1987 and 1988.  Devolution of health services to local governments took place 
in 1994, and universal health insurance was introduced by law in 1995. 

 
Despite all these efforts, gross health inequities persist throughout most of the 

Philippines.  Sometimes, staunch advocates of reform think that changing the health 
system would solve these problems.  But if they reflect on it, they will realize that the 
crux of the matter lies in the human resource factor.   Dr S.T. Han, Regional Director 
Emeritus, WHO Regional Office for the Western Pacific, warned about this.  He said in 
a lecture at the University of Hawaii that "you may have the best infrastructures, the 
most modern and up-to-date technology, and the best management and finance 
systems, but without a well-motivated and skilled workforce, none of these will have 
beneficial impacts on the health of people". 

 
Many excellent medical schools in the Asia Pacific region have succeeded in 

establishing scientific medicine and produced knowledgeable and skilled physicians. 
 
But why do people in these countries, not only in the Philippines, continue to 

perceive themselves to be underserved?  Why do many mothers and babies die 
unnecessarily, in spite of our modern medical centres? 

 
Dr Romualdez proposed to answer such questions through the prism of the 

motto of the institution he knows best, the University of the Philippines College of 
Medicine:   “Science, culture and empathy”. 
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Science is the basic measure of quality of instruction.  Undoubtedly, this is the 
reason why biomedical aspects of health care are emphasized, often excessively.  But 
science can raise health levels only so much.  It is not enough. 

 
Culture defines the social context in which scientific health services are 

delivered.  It defines the relevance of clinical and public health interventions to 
people’s social, political and economic needs.  We are still searching for newer models, 
although much has been accomplished in cultural sensitivity in health systems 
development. 

 
Empathy reminds us that being emotional, deciding on the basis of love and 

affection, is an important and very necessary part of the healing process.  But there 
seems to be no sign of any organized and conscious effort to foster this quality at any 
level of our educational process. 

 
In summary, the products of our institutions are by and large excellent (or 

getting there) in science, making rapid progress in culture, but they often prove to be a 
dismal failure when it comes to empathy.  This is one reason why many attempted 
health reforms do not fully succeed. 

 
It is for this reason that health leaders in the two WHO Regions, exemplified by 

Dr Shigeru Omi, have put forward the concept of people-centred approaches to health 
care.  It is ironic that in Kazakhstan, birthplace of primary health care, some 40 health 
workers were convicted of wilful negligence in parental transmission of HIV to 
hundreds of children.  Such a tragic event would have been unlikely to occur if 
patient-centredness and other humanitarian attributes of primary health care had 
continued to be the main pillars of the health system in that country. 

 
Efforts to reform health systems have been influenced by a free-market 

fundamentalism, as destructive as that of any religious varieties.  This is because it 
replaces humane values with monetary gain or profit as the basic motivation of all 
human interactions, promoting selfishness and self-centredness.  It is only by taking 
empathy seriously that we can immunize health workforces against such tendencies. 

 
Dr Romualdez apologized for not having a clear recommendation on how to 

include the notion of empathy in health workforce production programmes. But he left 
one of his favorite quotations for the participants to digest: 

 
“Medicine’s primary concern is ethical:  science and technology must be placed in 
service to humane concerns.  Medical ethics is not a subject among many to be taught 
in medical school: it is THE subject.  And it is of paramount importance. It is a 
philosophical project whose foundations establish relationships between health care 
providers and the ill.”3 

 
 
 
 

                                                 
3 Tauber A.I. (Harvard bioethicist).  Confessions of a medicine man:  an essay on popular philosophy.  

Cambridge, MA, The MIT Press, 1999.   
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2.3   Open forum 
 

Dr Dean Shuey, Regional Adviser in Health Services Development, WHO 
Western Pacific Region, moderated the open forum.  The key reactions, comments, 
queries, responses and suggestions made during the open forum were as follows: 
 

• The University of the Philippines motto supports the fact that science 
and people-centred care can work together. 

 

• India, with 1.2 billion people and 270 medical colleges (80% private, 
20% government), has two systems in spite of advances in science:  a 
"scientific" system and a "traditional" one (the main system in rural 
areas). The new government has directed a shift to something similar to 
PCHC, optimizing the benefits from both healing systems. 

 

• The Lao People’s Democratic Republic appreciates the new concept of 
PCHC.  A patient is a person, not just a customer.  Medicine is not 
commerce and doctors are not business people.  Patients should not be 
exploited.  Patients need to be taken care of like ourselves, our friends. 
Indeed, the concept of PCHC is persuasive, but we need strong 
evidence to convince policy-makers to implement it. 

 

• PCHC is not new.  Many have been working on it.  We just need to go 
back to looking at patients as individuals whom we are serving, and not 
to be diverted from this central focus.  What value is added by WHO 
taking it on?  WHO is an intergovernmental organization, and by 
calling attention to this concept, countries and organizations concerned 
at whatever level will be brought to work together and have a stronger 
voice in advocacy and resource mobilization. 

 

• For medical courses in India, doctors are posted in communities.  The 
health care industry is required to have social responsibility.  Hospitals 
must have allocations for the poor in order to obtain accreditation.   
Health workers’ courses will now include PCHC.  This concept is not 
new; it has to be reinforced.  

 

• In Japan, students are given recognition in hospital accreditation. 
 

• The relationship between patient and doctor is not necessarily termed a 
"business" transaction or relationship.  It is our duty to respond to the 
needs of our patients, to respect life and dignity. 

 

• Health should not be a commodity to be sold, and relationships are 
important.  Due to globalization, medicines are advertised.  This is a 
very important regulatory issue.  

 

• To appreciate what empathy is and how important it is, exposure to 
social professionals is needed. 
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• PCHC is an old concept that needs to be revisited.  One part of it is the 
use of accreditation.  Another involves regulation and licensing.  
However, government licensing bodies may not recognize or appreciate 
this concept.  Licensing should be based on appropriate outputs/ 
products, including their soft/human elements.  

 

• Hospital accreditation should be explained to staff carrying out the 
laboratory functions.  There is a need to use minimal tests but reliable 
ones, and to work with experts from the professional organizations for 
laboratory services. 

 

• The policy framework is very good.  So in practice, many elements are 
already in place.  But these are sidestepped when there are epidemics. 

 
Dr Shuey concluded the open forum by emphasizing that it was important to 

realize that the science part was different from empathy and culture, and that we 
should have all of these working together and reinforcing one another.  

  
2.4   Small group discussion 1 

 
The participants were divided into four groups to tackle two discussion areas: 

(1) the roles of training institutions in advocating for people-centred health care; and 
(2) the core competencies of people-centred health practitioners. 

 
The outputs of the four groups were presented in plenary session.  Generally, 

the groups built and expanded on the contents of the PCHC policy framework and 
advocacy publications.  
 
2.4.1     Group 1  
 
(1)         Roles of training institutions: 
 

(a)   human resource development;  
(b)   research;  
(c)    policy and programme development – to influence schools;  
(d)   provision of a role model (with core values) and leadership;  
(e)   provision of a motivational/learning environment, utilizing best 

practices, guidance and counselling;  
(f)    provision of patient-centred health services; and  
(g)   networking. 

 
(2)        Core competencies: 
 

(a) Skills: 
 

• communicating; 

• listening; 

• IT knowledge; 

• management; 

• entrepreneurial skills; 
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• teaching and learning in different situations; 

• teamwork; 

• thinking critically; and 

• community, family and individual engagement. 
 

(b) Knowledge: 
 

• ethics; 

• psychosociocultural aspects of health and illness; 

• safety issues; 

• quality; 

• research orientation; and 

• e-based practice. 
 
  

(c) Attitudes relevant to PCHC: 
 

• professionalism; 

• high standard of ethics; 

• compassion and empathy; 

• spiritual and cultural awareness; 

• empowerment; 

• research orientation; 

• teamwork/multidisciplinary approach; 

• continuing professional development (CPD); 

• holistic approach; and 

• leadership. 
 
2.4.2      Group 2  
 

(1)         Roles of training institutions:   
 

 (a) to incorporate people-centred health care into the curriculum;  
 (b) to include skills that doctors should learn, according to the needs of 

communities;  
 (c) to use a student-centred approach;  
 (d) to improve the curriculum continuously; and  
 (e) to emphasize the value of PCHC to young graduates. 

 
(2)  Core competencies needed:4  
 

 (a)  the ability to organize care around the patient – the "patient-centred" 
approach;  

 (b) the ability to communicate effectively in order to facilitate partnerships 
with patients, other providers and communities to improve health 
outcomes;  

                                                 
4 Taken from the publication, People at the centre of health care:  harmonizing mind and body, people 

and systems.  Website:  http://www.wpro.who.int/sites/pci/publications.htm.  WHO, 2007. 
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 (c) the skills to ensure continuous improvements in the quality and safety 
of health care;  

 (d) the skills to monitor patients across time, using and sharing information 
through available technology; and  

 (e) the ability to consider patient care and the provider’s role in the 
broadest perspective, taking into account the multiple levels of the 
health care system and the care continuum, to include population-based 
care. 

