Chapter 6. The way forward

In a globalizing world, PHC policy reviews
can take advantage of the emerging within- and
across-country collaborative networks to build
up the critical mass that can lead and implement the necessary reforms. Indeed, for many
countries, it is not realistic to fi nd, within their
own institutions, all the technical expertise, contextual knowledge and necessary capacity for
dispassionate analysis that PHC policy reviews
require. Open, inclusive and collaborative structures, such as the Latin American observatory
models 23, can go a long way in harnessing the
diversity of national resources. Such models also
make it possible to derive further benefits from
international collaboration and to overcome the
scarcities within a single nation’s capacities. Policy-makers today are more open to lessons from
abroad than they may have been in the past, and
are using them to feed national policy dialogue
with innovative approaches and better evidence
of what works and what does not 22. Embedding
national institutions in regional networks that
collaborate around PHC policy reviews makes it
possible to pool technical competencies as well as
information. Importantly, it can create regional
mechanisms to get more effective representation
in important but labour-intensive global bodies,
with less strain on scarce national resources.
More structured and intensive inter-country
collaboration around PHC policy reviews would
yield better international comparative data on
variations in the development of health systems
based on PHC, on models of good practice and on
the determinants of successful PHC reforms. Such
information is currently often either absent, hard
to compare or outdated. By building on networks
of experts and institutions from different regions,
it is possible to produce consensus-based and
validated benchmarks for assessing progress
and easier access to (inter)national sources of
information relevant to monitoring primary care.
This could make a big difference in steering PHC
reforms. Various initiatives in this direction, such
as the Primary Health Care Activity Monitor for
Europe (PHAMEU)24, a network of institutes and
organizations from 10 European Union Member
States, or the Regional Network on Equity in
Health (EQUINET)25, a network of professionals,
civil society members, policy-makers, and state

officials in Southern Africa, are promising steps
in that direction.
There is a huge research agenda with enormous potential to accelerate PHC reforms that
requires more concerted attention (see Box 6.3).
Yet, currently, the share of health expenses
devoted to determining what works best – to
health services research – is less that 0.1% of
health expenditure in the United States, the country that spends the highest proportion (5.6%) of

Box 6.3. From product development to
ﬁeld implementation – research makes
the link 27
The WHO-based Special Programme for Research and Training
in Tropical Diseases (TDR) has been a pioneer in research to
inform policy and practice. TDR-sponsored studies were the
ﬁrst to broadly document the efﬁcacy of insecticide-treated
bednets for malaria prevention in the mid-1990s, in multicountry, multi-centre controlled trials. Following introduction
of the drug Ivermectin for onchocerciasis, or “river blindness”,
control in the late 1980s, TDR, together with the African Programme for Onchocerciasis Control, initiated research on how
best to get Ivermectin into mass distribution in the ﬁeld. What
evolved was a tested and ﬁne-tuned region-wide system for
“community-directed treatment” of river blindness, described
as “one of the most triumphant public health campaigns ever
waged in the developing world.”28
Now, as the global health community moves away from vertical
disease control, operational research is facilitating the shift.
Recent TDR-supported large-scale, controlled studies involving
2.5 million people in 35 health districts in three countries have
demonstrated that the community-directed treatment methods developed to combat river blindness can be utilized as a
platform for integrated delivery of multiple primary health-care
interventions, including, bednets, malaria treatment and other
basic health-care interventions, with signiﬁcant increases in
coverage. For example, more than twice as many children with
fever received appropriate antimalarial treatment, exceeding
60% coverage on average. Critical to both the funding and
execution of such research are the partnerships fostered with
countries in the region, as well as other public, civil society and
private institutions. The vision now is to make implementation
and operations research an even more important element of
global research agendas, so that new products may ﬁnally
begin to yield their hoped-for health impact through sounder
primary health-care system implementation. Thus, the longstanding burden of deadly diseases, such as malaria, may be
more effectively addressed – through global, regional and
local knowledge-sharing and cooperation.
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its health expenditure on biomedical research 26.
As another striking example, only US$ 2 million out of US$ 390 million in 32 GAVI Health
System Strengthening grants were allocated to
research, despite encouragement to countries to
do so. No other I$ 5 trillion economic sector would
be happy with so little investment in research
related to its core agenda: the reduction of health
inequalities; the organization of people-centred
care; and the development of better, more effective public policies. No other industry of that size
would be satisfied with so little investment in a
better understanding of what their clients expect
and how they perceive performance. No other
industry of that size would pay so little attention
to intelligence on the political context in which
it operates – the positions and strategies of key
stakeholders and partners. It is time for health
leaders to understand the value of investment
in this area.