 
2.4.3      Group 3  
 
(1) Roles of training institutions:   
 

(a) to act as centres for training future professionals on PCHC  
(doctors, nurses, midwives, dentists, NGOs, community volunteers, 
workers in government agencies);  

(b)  to improve the facilities for this approach;  
(c)  to improve teaching technologies;  
(d)  to train faculty members;  
(e)  to integrate/practise research;  
(f)  to enhance the curriculum in line with PCHC (including carrying out 

assessments);  
(g)  to act as centres for research and development for PCHC – concept, 

implementation, operation, promotion and development;  
(h)  to act as centres for PCHC advocacy – to take the lead in this role: 

• for government – to institute policy changes; 

• for the public – to increase demand; 

• for health care professionals – to practise; and 

• for the private/business sector – to participate;  
 (i)  to provide a role model for PCHC implementation: 

� service model; and 
� networking with related health agencies in the community and 

outside. 
 

Important:  PCHC should be included in the quality standards and accreditation 
requirements for schools.  Current limitations on PCHC should also be highlighted. 
 
 
(2) Core competencies needed:  
 

This group also used the competencies listed in the same WHO publication (see 
group 2), but called attention to the following:   

 
(a)  competencies should be for undergraduate, graduate and postgraduate 

levels;  
(b)  there should be continuous professional development; and  
(c)       no PCHC-oriented attitude = no job. 
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2.4.4 Group 4 
 
(1) Roles of training institutions:  

 
(a) education and training in patient-centred activities for future 

practitioners (professors and staff of hospitals and outreach activities in 
rural areas, based on disease conditions (hospitals need health 
education units);  

(b)  research – on disease conditions (epidemiology);  
(c) advocacy and policy development – not only for doctors, teachers and 

police, but also for other relevant sectors;  
(d)  provision of health care using the people-centred approach: 
 

• doctors can facilitate;  

• doctors must be trained to involve the family, especially in organ 
donation; 

•  doctors should be well versed in the spiritual aspect, different 
cultures and religion, and should possess flexibility; 

• doctors must be able to communicate; 

• the spirit of helping others should be imprinted on their minds; 
and 

• humility and a commitment to serving all people, not only the 
rich, should be ingrained in the minds of doctors; and 

 
(e)        advocacy for the people-centred approach.  

 

(2) Core competencies needed: 
 

(a)        knowledge of sociocultural/spiritual aspects;  
(b)        skills – technical, communication, interactive learning; and  
(c)        attitude – empathy. 

 
In summary, thee key roles have been identified for medical and other training 

institutions for health professionals:  (1) human resource development; (2) research 
and development, including health promotion – to advocate and support PCHC 
among leaders and the public; and (3) health care provision – to be role models as 
health professionals, to educate patients besides treating them (not forgetting the 
family and the community), and to teach and train health care workers accordingly. 

 
The core competencies, in general, consist of:  (1) skills, especially 

communication skills with both patients and decision-makers; (2) knowledge –clinical 
competencies; and (3) attitude – especially towards patients, their families and the 
public in general. 

 
The challenge for the institutions concerned is to push forward in 

implementing and institutionalizing PCHC by effectively playing their different roles. 
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2.5 Open forum 
 

It was suggested that core values be added to the responsibilities of learning 
institutions.  But the consensus was that core values were already included in the 
general category of “attitudes”. 

 
The difference between the competence and competency of students – and 

health practitioners for that matter – was noted.  Competence refers to carrying out a 
procedure, while competency reflects the person’s attitude. 

 
Accurate and complete record keeping will provide proper evidence and may 

reduce litigation costs, or even obviate complaints and legal cases. 
 
PCHC increases trust and promotes better relations between health 

practitioners and patients, as well as the patients' families.  This will also reduce the 
desire to sue when something unexpected happens. 
 
  
2.6 Small group discussion 2 
 
The second round of group discussions focused on:  (1) topics in the medical education 
and training curricula that can serve as entry points for the development of the core 
competencies; and (2)  measures for promoting and integrating the core competencies 
of people-centred health practitioners in the continuum of medical education and 
training. 
 

 
2.6.1 Group 1 
 

(1) Topics in the medical curriculum:   
 

(a) Communication: 
 

• interpersonal relationships/human relations; 

• oral discourse; 

• written communication/documents (e.g. medical records); 

• IT and information searching skills; and 

• counselling. 
 

(b) Health ethics and professional laws: 
 

• local/national/international laws and ethics; and 

• professional laws. 
 

(c) Critical thinking: 
 

• formal/informal logic; 

• questioning and argumentation; 

• research methodology; 

• clinical reasoning/decision-making; and 
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• critical approach. 
 

(d)  Medical philosophy – to include holistic approaches of human 
beings. 

 
(e) Professional and personal development: 
 

• basic knowledge and professional skills; 

• self-learning; 

• self-reflection; and 

• self-care and career development. 
 

(f)        Leadership and teamwork. 
 

(g) Professional tasks: 
 

• clinical skills; 

• technical skills; 

• procedural skills; and 

• cost effectiveness. 

•  
 (2) Measures to promote PCHC: 
 

(a)        Convince policy-makers. 
(b)  Revise curriculum if necessary – course syllabuses/content (emphasize 

promotion, prevention, culture, traditions, social sciences). 
(c)        Provide resources – budget and other kinds of support. 

 
2.6.2     Group 2 
 

(1)       Topics in the medical curriculum (skills, knowledge, attitude):  
 

(a)        community and family medicine – with epidemiology;  
(b)        medical ethics – with patients’ rights;  
(c)         medical professionalism;  
(d)        patient safety;  
(e)        information technology;  
(f)         communication module;  
(g)        research methods;  
(h)        behavioural sciences – cultural diversity, health and sickness;  

                          and 
(i)         management – facility, human/people-centred management. 

 
(2)        Measures to promote PCHC: 
 

(a) Go to your institution – review the existing curriculum and situation; do 
not carry out unnecessary repetition. 

(b)        Train in skills – as a laboratory. 
(c)        Use interactive teaching methodologies – role-play, simulation, lectures.  
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2.6.3 Group 3  
 

(1)        Entry point topics: 
 

(a)        chronic diseases (e.g. diabetes);   
(b)        terminal diseases;  
(c)        psychosocial diseases;  
(d)        oncology; and 
(e)        gender sensitivity. 

 
(A multidisciplinary approach should be used in seminars.) 
  

(2)        Measures to promote PCHC: 
 

(a)  Obtain the support of policy-makers – at all levels, and engage   
regulatory bodies.  

(b)        Make health care professionals themselves aware and  knowledgeable. 
(c)         Hold public awareness campaigns – health promotion. 
(d)        Engage professional organizations. 
(e)  Network with other health and related institutions beyond medical 

institutions, social sciences. 
(f)        Obtain customer feedback. 

          (g)       Nurses should lecture in medical courses. 
(h) Have more interactions between nurses, other allied health services and 

medical students.   
(i)         Implement a stepladder curriculum. 

 

2.6.4     Group 4  
 

(1)        Entry point topics: 
 

(a)       social sciences related to health and disease; 
(b)       humanities – develop: 

• communication; 

• teamwork; 

• management; 

• leadership; and 

• personality. 
  

Lectures should be reoriented on culture and tradition (for example, 
faith, religion). 
 
(2)        Measures to promote PCHC:  

 
(a)  Hold an orientation programme for faculty and students – invite 

experts in sociology, psychology and other disciplines.  
(b)  Strengthen and incorporate public health and integrate PCHC concepts 

in the medical curriculum.  
(c)  Arrange lectures by educational motivators.  
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(d)  Leadership and management programmes should be included in all 
curricula.  

(e)  Cultural and health behavioural lectures (covering religion, nutrition, 
physical health) should be held.  

(f)  Develop information, education and communication (IEC) materials, 
especially on PCHC.  

(g)  Training manuals on PCHC should be produced.  
(h)  There should be public participation in all activities.  
(i)  Legislation should be formulated for PCHC. 

 
2.7       Open forum 
 

It was noted that prevention was often forgotten in the later years and higher 
levels of medical education.  Furthermore, a suggestion was made to include infectious 
diseases in the report of Group 3 (which was taken up). 
 
2.8 Plenary discussion:  moving forward 
  

The participants discussed the next steps that could be taken to address the 
issue of what they would report as accomplishments one year later, including what 
they would do as health practitioners.  They identified the following: 
 

• Report to minister/authority/relevant agency. 

• Update senior officials in health and education. 

• Review the existing curriculum. 

• Share/give orientation on PCHC among colleagues. 

• Organize a forum with relevant institutions (e.g. conferences). 

• Review the situation of four domains and their priorities – use WHO 
policy framework. 

• Distribute WHO materials/download from website. 

• Develop guidelines for self-review; use questionnaire for a survey of 
employers of medical graduates to assess their training; share results. 

• Conduct a training needs assessment on core competencies. 
 

The participants further identified various actions for priority attention and 
implementation in the short term:  
 

(1) Ensure that the policy document on PCHC is available in countries and 
communities. 

(2) Conduct a training needs analysis related to PCHC core competencies. 
(3) Verify communication about PCHC from WHO to countries and other 

partners. 
(4) Include PCHC concepts in the educational curriculum of general 

education at different levels. 
(5) Request WHO to: 

 
(a) recommend inclusion of PCHC in accreditation of 

medical schools/institutions; 
(b) provide technical assistance for follow-up forums; 
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(c) play an active role as co-organizer through its country 
offices; and 

(d) create/organize fellowships/research grants/brainstorming 
activities related to PCHC. 

 
2.9  Moderated talk show among representatives of different health professions 
 

Dr John Malcolm Nicholls, University of Hong Kong Queen Mary Hospital, 
acted as the moderator.  He primed the talk show with some stark statistics: 
 

• There is a shortage of about 25 000 nurses in US state hospitals. 

• There are shortages of psychiatrists, as well as problems in accreditation 
of health facilities in Australia. 

• In Canada, hospitals make use of nurse practitioners in patient 
education, assessment and treatment.  They refer to health professionals 
when required. 

• We now use the Internet widely in medical diagnosis and practice, e.g. 
in tele-radiology. 

• The best predictor of patient survival rates is the number of nurses in 
intensive care units (ICUs). 

• We are now experiencing global education and testing. 
 

Hence all health professionals must be prepared for the challenging times 
ahead, especially as far as promoting and practising PCHC are concerned.  
 

2.9.1 Dentistry:  Dean Amalia Angeles 
 

- Concentrate on several important aspects: 

• intellectual; 

• social and psychological – need for community; 

• cultural – sensitivity; and 

• respect for life. 
 

- The approach is inter-university, working together for the 
community. 

 
2.9.2 Midwifery:  Ms Ruth Castro 
 

- Midwifery has two programmes:  the first is a two-year course.  
Students have to pass a licensure examination after the course.  The 
second is a degree programme, which can be taken after passing the 
licensure examination.  Midwives may take postgraduate courses too. 

 
- The role of the midwife is that of a primary health care provider in 

communities where there are no doctors or nurses, particularly in 
village health stations. 

 
- By law, the practice of midwifery is limited to maternal and child 

health. But in reality, midwives implement various programmes, e.g. 
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directly observed treatment, short-course (DOTS) for tuberculosis, and 
treatments for leprosy, schistosomiasis and malaria. 

 
- As to the entry points of PCHC, we need to revisit the curriculum.  

PCHC is already in the curriculum, and we just need to strengthen this. 
Principles of patient care are taken up early in the course, while in the 
later years, midwifery ethics and law are studied. 

 
- The performance check-list is too procedure-focused and sequenced. 
 
- We should include greeting the patients warmly while carrying out 

procedures. 
 
- The Association of Schools and Colleges of Midwifery in the Philippines 

has 213 members.  We meet twice a year – in December and May – 
when there are opportunities for advocacy and sharing of lessons learnt, 
experiences and good practices. 

 
2.9.3 Public Health:  Dr Nina Gloriani Barzaga 
 

- Public health is integrated into the medical curriculum in its early years. 
 

- There is only one school for Bachelor of Science in Public Health (BSPH) 
in the Philippines – at the University of the Philippines (UP) – and it is 
community-oriented. 

 
- An agreement has been established with the Department of Health that 

a BSPH graduate will be a member of the health team in rural areas as a 
public health manager.  These graduates can help doctors in rural areas, 
since they are good at community organizing. 

 
- At the UP College of Public Health, all seven departments can integrate 

PCHC into their programmes.  They just need to enhance what is 
already being done.  The programmes are not disease-oriented.  The 
concepts of PCHC can be incorporated into the programmes, 
promoting/enhancing curricular offerings with PCHC. 

 
2.9.4 Medical schools and nutrition education in Indonesia:  Dr Drupadi H.S. Dillon 
 

- We often teach doctors to be mechanics, without a heart. 
- Doctors can be so sure of a diagnosis.  By the cry of a baby, my mother 

(who was a doctor) diagnosed a baby with vitamin B deficiency.  We 
need to observe and feel with our hearts, to diagnose with our hearts. 

- The Ministry should try new ideas. 
- We must start PCHC from the first year, not later, as is done today. 
 

2.9.5 Royal Institute for Health Sciences:  Director, Dr Chencho Dorjee 
 

- Bhutan is a small country, with a population of half a million.  We have 
two kings:  one retired, the other incoming.  We have gone from 
monarchy to democracy and have a constitution. 
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- Gross national happiness is high.  Its measurement is based on the 
following pillars:  (1) sustainable and equitable distribution of wealth; 
(2) preservation of culture; and (3) protection of the environment. 

- There is no medical training institute.  Nurses undertake a diploma 
course.  Paramedics belong to the "Allied Health Practitioners" after a 
two-year educational programme.  They develop teamwork.  They are 
strong in observation. 

- Internship is integrated into the programme. 
- Holistic and humane services are emphasized, along with quality 

assurance. 
- Most people are not exposed to the Internet. 

 
  
2.10 Open forum 
 

• The PCHC concept and principles should be integrated early in the 
education and training of health professionals.  This should be done 
before they join a medical institution. 

• As to which person can best teach or impart PCHC, the various 
comments were:  doctors have no time; nurses would be the best; and 
there should be a team. 

• Women’s empowerment is very important. 

• We need to develop health literacy:  “Life means health so health is 
life”. 

• Establishment of a new curriculum needs new resources and 
procedures. 

• Primary health care can be transformed into PCHC. 

• No particular discipline is mentioned and all health practitioners and 
health care organizations must be involved.  They can cultivate the 
culture of care and communication and can become responsible, 
responsive, accountable and supportive. 

• Many aspects of PCHC are already included or embedded in the health 
plan of Malaysia. 

• Passion for people decreases or gets lost in a "hi-tech" environment.  A 
"hi-touch" attitude should be sustained.  

• It is hard to change people, but we need to recognize that 
demonstrating positive behaviour in front of a patient is important. 

• To be able to be compassionate, all these are needed:  head (knowledge), 
hands (skills), heart (attitude) and habits (behaviour). 

• If we aim for a total organizational culture, we need to reach and 
empower the receptionists, security guards and all who come into 
contact with patients. 

• Although there seems to be a tension between being a patient-centred 
provider (soft skills) and a technically capable health care practitioner 
(hard skills), they both matter.  A health practitioner and a health care 
facility can be both "hi-touch" and "hi-tech" in an optimal way within 
the limits of available resources. 

• Due to the daily grind, we tend to lose touch with the fact that patients 
are also people.  PCHC practice requires reorientation towards being 
more caring and empathic. 
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• To change the world, start with one – yourself.  Even one by one, in 
time, we could create – and be part of – living and loving health care 
teams and organizations. 

 
Participants agreed on a number of next steps.  Commitment to action is within 

a year, although not all countries are expected to do all things.  The sequence and 
priority of activities will depend on the country. 
 

• Update health officials/policy-makers who need to be involved in the 
implementation of PCHC. 

• Organize forums/scientific activities to orient relevant training 
institutions on PCHC. 

• Develop guidelines for self-review of medical training institutions. 

• Undertake self-review of medical training institutions. 

• Review existing curricula of medical and paramedical education for 
incorporation of core competencies needed for PCHC. 

• Include training institutions of medical and paramedical education in 
these activities. 

• Review the health system in relation to PCHC. 
 

Participants also made some recommendations to WHO: 
 

• Ensure that the policy document on PCHC is available to all countries 
and relevant institutions in those countries. 

• Communicate with national health officials regarding PCHC. 

• Coordinate or participate in advocacy and related activities at country 
level. 

• Provide technical assistance/resource persons to forums/orientation 
activities. 

• Recommend inclusion of PCHC as one criterion in medical schools 
accreditation. 

• Provide fellowships and research grants related to PCHC. 
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2.11 Closing ceremony 
 

Dr Somock Kingsada, representing the participants, voiced some final reactions 
and remarks.  He said that the forum had been exciting and delightful, and thanked 
SEAMEO TROPMED and WHO for their warm welcome and hospitality.  The 
participants learnt a lot – with some new and some old approaches.  The participants 
came to understand each other's uniqueness, strengths and contributions.  Together, 
they have recognized and learnt to appreciate the value of people behind their 
positions and roles. 

 
Dr Kingsada said that the participants would endeavour to share and practise 

what they had learnt, in government or in the private sector.  He also mentioned that if 
PCHC was to be successfully institutionalized, the first priority for taking the 
movement forward would be obtaining resources. 

 
Dr Linda Milan gave the closing remarks.  She said that at the earlier stages of 

developing the policy framework, WHO was ambitious about what the PCHC policy 
framework should cover in a detailed manner.  However, it was also understood that 
WHO cannot by itself effect the broad change or reorientation of health care.  WHO 
has developed a policy framework and an advocacy document after consulting with 
both national experts and national stakeholders, but the framework and guidelines 
now have a life of their own as countries, organizations and people adapt and apply 
them to their own contexts and unique situations.  