Mobilizing the commitment of
the workforce
Each of the sets of PHC reforms emphasizes the
premium placed on human resources in health.
The expected skills and competencies constitute an ambitious workforce programme that
requires a rethink and review of existing pedagogic approaches. The science of health equity
and primary care has yet to fi nd its central place
in schools of public health. Pre-service education for the health professions is already beginning to build in shared curricular activities that
emphasize problem-solving in multi-disciplinary
teams, but they need to go further in preparing
for the skills and attitudes that PHC requires.
This includes creating opportunities for on-thejob learning across sectors through mentoring,
coaching and continuing education. These and
other changes to the wide array of curricula and
on-the-job learning require a deliberate effort to
mobilize the responsible institutional actors both
within and across countries.
However, as we have learned in recent years,
the content of what is learned or taught, although
extremely important, is but one part of a complex
of systems that governs the performance of the
health workforce1. A set of systems issues related
to the health workforce need to be guided to a
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greater degree by PHC reforms. For example,
health equity targets for underserved population
groups will remain elusive if they do not consider
how health workers can be effectively recruited
and retained to work among them. Likewise,
grand visions of care coordinated around the
person or patient are unlikely to be translated
into practice if credible career options for working in primary-care teams are not put in place.
Similarly, incentives are critical complements in
ensuring that individuals and institutions exercise their competencies when engaging health
in all policies.
The health workforce is critical to PHC reforms.
Significant investment is needed to empower
health staff – from nurses to policy-makers –
with the wherewithal to learn, adapt, be team
players, and to combine biomedical and social
perspectives, equity sensitivity and patient centredness. Without investing in their mobilization,
they can be an enormous source of resistance to
change, anchored to past models that are convenient, reassuring, profitable and intellectually
comfortable. If, however, they can be made to
see and experience that primary health care
produces stimulating and gratifying work, which
is socially and economically rewarding, health
workers may not only come on board but also
become a militant vanguard. Here again, taking
advantage of the opportunities afforded by the
exchange and sharing of experience offered by
a globalizing world can speed up the necessary
transformations.

Mobilizing the participation of people
The history of the politics of PHC reforms in the
countries that have made major strides is largely
unwritten. It is clear, however, that where these
reforms have been successful, the endorsement
of PHC by the health sector and by the political
world has invariably followed on rising demand
and pressure expressed by civil society. There
are many examples of such demand. In Thailand,
the initial efforts to mobilize civil society and
politicians around an agenda of universal coverage came from within the Ministry of Health 29,30.
However, it was only when Thai reformers joined
a surge in civil society pressure to improve access
to care, did it become possible to take advantage
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of a political opportunity and launch the reform 31.
In just a few years, coverage was extended and
most of the population was covered with a publicly funded primary-care system that benefitincidence analysis shows to be pro-poor32,33. In
Mali, the revitalization of PHC in the 1990s started
with an alliance between part of the Ministry of
Health and part of the donor community, which
made it possible to overcome initial resistance
and scepticism 34. However, sustained extension
of coverage only came about when hundreds of
local “community health associations” federated
in a powerful pressure group to spur the Ministry
of Health and sustain political commitment 35. In
western Europe, consumer organizations have
a prominent place in the discussions on health
care and public policies relating to health, as have
many other civil society organizations. Elsewhere,
such as in Chile, the initiative has come from the
political arena as part of an agenda of democratization. In India, the National Rural Health
Mission came about as a result of strong pressure
from civil society and the political world, while, in
Bangladesh, much of the pressure for PHC comes
from quasi-public NGOs 36.
There is an important lesson there: powerful
allies for PHC reform are to be found within civil
society. They can make the difference between
a well-intentioned but short-lived attempt, and
successful and sustained reform; and between
a purely technical initiative, and one that is
endorsed by the political world and enjoys social
consensus. This is not to say that public policy
should be purely demand-driven. Health authorities have to ensure that popular expectations
and demand are balanced with need, technical
priorities and anticipated future challenges.
Health authorities committed to PHC will have
to harness the dynamics of civil society pressure
for change in a policy debate that is supported
with evidence and information, and informed by
exchange of experience with others, within and
across national boundaries.

Today, it is possible to make a stronger case
for health than in previous times. This is not only
because of intrinsic values, such as health equity,
or for the sector’s contribution to economic growth
− however valid they may be, these arguments
are not always the most effective – but on political
grounds. Health constitutes an economic sector
of growing importance in itself and a feature of
development and social cohesion. Reliable protection against health threats and equitable access
to quality health care when needed are among
the most central demands people make on their
governments in advancing societies. Health has
become a tangible measure of how well societies
are developing and, thus, how well governments
are performing their role. This constitutes a reservoir of potential strength for the sector, and is
a basis for obtaining a level of commitment from
society and political leadership that is commensurate with the challenges.
Economic development and the rise of a knowledge society make it likely, though not inevitable,
that expectations regarding health and health
systems will continue to rise – some realistic,
some not, some self-serving, others balanced
with concern for what is good for society at large.
The increasing weight of some of the key values
underlying these expectations − equity, solidarity, the centrality of people and their wish to have
a say in what affects them and their health − is a
long-term trend. Health systems do not naturally
gravitate towards these values, hence the need for
each country to make a deliberate choice when
deciding the future of their health systems. It
is possible not to choose PHC. In the long run,
however, that option carries a huge penalty: in
forfeited health benefits, impoverishing costs, in
loss of trust in the health system as a whole and,
ultimately, in loss of political legitimacy. Countries need to demonstrate their ability to transform their health systems in line with changing
challenges as well as to rising popular expectations. That is why we need to mobilize for PHC,
now more than ever.

111

The World Health Report 2008

Primary Health Care – Now More Than Ever

References
1.
2.
3.

4.

5.
6.

7.
8.

9.
10.

11.
12.
13.
14.
15.
16.

17.

18.

19.

20.
21.