 
She noted with satisfaction that the participants in the forum were high- 

powered.  She thanked SEAMEO TROPMED, WHO's partner in organizing the forum.  
She hoped that, while the PCHC concept was not new, the participants would return 
to their countries and places of work with a new understanding and a stronger resolve 
to play an active role in making PCHC a reality in their countries. 

 
Finally, in response to the participants' remarks and recommendations to 

WHO, Dr Milan said that the WHO Executive Board, the World Health Assembly and 
the Regional Committees held the policy-making function.  In the Western Pacific 
Region, the Regional Committee approved the policy framework.  Formal 
dissemination of the published framework and advocacy document to health ministers 
will begin in September.  Future activities will be anchored on what the resolution 
endorsing the framework has requested the Member States and the WHO Secretariat 
to do to progress the desired reorientation in health care.   

 
If there are plans to hold advocacy forums and other activities related to PCHC, 

the WHO country offices may be approached and requested to provide support, 
including the attendance of appropriate members of staff.  The participants are the 
experts in curriculum review/change, but WHO can provide other forms of technical 
assistance.  

 
Dr Milan confirmed that accreditation was not within WHO’s mandate. But 

WHO can advocate and recommend to the accrediting body of medical schools to 
include PCHC.  WHO does not deal directly with academic institutions, but can 
probably find ways to provide fellowships and research grants though existing 
mechanisms.  These might include WHO collaborating centres and 
networks/organizations in official relations with WHO.  The People at the Centre of 
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Care initiative is funded by the Government of Japan through its Programme for 
Technology Transfer.  Participants and their institutions could signify their interest 
and share their plans to encourage Japan to provide more support. 

 
On behalf of WHO, Dr Milan thanked all the participants for their enthusiasm 

and commitment.  She said that the real action rested with countries and with the 
players and leaders that the participants had ably represented – medical schools and 
other training institutions involved in producing health professionals.  The forum was 
a success, but ultimately, governments and other partners at national level will 
implement the interventions and directly benefit from their positive outcomes and 
impacts. 

  
 

3.  CONCLUSIONS 

 
Overall, the participants welcomed and were enthusiastic about WHO's People 

at the Centre of Care initiative and people-centred health care.  They recognized that 
with the changing health landscape, including the higher expectations of a better-
informed and more discriminating public, there was a need to reorient health care and 
health systems.  They would then be able to respond in a more humane and holistic 
way to patients and other health care seekers. 

 
Much discussion revolved around the roles of medical schools and training 

institutions for health professionals.  But there was general consensus on the 
competencies of people-centred health practitioners.  Although the PCHC concept is 
not new and its principles are widely recognized, the participants agreed that there 
were gaps in practice, and that there was a definite need to review and enrich existing 
curricula. 

 
WHO was generally in agreement with the short-term actions identified by the 

participants to be given priority attention when they returned to their countries and 
workplaces.  It also agreed with the recommendations to WHO on how to go forward 
and provide support to those countries.  There was a mutual belief that much progress 
could be made with stronger advocacy and closer collaboration among partners and 
stakeholders in government as well as other sectors, including civil society. 
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Biregional Forum of Medical Training Institutions on People-Centred Care

Bayview Park Hotel
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People-Centred Health Care: 
An Overview 

Outline
• Introduction
• What ails current health 

care?
• People-Centred Health Care

- Elements and Principles
- The Four Domains

• How can you make a 
difference?

• Conclusion

Introduction

The achievements of modern 
medicine over the last century are 

impressive …..

Improved ability of health 
practitioners to diagnose, manage, 

and treat ……….

• Advances in diagnostic procedures
• Non-invasive interventions
• Pharmaceuticals
• Effective health promotion and 

disease prevention strategies

But health 
systems 
have 
reached an 
important 
turning 
point………



• Changing population health patterns and 
outcomes – shift in disease burden

• Higher levels of education, increased 
availability of info., access to goods and 
services > alter expectations of health 
care delivery

• Patient satisfaction, patient safety, and 
responsiveness of care are impt. issues

• Patient-centredness now a global issue

• In global health, our work requires us to deal 
with numbers

• Numbers are, in fact, key indicators of progress 
or failure

• We remain focused on the numbers that define 
our work

BUT……HEALTH IS MORE 
THAN NUMBERS

• Behind each and every number, behind every 
statistic, are real people – individuals, families 
and communities whose lives are impacted 
significantly by disease and suboptimal 
health.

• If health systems are to be relevant and 
effective, we must be able to see behind the 
numbers and reach out to people for whom 
these systems were created in the first place.

1. Silei (American Samoa) – no health centre in the 
village; nearest clinic was an hour’s drive away; 
biopsy material had to be sent off-island for 
testing; needed to be sent abroad to get access to 
treatment facilities; protracted delays at each 
stage – DIED WITHIN ONE YEAR

2.    Helen (Guam) – long visit with doctor to discuss 
results and options; doctor was supportive and 
made referral to a cancer specialist, a support 
group and a social worker; initiative to read about 
cancer; decision to have breast removed and go 
through chemotherapy; supportive family – HAD A     

REMISSION, SURVIVED, LIVED A 
NORMAL LIFE AND BECAME A 

VOLUNTEER TO SUPPORT 
OTHER WOMEN

A Tale of Three Women:
Variations in health care (1)

3.  Le (Vietnam) – migrated to work in a 
metropolitan area in a rapidly developing 
neighbouring country; company health insurance 
enabled access to state-of-the-art health care; 
living alone and very much away from friends and 
family;  went through the insurance maze and the 
cold and harsh hospital environment –

DECLARED CANCER-FREE, BUT EXPERIENCED 
FULL-BLOWN DEPRESSION, LOST HER 
JOB, HEALED IN BODY BUT BROKEN IN 

SPIRIT

A Tale of Three Women:
Variations in health care (2)

Silei, Helen and Le had breast cancer…

~ fought using one standardized set of clinical guidelines

~ yet they experienced completely different outcomes

The differences were due, in no small measure, to the 
varying landscapes of health system and health care 
and support that they encountered.



1948 WHO Constitution

• WHO’s definition of health: A state of 
complete physical, mental and social well-being
and not merely the absence of disease or 
infirmity.

• WHO’s objective: The attainment by all peoples
of the highest possible level of health.

• WHO’s function: To act as the directing and 
coordinating authority in international health 
work.

WHO Governing Body Resolutions

• WHA55.18 (2002) on Quality of Care: patient safety
• WPR/RC53.R7 (2002) on Essential Public Health Functions –

to promote reorientation of health professionals, managers, 
policy-makers and government institutions …in line with the 
development of essential public health functions

• WPR/RC54.R2 (2003) – to support MS to improve the quality 
of health care and ensure that broader psychological, social, 
ethical, cultural determinants are taken into account 

What ails current health 
care?

In preventing and controlling such suffering, 
we must think beyond the practice of reducing        
everything to component parts, 
and this is where, I believe, 
modern medicine needs to accommodate 
a more integrated and holistic approach…

Prince CharlesPrince Charles

The need for a paradigm shift in 
health care…

• Health systems - becoming overly biomedical-
oriented, technology-driven, doctor-
dominated, and market-oriented

• Changing health needs and community 
expectations – ageing populations, rise of 
chronic conditions; increased literacy and 
buying power; better information technology

and access to information; increasing 
consumerism

The need for a paradigm shift in 
health care…

• Medical education/practice - concentrates on 
body systems and disease conditions; less 
attention to social context, psychosocial and 
cultural issues, ethics, interpersonal 
communication and relational skills; 
specialization and lack of team work leads to 
fragmented and uncoordinated care 
(hole system)

• Health literacy/patient information – limited   
availability, or in inappropriate forms



The need for a paradigm shift in 
health care…

• Quality systems - need to focus on both 
technical quality and experiential elements of 
care; need for feedback on quality of care 
process

• Problems in the healthcare system – quality, 
financing incentives, workforce production, 
distribution and regulation, weaknesses in 
primary care and in continuity of care

The need for a paradigm shift in 
health care…

• Health care governance – few 
opportunities for consumer input and 
feedback; little reporting back to the 
community

• Health systems with basic infrastructure 
– continuous improvement from coverage 
to quality and people-centred health care

People-centred Health 
Care

Culture of care and communication – health care users 
being informed in decision-making and having 
choices; providers showing respect for their 
privacy and dignity and responding to their needs 
in a holistic manner

Responsible, responsive and accountable services and 
institutions – providing affordable, accessible, 
safe, ethical, effective, evidence-based and holistic 
health care

Supportive health care environments – putting in place 
appropriate policies and interventions, positive   

care and work environments, strong primary 
care workforce, and mechanisms for stakeholders’

involvement in health services planning, policy 
development and feedback for 

quality improvement

Elements and principles

The 4 Domains

• Individuals, families and 
communities 

• Health practitioners 

• Health care organizations
• Health systems

- Informed and 
empowered

- Competent and 
responsive

- Efficient and  just
- Supportive and 

humanitarian

…We do not realize that in the traditional way we 
relate to our patients – a superior to be strictly 
obeyed, by a subordinate to unquestionably 
comply – we are perpetuating an imbalance that 
makes for poor management of health and 
economics.  Generalist or specialist, community or 
hospital based, we can restore a sense of balance 
by giving our patients and those around them the 
appropriate and correct information about their 
body physiology, with words and images that 
they can understand, and insist that they be co-
responsible for their own health

A.R.A.Bengzon



DOMAIN 1:
individuals, families and communities

• Increasing health literacy
• Providing communication and negotiation skills that lead to 

meaningful participation in decision-making
• Improving capacity for self-management and self-care
• Increasing capacity of the voluntary sector, community-based 

organizations and professional organizations to extend mutual 
assistance

• Promoting social infrastructure that supports community participation 
in health services planning and facilitates greater collaboration 
between local governments and communities

• Developing community leaders who advocate and support community 
involvement in health service delivery

DOMAIN 1: Individuals, families, communities

OBJECTIVES
• Increase health literacy – kinds of 

health practitioners, health issues 
and treatments, patient rights, self-
care

• Increase skills to enable participation 
and decision-making in clinical 
encounters and service quality 
improvements

• Improve self-efficacy and capacity 
for self-care

• Increase capacity of voluntary sector 
to extend assistance to communities

• Ensure community participation in 
health services planning and policy-
making 

• Greater collaboration between local 
communities and local government

• Develop community leaders and 
advocates

MEASURES
• Quality-assured and reliable sources of 

information

• Multifaceted approach to community and 
patient education (mass media, decision 
aids, internet, school programs)

• Support/self-help groups

• Support for consumer organisations 
(funding, training volunteers and 
consumer representatives)

• Leadership development programs

DOMAIN 2: Health practitioners

OBJECTIVES
• Increase capacity for 

holistic and 
compassionate care 
through better 
communication, 
recognition of 
psychosocial and cultural 
issues 

• Enhance commitment to 
quality, safe and ethical 
care

• Equip for patient-
centredness as a core 
competency

MEASURES
• Basic and continuing 

education to incorporate 
core competencies and 
knowledge base as well 
as experiential and 
reflective training 
methods

• Value formation and 
reinforcement

• Open disclosure 
standards and peer 
review

DOMAIN 2: health practitioners 

• Needs and roles as providers of care 
• Needs and roles as people

values
expectations

preferences
capacities

overall well-being

DOMAIN 3: health care organizations

Health care organizations are a mirror.  The 
experience of people seeking care is a reflection of 
how the organization treats its own employees. 
Just as we need a holistic approach to the health 
and well-being of people, we need also to treat 
health care organizations as living entities that 
have a mind, body and spirit… [with] focus on 
meaning and relationships as much as structure. 

Robin Youngson

DOMAIN 3: health care organizations

• Providing a conducive and comfortable environment for 
people receiving and providing health care

• Ensuring efficient and effective coordination of care
• Establishing and strengthening mutidisciplinary care 

systems
• Strengthening the integration of patient education, 

family involvement, self-management and counselling 
into health care

• Providing standards and incentives for safe, quality and 
ethical services

• Introducing and strengthening models of care



DOMAIN 3: Health care organizations

OBJECTIVES
• Appropriate environment for 

patients and staff
• Efficient systems for co-

ordination of care
• Multidisciplinary healthcare 

teams with clear roles
• Integrate education and 

counselling into care
• Continuous quality 

improvement systems
• More supportive models of 

intervention
• Committed health services 

managers
• Regular professional 

development opportunities for 
staff

MEASURES
• Physical design that promotes 

functionality, comfort, and safety
• Improved patient flow and service 

scheduling
• Detailed job descriptions
• Communication protocols for 

health practitioners
• Patient counselling protocols
• Appropriate staff payment or 

financing incentives for holistic 
care

• Audit and feedback systems
• Models of intervention that 

recognise psychosocial dimensions 
and provide for continuity of care

• Leadership development
• On-site professional development

Domain 4: health systems

• Trying harder will not work.  Changing 
systems will.  

IOM, 2001

• Patient-centred care is more than just 
emphatic interviewing of patients.  It is about 
re-organising healthcare systems.

Bauman et al, 2003

Domain 4: health systems

• Developing and strengthening primary care 
and the primary care workforce

• Putting in place financial incentives that 
induce positive provider behaviour and 
improve access and financial risk protection 
for the whole population

• Building a stronger evidence base on ways to 
improve health care and the health system 
itself to achieve better health outcomes

• Ensuring rational technology use

Domain 4: health systems

• Strengthening the monitoring of professional 
standards

• Instituting public accountability measures 
for health services organization, delivery and 
financing

• Monitoring and addressing patient and 
community concerns about health care 
quality

• Assisting people who have experienced 
adverse events in the health system

• Ensuring protection of patient information

DOMAIN 4: Health system
OBJECTIVES
• Strengthen primary care and 

primary  care workforce
• Monitor professional standards
• Monitor patient concerns about 

quality
• Greater public accountability for 

services and insurance
• Rational technology use
• Appropriate financing incentives
• Strengthen evidence base for 

achieving health outcomes
• Recognition of social and 

cultural diversity
• Encourage interagency 

collaboration within and 
external to health system

• Health systems research and 
development

MEASURES
• Invest in primary care services 

and workforce development
• Establish professional 

registration and education 
standards, including traditional 
medicines and practitioners

• Complaints investigation and 
conciliation mechanisms

• Monitor patient satisfaction and 
adverse events

• Public reporting of performance
• Technology assessment 

mechanisms
• Social insurance and 

appropriate purchasing of 
services

• Targeted services and service 
guidelines

How Can You Make a 
Difference?



Never before has medicine had the capacity to 
do so much good, yet never have people been 
so disenchanted with their doctors.  The 
problem is that doctors have lost the art of 
healing, which involves much more than 
diagnostic skills and the ability to mobilize 
technology.  At its core is the doctor-patient 
relationship…how important that relationship 
.…a new paradigm: medicine with a human 
face in which the art of healing is as important 
as the mastery of medical techniques.

Dr Bernard Lown

Patient-centredness:  a core competency

• Interviewing and communicating 
effectively

• Assisting changes in health-related 
behaviours

• Supporting self-management
• Using a proactive approach

WHO 2005

Responsiveness of care
(to non-medical expectations)

- a measure of health systems performance

Respect for persons 50%
Respect for dignity 16.7
Confidentiality 16.7
Autonomy 16.7

Client orientation 50%
Prompt attention 20
Quality of amenities 15
Access to social support networks 10
Choice of provider 5

WHO 2000

What do patients want?
The Asia-Pacific view

• Better communication and information
• Full disclosure of diagnosis and prognosis
• Shared treatment decision making
• Privacy
• Respect and politeness 
• Service provider discipline
• Assurance
• Emotional support
• Feeling of being listened to
• Health practitioner knowledge about disease 

and treatment
WHO/WPRO 2007

Some facts

• 75% of the information leading to a 
correct diagnosis comes from a 
detailed history

• 10% from the physical examination
• 5% from simple routine tests
• 5% from costly invasive tests
• 5% undetermined

Dr Bernard Lown 
The Lost Art of Healing, 1996

• At least 62% of patients said that their doctor 
did not consider possible emotional factors 
coming into play?

• Up to 33 of health care providers did not discuss
other medications taken before hospitalization?

• More than 1 out of 3 patients were not informed 
or involved regarding care and treatment 
choices?

Davis et al 2007 
(comparative study: AUS, CAN, GER, NZ, UK, US)



the CARE* measure
How was the doctor at:
• Making you feel at ease
• Letting you tell the story
• Really listening
• Being interested in you as a “whole person”
• Fully understanding your concerns
• Showing care and compassion
• Being positive
• Explaining things clearly
• Helping you to take control
• Making a plan of action with you

*consultation and relational empathy         Mercer et al 2005

Conclusion

Individuals, families and communities are served 
by and are able to participate in trusted health 
systems that respond to their needs in humane 
and holistic ways

…in all settings and at all times.

The Vision

• “The essence of care is to centre on the patient. 
This is a shift from traditional, provider 
focused practice, and it requires the 
workforce to develop communication skills 
that empower patients through seeing health 
from the patient’s perspective, and 
motivating and training patients in health-
related self-management.”

– Core Competencies of the Health Care Workforce for the 21st

Century: The Challenge of Chronic Conditions (WHO 2005 )

A shift in focus …

A new health system for the 21st century

• A health care system that achieves 
major gains in these six areas would 
be far better at meeting patient 
needs-
– Safe 
– Effective 
– Patient-centred 
– Timely 
– Efficient 
– Equitable

(IOM: Crossing the Quality Chasm)

The client is the most important visitor of our 
facility.  He is not dependent on us; we are 
dependent on him.  He is not an interruption to our 
work; he is the purpose of it.  He is not an outsider 
to our business; he is part of it.  We are not doing 
him a favour by serving him; he is doing us a 
favour by giving us the opportunity to do.