112

World Health Report 2006 – Working together for health. Geneva, World Health
Organization, 2006.
Ezekiel JE. The perfect storm of overutilization. JAMA, 2008, 299:2789−2791.
Halman L et al. Changing values and beliefs in 85 countries. Trends from the values
surveys from 1981 to 2004. Leiden and Boston MA, Brill, 2008 (European Values
Studies, No. 11).
Lübker M. Globalization and perceptions of social inequality. Geneva, International
Labour Ofﬁce, Policy Integration Department, 2004 (World Commission on the
Social Dimension of Globalization, Working Paper No. 32).
National health accounts . Geneva, World Health Organization, 2008 (http//www.
who.int/nha/country/en/index.html, accessed May 2008).
National strategy to reduce social inequalities in health. Paper presented to the
Storting. Oslo, Norwegian Ministry of Health and Care Services, 2007 (Report No.
20 (2006–2007); http://www.regjeringen.no/en/dep/hod/Documents/regpubl/
stmeld/2006-2007/Report-No-20-2006-2007-to-the-Storting.html?id=466505,
accessed 19 July 2008).
Smith G et al. Genetic epidemiology and public health: hope, hype, and future
prospects. Lancet, 2005, 366:1484–1498.
Moran M. Governing the health care state: a comparative study of the United
Kingdom, The United States and Germany. Manchester and New York NY,
Manchester University Press, 1999.
Heath I. A general practitioner for every person in the world. BMJ, 2008, 336:861.
Busse R, Schlette S, eds. Focus on prevention, health and aging, and health
professions. Gütersloh, Verlag Bertelsmann Stiftung, 2007 (Health Policy
Developments 7/8).
Rothman DJ. Beginnings count: the technological imperative in American health care.
Oxford and New York NY, Oxford University Press, 1997.
Human resources for health database. Geneva, World Health Organization, 2008
(http://www.who.int/topics/human_resources_health/en/index.html).
PHC and mental health report . Geneva, World Health Organization, 2008 (in press).
Mullan F, Frehywot S. Non-physician clinicians in 47 sub-Saharan African countries.
Lancet, 2007, 370:2158–2163.
World Health Statistics 2008 (http://www.who.int/whosis/en/).
Achieving universal health coverage: developing the health ﬁnancing system . Geneva,
World Health Organization, 2005 (Technical briefs for Policy-Makers No. 1; WHO/
EIP/HSF/PB/05.01).
National Rural Health Mission. Meeting people’s health needs in rural areas.
Framework for implementation 2005–2012. New Delhi, Government of India, Ministry
of Health and Family Welfare (http://mohfw.nic.in/NRHM/Documents/NRHM%20
-%20Framework%20for%20Implementation.pdf, accessed 4 August 2008).
Heavily indebted poor countries (HIPC) initiative and multilateral debt relief initiative
(MDRI) – status of implementation, 28 August 2007. Washington DC, International
Monetary Fund, 2007 (http://www.imf.org/external/np/pp/2007/eng/082807.pdf,
accessed 12 March 2008).
Integrated community-based interventions: 2007 progress report to STAC(30) .
Geneva, United Nations Development Programme/World Bank/World Health
Organization Special Programme for Research and Training in Tropical Diseases,
2008 (TDR Business Line 11).
Grodos D. Le district sanitaire urbain en Afrique subsaharienne. Enjeux, pratiques et
politiques. Louvain-la-Neuve, Paris, Karthala-UCL, 2004.
Baser H, Morgan P. Capacity, change and performance. Maastricht, European Centre
for Development Policy Management, 2008.

22. OECD reviews of health systems − Switzerland . Paris, Organisation for Economic
Co-operation and Development/World Health Organization, 2006.
23. De Campos FE, Hauck V. Networking collaboratively: the experience of the
observatories of human resources in Brazil. Cahiers de sociologie et de démographie
médicales, 2005, 45:173–208.
24. The PHAMEU project. Utrecht, Netherlands Institute for Health Services, 2008
(http://www.phameu.eu/).
25. EQUINET Africa. Regional Network on Equity in Health in Southern Africa, Harare,
2008 (http://www.equinetafrica.org/).
26. Hamilton M III et al. Financial anatomy of biomedical research. JAMA, 2005,
294:1333−1342.
27. Community-directed interventions for major health problems in Africa: a multi-country
study: ﬁnal report. Geneva, UNICEF/UNDP/World Bank/World Health Organization
Special Programme for Research & Training in Tropical Diseases, 2008 (http://www.
who.int/tdr/publications/publications/pdf/cdi_report_08.pdf, accessed 26 August
2008).
28. UNESCO science report 2005 . Paris, United Nations Educational, Scientiﬁc and
Cultural Organization, 2005.
29. Tancharoensathien V, Jongudomsuk P, eds. From policy to implementation: historical
events during 2001-2004 of UC in Thailand. Bangkok, National Health Security
Ofﬁce, 2005.
30. Biscaia A, Conceição C, Ferrinho P. Primary health care reforms in Portugal: equity
oriented and physician driven. Paper presented at: Organizing integrated PHC
through family practice: an intercountry comparison of policy formation processes,
Brussels, 8–9 October 2007.
31. Hughes D, Leethongdee S. Universal coverage in the land of smiles: lessons from
Thailand’s 30 Baht health reforms. Health Affairs, 2007, 26:999–1008.
32. Jongudomsuk P. From universal coverage of healthcare in Thailand to SHI in China:
what lessons can be drawn? In: International Labour Ofﬁce, Deutsche Gesellschaft
für Technische Zusammenarbeit (GTZ) Gmbh, World Health Organization. Extending
social protection in health: developing countries’ experiences, lessons learnt and
recommendations. Paper presented at: International Conference on Social Health
Insurance in Developing Countries, Berlin, 5–7 December 2005. Eschborn, Deutsche
Gesellschaft für Technische Zusammenarbeit (GTZ), 2007:155–157 (http://www2.
gtz.de/dokumente/bib/07-0378.pdf, accessed 19 July 2008).
33. Tangcharoensathien V et al. Universal coverage in Thailand: the respective roles of
social health insurance and tax-based ﬁnancing. In: International Labour Ofﬁce,
Deutsche Gesellschaft für Technische Zusammenarbeit (GTZ) Gmbh, World
Health Organization. Extending social protection in health: developing countries’
experiences, lessons learnt and recommendations. Paper presented at: International
Conference on Social Health Insurance in Developing Countries, Berlin, 5–7
December 2005. Eschborn, Deutsche Gesellschaft für Technische Zusammenarbeit
(GTZ), 2007:121–131 (http://www2.gtz.de/dokumente/bib/07-0378.pdf, accessed
19 July 2008).
34. Maiga Z, Traore Nafo F, El Abassi A. Health sector reform in Mali, 1989–1996.
Antwerp, ITG Press, 2003.
35. Balique H, Ouattara O, Ag Iknane A. Dix ans d’expérience des centres de santé
communautaire au Mali, Santé publique, 2001, 13:35−48.
36. Chaudhury RH, Chowdhury Z. Achieving the Millennium Development Goal on
maternal mortality: Gonoshasthaya Kendra’s experience in rural Bangladesh. Dhaka,
Gonoprokashani, 2007.