Mahatma Gandhi



PEOPLE-CENTRED HEALTH CARE
Domain 1: Informed and 
Empowered Individual, Families, 
and Communities

Junko Tashiro, RN, PhD
WHO Collaborating Center for Nursing in PHC
St. Luke’s College of Nursing, Tokyo, Japan

Bi-Regional Form of Medical Training Institutions on 
People‐Centred Health Care, 1-2 July, 2008, Manila, 
Philippines

Ｇｒｅｅｔｉｎｇｓ

Topics

Background:
Current health issues 
Transition of health status and 
nursing practice model 
Center of the Excellent:

People-centered Care for individuals, 
families, and communities  

Current Health Issues:
The Aging Society of Japan               
(Health and Welfare Statistic Association, 2007)
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“Healthy Japan 21” started in 2000
Basic directions
1)Focus is on the primary prevention
2)Developing the environment to support health

promotion
3)Setting objects and evaluating performance
4)Propelling effective movements with diversified 

but coordinated implementers
Long-term  Care Insurance System started in 2000
The health promotion law was enforced on May, 2003

Health Promotion Movement

Development of a Nursing Practice 
Model Using Primary Health Care 
Concepts in Japan

Funded by the Ministry of Health & Labor in Japan 
(1999-2001)

Hishinuma, M.; Tashiro, J.; Mori, A; Oshikawa, Y,；Ｓａｋａｉ, K; Naruse, K.
St. Luke’s College of Nursing, Tokyo, Japan
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Nursing for People-centered 
Initiatives in Health Care and Health 
Promotion: People-centered Care

St. Luke’s College of Nursing 21st Century COE Program
(FY2003 - 2007)

Komatsu, H; Ibe,T; Horiuchi,S; Hishinuma, M; 

Kawagoe,H; Tashiro, J; Oikawa, I; Nakayama,K; 

Ito,K; Kamei,T; Mori,A; Tonosaki, A; Kikuta, F；
Arimori, N; Hayashi, N,

Organization of COE PPC Project
President

International Evaluation 
Committee:
•Dr. Holzemer (UCSF, U.S.A.)
•Dr. White (OHSU, U.S.A.)
•Dr. Kim (Univ.of Yonsei, Korea)
•WHO Global Network：Dr. Carty 

(George Mason Univ. U.S.A.)

2.Health-information System Development

4.Research Support Team

1.Community-based Practice Research 

National Evaluation 
Committee:

Community leaders 
(patients/business/
government/media/
nursing association)

COE Leader

3.Development of Nursing Service Application 

Steering 
Committee

Conceptual Framework of 
People-centered Care

A society based on a sense of 
security and good health

active participation 
in the decision 
making process

wise use of health 
information

Individuals/Families

resourceful community

health-promoting 
community

Communities
People-centered 

Care System
A system of 

collaborative 
solution 

based on 
partnership
（Collaborative 

Solutions）



Collection, dissemination, exchange of health information

Research Center for 
Development of 

Nursing Practice

Graduate School of 
Nursing Doctoral 

Course

WHO PHC
Nursing Development 
Collaboration Center

Application and assessment 
of nursing service

Nursing practice
research and development

Studies

Schematic Diagram of People-centered Care

People
Policy 
makers

Healthcare 
specialists

Nursing service  
assessment & 
development

Nursing service 
provision strategy 
development and 

research

1.Nursing Care Service Development & Evaluation
・Children and Family Centered Care
・Women-centered Care
・Japanese Genetic Nursing
・Japanese Cancer Nursing
・Japanese Geriatric Nursing
・Community-based Palliative Care
2.Health Promotion Service & Strategy 

Development and Evaluation
・Programs Development for Healthy Families
・Nursing Practice Development for International Collaboration
・Know Your Body Program for Preschoolers & Families
3.Health information system：”Kango-net”

http://www.kango-net.jp

Community-based Participatory 
Researches

Health information system：”Kango-net” http://www.kango-
net.jp/

Decision making

Sharing Trust Partnership Mutual-leadership

Overview of People-centered Care Initiatives 

Collaboration  

Partners & Network formation; 

System formation

Knowledge Skills

2.Health Promotion Service 
Development & Evaluation
5 projects

1.Nursing Care Service 
Development & Evaluation                       
8 projects

Government

Hospice
Hospital

Community-based 
participatory palliative care

people

Dispensing 
pharmacyVisiting care 

service provider
Visiting 

care center

Clinic

people

family
the 

dying

Lobbying

・Public meeting
・Development of training programs 

for volunteers

Community-based Palliative Care:
“building a community to provide a better care of the dying  ”

-an example of “Community Health Station”-

A model for Asian communities

・Developing a community-based palliative care program
・Developing a community-based care standard

Health information system: 
Kango (Nursing) - net

Dissemination of health information
News and events
Research results
Useful links
About nursing:

“What is nursing?”, “How to find 
reliable health information on the 
net?”
MedWave (the latest medical news)

Communication space “Kango
community”
Nurse of the month
One-click questionnaire
On-line health consultation
Discussion groups with blog

Kango-net 
(Web-site)

Research Center 
for Development of 

Nursing Practice

Graduate School of 
Nursing Doctoral 

Course

WHO PHC
Nursing Development 
Collaboration Center

Schematic Diagram of People-centered Care
Shaping 
public 

opinion on 
health

Networking
lay experts of 
health Care

Production of 
useful health 
information

Promotion of 
community- based 

participatory 
research

Health-promoting 
community

“Community Health Station”
(the base of collaborative 

practice in partnership with 
people)



Thank you for your attention
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PeoplePeople--CentredCentred
Health CareHealth Care

Domain 2: Competent and Domain 2: Competent and 
Responsive Health Responsive Health 

PractitionersPractitioners

Alejandro C. Dizon, MD, FPCS, FACS

The Bi-Regional Forum of Medical Training Institutions 
on People-Centered Health Care

Bayview Park Hotel Manila, Philippines
1 July 2008

Trends in Health CareTrends in Health Care

New knowledge / Research /
Advanced Technology

Disease - focused

Physician - centered

Trends in Health CareTrends in Health Care

“Defensive” Medicine:
• Highly dependent on technology
• Lab results were treated and not the patient
• Protect the physician
• Response to litigation
• Over used and over-indicated
• Made health care expensive

Trends in Health CareTrends in Health Care

Specialization:
• Traditional system of perfection 
• Errors and mistakes are unacceptable
• Complex care
• Fragmented care
• Patient was “lost” in the system

““To do no harmTo do no harm……..””

Institute of Medicine (1999):

QuickTime™ and a
TIFF (Uncompressed) decompressor

are needed to see this picture.

Quality and Patient SafetyQuality and Patient Safety



Patient Patient -- centred Carecentred Care

Disease - focused

Patient - centred

Culture of Safety

Patient Patient -- centred carecentred care

• Needs as a patient
• Needs as a person:

– Values
– Expectations
– Preferences
– Capacities
– Over-all well-being

PEOPLE- CENTRED
CARE

AGENDAAGENDA

Key policies and action domain:
• Individuals, families & 

communities
• Health practitioners
• Health care organizations
• Health systems

Health care practitionersHealth care practitioners

• Physicians
• Nurses
• Paramedical clinical support -

Medical/Radiation / technicians, clinical 
pharmacists / Staff

• Educators 
• Leaders

PhysiciansPhysicians

Competence:
• Verification of credentials from source
• Privileging 
• Continuing Medical Education activities -

outside or in house

PhysiciansPhysicians

Standardization of care:
• Protocols and CPG’s
• Monitor outcomes

Quality and Patient Safety:
• Prevent harm proactively
• 3 C’s: communicate, coordinate,& 

collaborate
• Surface and learn from errors  



PhysiciansPhysicians

• Continuity of care beyond the hospital
• Health maintenance and disease 

prevention

PhysiciansPhysicians

Wellness and Prevention:

Physicians Physicians 

• Address the non-medical but equally 
important needs of the patient:
– Family and friends
– Traditions and customs
– Religion and beliefs
– Cultural preferences 

PhysiciansPhysicians

Music Therapy Program 

PhysiciansPhysicians

Senior Arts & Music Wellness Program

PhysiciansPhysicians

Supportive Care:
• Spiritual visits & consultations
• Psychiatric support
• Referral to lay support groups 



NursesNurses

• Spends the most time with the patient
• Front liner in care and defense against 

harm
• Provide bedside, compassionate care
• Quality of care delivery likewise affected 

by complex care 

NursesNurses

Manpower shortage:
• Global problem with aging population
• Philippines: Migration of Health Care 

Workers

85 percent of the all Filipino nurses 
(estimate = 163,756 nurses) are working 
outside the Philippines in at least 46 
countries. (Corcega, et al 2003)