Index
A

C

Aboriginal populations, health inequities 32
abortion, legal access vs unsafe abortion 65
Africa
low-income countries under stress (LICUS) criteria 5
PHC replaced by unregulated commercial providers 108
see also North Africa; South Africa; sub-Saharan Africa
ageing populations 8
Agreement on Trade-Related Aspects of Intellectual Property
Rights (TRIPS) 76
Alma-Ata see Declaration of Alma-Ata on Primary Health Care
ambulatory care
generalist vs specialist 53
professionals, conventional health care 55
avian inﬂuenza (H5N1) 68
Ayurvedic medicine training 44

Cambodia
inequalities in health/health care 10
progressive roll-out of rural coverage 30
Campbell Collaboration 74
Canada
policy dialogue 86
SARS leading to establishment of a national public health
agency 64
cancer screening 9
capacity for change
critical mass 90
limitations of conventional capacity building in low- and
middle-income countries 91
Caribbean, professionalization of birthing care 17
Central Asia, professionalization of birthing care 17
Central and Eastern Europe and the Commonwealth of
Independent States (CEE-CIS), disengagement from health
provision 83
cerebrovascular disease, tobacco-related 9
Chad
neglect of health infrastructure 27–8
patterns of exclusion 28
Chile
administrative structures redeﬁned 93
beneﬁt package as an enforceable right 104–5
integrating health sector information systems 35
outreach to families in long-term poverty 33
Regime of Explicit Health Guarantees 87
targeting social protection 33
under-ﬁve mortality 1975–2006 2
China
ambitious rural PHC reform 93
deregulation of health sector (1980s) 83–4
health expenditure 84
outbreak of SARS in 2003 64
re-engagement of health care 84
chronic disease, prevention in developing countries 65
chronic obstructive pulmonary disease, tobacco-related 9
civil registration 74
Cochrane Collaboration 73
Codex Alimentarius Commission (1963) 76
Columbia
inequalities in health/health care 10
patterns of exclusion 28