Of all data that were accounted for, at 
least 100,000 nurses left the country in 
the last 10 years – the highest volume 
in Philippine history. (POEA, 2004)

NursesNurses

Migration:
• In urban centers: numbers and 

nurse:patient ratio maintained
• Expertise suffers
• Average = 2 years stay

Clinical PharmacistsClinical Pharmacists

• One CP for every nursing floor for 2 shifts
• Provide complimentary patient care to the 

nurses
• Monitor: medication orders, ordering, 

dispensing, administration, prescription, 
reconciliation, interaction and education

• Collect and collate data on medication 
safety

• Unburdens the nurses for bedside nursing 
duties

Medication Safety ProgramsMedication Safety Programs

• HAM (High Alert Medications) 
Medications that bear a 
heightened risk of causing 
significant patient harm when 
used in error

• SALAD (“Sound-Alike, Look-
Alike Drugs”) 

• BANDEM (“Banned Items”)  
– Do not Use list

• PIH (Physician’s Illegible 
Handwriting)

You can prevent a fatal error…

…by 
doing 
the 

“write”
thing



Educator and TeacherEducator and Teacher

Philippine Medical Education - American System
– Medical School
– Postgraduate Internship
– Residency
– Fellowship 

Traditional System:
• Disease - oriented
• “Read one - See one - Do one” model 
• “Blame and Train” approach

Educator and Teacher  Educator and Teacher  

New approaches to education & teaching:
• Addresses quality and safety
• Emphasizes systems rather than human factors 

for errors
• Realization of the non-medical needs of the 

patient
• Models:

– Simulated or situational training
– Error training and prevention
– *Training on not only “how to do things but also how 

not to do things”

Educator and TeacherEducator and Teacher

Quality of life of trainees:
• Reduced work hours
• Lessen fatigue factor
• More time for personal things

LeadersLeaders

Clinical Head:
• Ensure competence of staff
• Timely care provided
• Monitor performance & outcomes
• Celebrate and share success and good 

outcomes with the organization

Leaders Leaders 

LeadersLeaders

• Management courses



LeadersLeaders

Engage the patient:

St. LukeSt. Luke’’s Medical Centers Medical Center

St. LukeSt. Luke’’s Medical Centers Medical Center

• Established in 1903
• 650-bed private, non-stock, non-profit medical 

center
• Tertiary hospital; Major referral center
• Academic - Teaching facility
• 1,700 physicians
• 2,600 associates   

Doctor for the PeopleDoctor for the People

SummarySummary

“Patients do not care how much you know 
until they know how much you care!”

Gerard Healy, MD, FACS
Incoming President
American College of Surgeons

PeoplePeople--centred carecentred care

Harmony of mind and body, 
people and systems
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PEOPLE- CENTRED HEALTH CARE
Domain 3:  Efficient and benevolent  

health care organizations 

Dr. Anuwat Supachutikul
Chief Executive Officer

Institute of Hospital Improvement and Accreditation, Thailand

Presented at 
The Bi-Regional Forum of Medical Training Institutions 

on People-Centered Health Care
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Vision: IFC are served by a health system that is designed around their holistic needs and trusted by them

Mission: To enable IFC to collaborate with health practitioners, healthcare organizations, and health 
systems in driving improvements in the quality of healthcare experience so that people and their 
needs are place at the centre of the health system

Culture of Care & 
Communication

Appropriate Health 
Service Model

Responsible, Responsive, 
Accountable Services

Empathetic 
Environment Support

I  = Individuals
F = Families
C = Communities

People at the Centre of Care : WPRO-SEARO Initiative
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Comfort
Safety

Functionality
Supportive

Environment

DOMAIN THREE: Health Care Organizations

Education

Effective & Efficient 
Coordination of Care

Appointment  & Reminder

Public information & sign

Patient Flow

Safe, Quality, 
Ethical, Efficient 

& Benevolent  
Health Service

Multidisciplinary 
Care Team

Integration of patient education, 
family involvement, self-

management and counselingStandards & Incentives

Performance-based 
incentive packages

Monitor & Evaluate -> CQI

Salary -> financial security

Continuing prof. develop

Model of Care

Psychosocial intervention

Community-based care

Outreach clinics

Leadership &
Managerial Skill

Risk Management

Visiting policies
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Hand-held health record

Discharge & referral

a
b

c

d
Staffing standardse

f

g
Nurse practitioners
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Cycle of Learning & Improvement

Design

Action

Learning

Improve

Purpose/
Objective

DALI
(PDSA)

Context

Criteria
(PCI Framework)
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Core Values
People-centred

e.g. Harmonization,
safety, responsive
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Force Field Analysis

P
eo

pl
e-

C
en

tre
d

H
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lth
ca

re

Forces FOR change Forces AGAINST change

Workload

Complicate, difficult

Overwhelm with changes

Professional autonomy

Never heard before

Simple & easy

Joyful

Visible benefits

Recognition

Social demand

Professional responsibility

Reputation

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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สถาบันพัฒนาและรับรองคุณภาCampaign & Continuous Campaign & Continuous 
DriveDrive

Hospitals

Nodes / 
Mentor Hospitals

Campaign 
Leadership / 

National Alliance

Ongoing 
Communication

Create will
Create accountability system
Remove resource barrier

Raise awareness
Communication relay point
Technical assistance
Tracking progress

Joseph McCannon VP IHI: European Forum on QI, Barcelona, April 2007
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Learning
Process

Self Assessment

Self Improvement
External Evaluation

(Survey) Accreditation

Hospital Accreditation (HA) 
a Platform for Change & Learning

Hospital Accreditation (HA) Hospital Accreditation (HA) 
a Platform for Change & Learninga Platform for Change & Learning

Quality & Safety

Core Values & Concepts:
- HA as a Learning Process
- Patient & Health Focus
- Continuous Improvement

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Institute of Hospital Accreditation, THAILAND

Key Activities

Evaluation &
Accreditation

Stepwise Recognition
Create Awareness
Knowledge Dissemination
Training

Collect & Create Knowledge/
Guideline for Quality Improvement

Collaboration/Learning Network

HA Thailand: Key Activities

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Institute of Hospital Accreditation, THAILAND

Start HA as R & D

Organization Alignment
Multidisciplinary Team
Med Staff Org
Clinical Quality
Risk Management
Self Assessment
Internal Survey

HA Project

Pilot Hospitals

Initiatives
Adapt
Seek more information
Creativity
Trial 
Learn

Knowledge

QuestionsSolutions

Workshops

Consultants

Voluntary Process
Educational Process, Not Inspection
Encourage Civil Society Movement
Self Reliance, Independence, Neutral
Emphasis Self Assessment & Improvement

Lesson 1: Start with R & D

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Lesson 2: Power of Recognition

• Willingness to open their house
• High level of collaboration, at least temporarily
• Positive reinforcement
• More friendly than top-down policy
• No one want to stay behind
• Make the impossible possible
• Any level of achievement can be recognized

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Step 1: Risk prevention
Identify OFI from 12 reviews
Focus on high risk problems

Step 2: Quality Assurance & Improvement
Identity OFI from goals & objectives of units
Focus on key process improvement

Step 3: Quality Culture
Identify OFI from standards
Focus on integration, learning, result

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008

Lesson 3: Stepwise approach

12

Institute of Hospital Accreditation, THAILAND

Number of HA Recognition

0

100

200

300

400

500

600

700

800

900

1999 2000 2001 2002 2003 2004 2005 2006 2007

HPH

HA

Step 2 to HA

Step1 to HA

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Step 1: Learn from experience of a small people
Learn from those who suffer
Learn to practice “Love Our Patients”

Step 2: Make PCI a routine work
Focus on key process improvement to 
implement PCI in all units & services 

Step 3: Comply with all 
requirements in the framework
Culture of people-centred
(quality, safety, & learning)

Better outcome

Stepwise
People-Centred Healthcare

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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HAHA//HPHHPH

MBNQAMBNQA
//TQATQA

Safety & Quality Health Promotion

Learning & Integration

Lesson 4: Integrate with Others

Sources of HA 
Standard 2006

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Leadership Capacity 
In championing
people-centred

healthcare

Empowerment
Patient education
Family involvement
Self-management

Counselling

Key Components in 
Domain 3 of PCI

Patient Care 
Environment
Coordination

Multidisciplinary Team
Safe, Quality, Ethical

Model of care

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008

PCI can be integrated with the existing initiatives
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Comfort
Safety