B
Bangladesh
inequalities in health/health care 10
neglect of health infrastructure 2–8
patterns of exclusion 28
quasi-public NGOs 111
resource-constrained settings 87
rural credit programmes 48
Belgium, local authorities, support of intersectoral
collaboration 35
beneﬁt packages, deﬁning 27
Benin, inequalities in health/health care 10
birthing care
empowering users to contribute to their own health 48
professionalization 17, 28
births and deaths, unrecorded/uncounted 74
Bolivia, inequalities in health/health care 10
Bosnia and Herzegovina, inequalities in health/health care 10
Botswana, inequalities in health/health care 10
Brazil
Family Health Teams 67
human resource issues (PAHO) 88
Integrated Management of Childhood Illness (IMCI) 67
policy dialogue 86
Burkina Faso, institutional capacity for health-sector
governance 92
Burundi, Enhanced Heavily Indebted Poor Countries (HIPC)
initiative 106

113

The World Health Report 2008

Primary Health Care – Now More Than Ever

commercialization of health care
alternatives to unregulated commercial services 31
consequences for quality and access to care 14
unregulated, drift to 13–14
in unregulated health systems 11, 14, 106
Commission on Social Determinants of Health (CSDH),
recommendations 69
community health workers, bypassing 16
Comoros, inequalities in health/health care 10
comprehensiveness
better vaccination coverage 49
evidence of its contribution to quality of care and better
outcomes 48
conditional cash transfers 33
continuity of care 53, 57
contraceptive prevalence, sub-Saharan Africa 3
conventional health care
ambulatory care professionals 55
switch to PHC 56
vs people-centredness 43
coordination (gatekeeping) role of ambulatory care
professionals 55
Costa Rica
bias-free framework of health systems 36
local reorganization, template for national effort 36
universal coverage scheme 25
Cote d’Ivoire
GDP 4
inequalities in health/health care 10
mother-to-child transmission (MTCT) of HIV 44–5
Cuba, maximizing society’s resources 65

D
Declaration of Alma-Ata on Primary Health Care (1978) ix, xiii,
34, 69
Democratic Republic of the Congo
health budget cuts 7
institutional capacity for health-sector governance 92
rebuilding leadership in health, post-war and economic
decline 94
robustness of PHC-led health systems 31
safari surgery 14
Demographic and Health Survey (DHS) data 34–5
developing countries, chronic disease burden 65
diasporas 108
dietary salt reduction 65
disease control programmes 16
return on investment 13
vs challenges of health systems 83
vs people-centred PHC 43
disengagement from health provision, CEE-CIS 83
documentation and assessment 74

114

domestic investment, re-invigorating health systems xx
drugs
counterfeit drugs 108
global expenditure 12
national medicine policies 66
product licencing 102
transnational mechanisms of access 66
WHO List of Essential Medicines 66

E
Ecuador
Equity Gauges 88
inequalities in health/health care 10
electronic health records 50
entry point to PHC 50–2, 53, 57
EQUINET (Regional Network on Equity in Health) 109
Equity Gauges, stakeholder collaboration to tackle health
inequalities 88
essential packages, deﬁning 27
Ethiopia
contract staff pay 13
Health Extension Workers 67
priority preventive interventions 28
Europe
2003 heatwave 54
Primary Health Care Activity Monitor for Europe (PHAMEU)
109
Regional Network on Equity in Health (EQUINET) 109
European Union
impact assessment guidelines 75
technical requirements, registering new medicines or
product licencing 102
evidence-based medicine 43–4

F
Fiji, isolated/dispersed populations 30–1
Finland, health inequities 32
food
dietary salt reduction 65
marketing to children 73
“fragile states”
increase in external funds 106
low-income countries under stress (LICUS) criteria 5
per capita health expenditure 105
fragmentation of health care 11, 12–13
causes 51
fragmented funding streams and service delivery 85
France
health inequities 32
reduction in trafﬁc fatalities 71
self-help organization of diabetics 48
funding see total health expenditure