Functionality
Supportive

Environment

Initiatives in Thailand related with DOMAIN THREE

Education

Effective & Efficient 
Coordination of Care

Appointment  & Reminder

Public information & sign

Patient Flow

Safe, Quality, 
Ethical, Efficient 

& Benevolent  
Health Service

Multidisciplinary 
Care Team

Integration of patient education, 
family involvement, self-

management and counselingStandards & Incentives

Performance-based 
incentive packages

Monitor & Evaluate -> CQI

Salary -> financial security

Continuing prof. develop

Model of Care

Psychosocial intervention

Community-based care

Outreach clinics

Leadership &
Managerial Skill

Risk Management

Visiting polocies

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008

Hand-held health record

Discharge & referral

a
b

c

d
Staffing standardse

f

g
Nurse practitioners

HA/HPH/TQA

EOL/
Palliative 

Care

D/C Plan

Nursing Research

R2R

HA/Medical 
Engineering

HPH

HPH

Quality Indicator

Safety Culture & 
Patient Safety Goals

Licensing Primary Care
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Risk, Safety, & Quality
Professional Governance
Environment of Care
Infection Control
Medical Record System
Medication Management
Diagnostic Investigation
Disease & Hazard Surveillance
Working with Community
Patient Care Processes

Access & Entry
Patient Assessment
Planning
Patient Care Delivery
Education & Empowerment
Continuity of Care

Patient Care Results
Patient Focused Results
Financial Results
Human Resource Results
Process Effectiveness Results
Leadership Results
Health Promotion Results

Leadership

Strategic
Management

Focus on 
Patients /
Customer

Measurement, Analysis, 
& Knowledge Management

Process
Management

Human 
Resource

Focus

Results

Part III
Patient Care Processes

Part II Key Hospital Systems

Part IV Results

Part I Organization Management Overview

HA Standard 2006

Common 
requirements 

with 
People-Centred

Healthcare
Framework
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Institute of Hospital Accreditation, THAILAND

Lesson 5: 
Move the Whole Organization

Service                Service                
Unit                      Unit                      

Clinical Clinical 
PopulationPopulation

Work SystemWork System

OrganizationOrganization

How can we be more People-Centred ?

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Med Rec
Review

Process

Clinical Population

People-Centred

Bedside
Review

Adverse
Event

PSG:
SIMPLE

Disease 
Model

Clinical
Tracer

Lesson 6: Multiple tools

Tools for “Patient Care Processes”
Assessment & Improvement

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Lesson 7:
Forum for Campaign & Sharing

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008

6th (2005): Systems approach
7th (2006): Innovate, Trace & Measure

8th (2007): Humanized Healthcare
9th (2008): Living Organization

3rd (2002): Simplicity in a Complex System
4th (2003): Knowledge Management for Patient Safety
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Lesson 8: Humanized Healthcare

• New concept of health
• Modernization is not enough
• Balance of bio-medical & spiritual approach
• Low cost, high touch
• Providers’ satisfaction & maturity
• Patients are teachers

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008

Ill Disease Severe Death

Loss of BalanceBalance
Supreme 
health

Good Health

Environment
Physical
Mental
Social

22

From Love to Benevolent

• Love ourselves 
• Love our patients
• Love our friends
• Love our works & workplace
• Mindfulness & Spirituality

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Scott Louis Diering
“Love Your Patients!  Improving Patient Satisfaction with Essential Behaviors 

That Enrich the Lives of Patients and Professionals”

www.loveyourpatients.org
The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Spirituality in 
Healthcare 

คุณคาภายในตนเอง

คานยิมขององคกรการทาํงานรวมกนั

Value come from a peaceful mind
Work with awakening, follow the breath

Deep listening
Reflection without bias

Positive thinking

Build core values from experience
Create supportive system

One minute pause & peace
brief-in, brief-out

Value on oneself

Working together Organization’s core values

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Physical Environment

Organization Culture
& Paradigm

Family, Friends, Social Support

Social Environment
Art/Fun/Friendship/Joy

Mind-Body ApproachBio-medical Approach
Patient Safety

Relationship/Human Interaction

Empowerment

Social

Spiritual

Physical Mental Inner Resources/
SpiritualityFood & Nutrition

Physical Environment

Organization Culture
& Paradigm

Family, Friends, Social Support

Social Environment
Art/Fun/Friendship/Joy

Mind-Body ApproachBio-medical Approach
Patient Safety

Relationship/Human Interaction

Empowerment

Inner Resources/
SpiritualityFood & Nutrition

Spiritual

Bio-medical 

Balance of Bio-medical & Spiritual

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Health of Individual, Family, Community
Truth, Goodness, Beauty
Freedom, Connectedness

Humanized 
Healthcare

Team
Self-balanced 

Individual
Effective Interaction

Social, Environment

Health Service

Humanized Healthcare 

Respect Value, Dignity, Capability

Learning Humanity

Strong 
community
Public Policy
Physical & 
Social 
Environmen
t

Physical Environment

Organization Culture
& Paradigm

Family, Friends, Social Support

Social Environment
Art/Fun/Friendship/Joy

Mind-Body ApproachBio-medical Approach
Patient Safety

Relationship/Human Interaction

Empowerment

Social

Spiritual

Physical Mental Inner Resources/
SpiritualityFood & Nutrition
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Healing Environment

• Physical structure give the impression of healing or else
• Placement of chair in circle -> social support & healing
• Hospital with garden -> less burn out of staff
• Natural light -> more healing, demand less analgesics
• TV -> more stress to patient, raise BP
• Visual stimulation is important
• Sound in an incubator may be as loud as 95 dB
• Repeated sound is stressful
• Sound is associated with perceived workload & burn out
• Music can reduce stress & shorten length of stay

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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สถาบันพัฒนาและรับรองคุณภา

Healing Environment
• รูปที่เหมาะสมทําใหความดันโลหิตลดลงไดใน 3 นาที
• คนไขที่ถูกปดตา หูเขาจะตองใจฟง  เวลาคนไขเขา
หองผาตัดแลวปดตา ตองระวังคําพดูเขาไว

• เสียงใน incubator ของเดก็ดงัถึง 95 dB เนื่องจาก
การกองสะทอนของเสียงหลอดไฟภายใน

• เสียงทีด่ังซ้ําๆ จะกอใหเกดิ stress เชน เสียงดังปบๆ 
ใน ICU  เสียงประกาศเรียกคนไข ประกาศรับบัตร 
ประกาศรับยา

• ถามีสิ่งดูดซับดีๆ จะลดระยะเวลาการไดยินเสียงจาก 3 
วินาทีเหลือ 0.6 วินาที

• เสียงพยาบาลทีเ่ดินในหอผูปวยจะดังและรบกวนผูปวย
โดยเราไมรูสกึ

• เสียงดงัจะไปสัมพันธกับ perceived workload และ 
burn out พยาบาลที่ทํางานในที่ทีมี่เสียงนอย จะมี

29

สถาบันพัฒนาและรับรองคุณภา

Lesson 9: Living 
Organization• Living system : open, self-organizing system, 

flexible/adaptive, creative, learning capability, 
spirituality 

• Leadership is the person who put a right 
influence at a right time

• Efficient communication is through informal 
network, allow free interpretation of information

• The staff should have opportunities to work on 
what value and have meaning to them

• Turning & listening to one another, deep 
listening, dialogue, U theory

• HRD need to consider spiritual development
The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008
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Lesson 10: Collaboration with 
Educational Sector

• Medical school as a role model
• Learning at the workplace
• Teaching at the bedside

• From individual patient -> quality 
system

• Health promotion / empowerment
• Risk management

• Assignment for student

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008



31

How to Move the Elephants

1. Start with R & D
2. Power of Recognition 
3. Stepwise Approach
4. Integrate with the others & existing initiatives
5. Move the whole organization
6. Multiple tools
7. Forum for campaign & sharing
8. Humanized Healthcare
9. Living Organization
10.Collaboration with the educational swctor
11.From “Training” to “Doing & Learning”

The Bi-Regional Forum of Medical Training Institutions on People-Centered Health Care, Philippines, 1 July 2008



People-Centred Health Care
Domain 4: Health systems

Dr Alberto G. Romualdez
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Old and Emerging Old and Emerging 
Infectious DiseasesInfectious Diseases

• Persistence of TB, malaria and leprosy
• Ebola
• SARS
• Avian Influenza
• HIV/AIDS and its impact on other 

infections

Degenerative and Chronic Degenerative and Chronic 
DiseasesDiseases

• Diabetes
• Cardiovascular disease
• Osteo-arthritis
• Cancer

Environmental DegradationEnvironmental Degradation

• Deforestation
• Excessive mining and abusive practices
• Overdependence on fossil fuels
• Impending water crisis
• Global warming and climate change

Urbanization and Social ChangeUrbanization and Social Change

• Inadequate shelter
• Threat to food security
• Break-up of extended families

Demographic TransitionDemographic Transition

• Longer life span and fertility declines in 
developed countries – ageing of 
population

• High fertility and population increase in 
poor countries – maintenance of young 
population pyramid 



Unbalanced Development of Health Unbalanced Development of Health 
SystemsSystems

• Expensive high technology systems 
concentrated in developed countries

• Poor quality of health services through 
most of developing world

• Inequitable health financing systems
• Exodus of health workers from poor to 

rich countries

ScienceScience
• Content of teaching and learning

• Quality of knowledge and skills

CultureCulture
• Context of teaching and learning

• Family and community values

EmpathyEmpathy
• Emotions and feelings

• Pain and suffering
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