Index

G
GDP
growth in GDP xviii
life expectancy at birth, 169 countries 4
percentage of GDP used for health (2005) 82
trends per capita and life expectancy at birth, 133
countries 5
generalist ambulatory care 53
global expenditure
medical equipment and devices 12
percentage of GDP used for health (2005) 82
pharmaceutical industry 12
global trends
city dwelling 7
life expectancy 4
that undermine health systems’ response 11–12
globalization xiii–xiv
adjusting to 76
global health interdependence 76
governments
as brokers for PHC reform 82–6
or quasi-governmental institutions, participation and
negotiation 85
grassroots advocacy 35–6
growth, and peace 6
growth market in medical tourism 104
Guinea, inequalities in health/health care 10

H
Haiti, institutional capacity for health-sector governance 92
health, feature of development and social cohesion 111
Health Action Zones, United Kingdom 36
health equity 34–5
central place of 15, 24–5
common misperceptions 34–5
“health in all policies” concept 64
health expenditure see total health expenditure
health hazards, political fall-out from 16
health inequities 15, 24, 32
Aboriginal and non-Aboriginal populations 32
catastrophic expenditure related to out-of-pocket payment
24
Equity Gauges 88
increasing the visibility 34
political proposals, organized social demand 35
see also fragmentation of health care
health systems
changing values and rising expectations 14–15
components and provision of services 66
consistent inequity 24
dangerous oversimpliﬁcation in resource-constrained
settings xviii
deﬁning essential packages 27

diversion from primary health care core values 11
expectations for better performance xiv
failure to assess political environment 9–10
inequalities in health/health care 10, 15, 24, 32, 34–5
little anticipation and slow reactions to change 9–10
making more people-centred 16
Medisave accounts 50
mismatch between expectations and performance xv
mitigating effects of social inequities 36
moving towards universal coverage 25–7
PHC reforms necessary (4 groups) xvii
shift of focus of primary health care movement xvi
three bad trends xiv
universal coverage 25
see also primary health care (PHC) reforms; public policymaking
health-adjusted life expectancy (HALE) 6
health-care delivery
ﬁve common shortcomings xv
reorganization of work schedules of rural health centres
42–3
health-sector governance, institutional capacity 92
“Healthy Islands” initiative 30
heatwave, western Europe (2003) 54
Heavily Indebted Poor Countries (HIPC) initiative 106
high spending on health, better outcomes 5
high-expenditure health economies 100, 101–3
HIV infection, mother-to-child transmission (MTCT) 44
HIV/AIDS, continuum of care approaches 68
hospital-centrism 11
opportunity cost 12

I
impact assessment, European Union guidelines 75
India
National Rural Health Mission 111
per capita health expenditure 105
private sector medical-care providers 44
public expenditure on health 93
under-ﬁve mortality 1975 and 2006 3
Indonesia, inequalities in health/health care 10
inﬂuenza, avian (H5N1) 68
information and communication technologies 51
information systems
demand for health-related information 87
instrumental to PHC reform 87
strengthening policy dialogue 86–7
transforming into instruments for PHC reform 87
injections, patient safety 44
institutions (national)
capacity for health-sector governance 92
critical mass for capacity for change 90
generation of workforce 76

115

The World Health Report 2008

Primary Health Care – Now More Than Ever

leadership capacity shortfalls 90
multi-centric development 76
productive policy dialogue 86
instruments for PHC reform, information systems 87
Integrated Management of Adolescent and Adult Illness (IMAI)
107
International Clinical Epidemiology Network 73
international environment, favourable to a renewal of PHC xx
international migration 8
interventions, scaling up 28–9
investigations, inappropriate investigations prescribed 53
invisibility, births and deaths unrecorded/uncounted 74
ischaemic heart disease, tobacco-related 9
Islamic Republic of Iran, progressive roll-out of rural coverage
28
isolated/dispersed populations 30–1
ﬁnancing of health care 31

J
Japan, magnetic resonance imaging (MRI) units per capita 12

K
Kenya
Equity Gauges 88
malaria prevention 64
knowledge, production of 108
Korea, universal coverage scheme 25

L
Latin America
exclusion of 47
from needed services 32
Pan American Health Organization (PAHO) 32, 66, 88
professionalization of birthing care 17
targeting social protection 33
lead poisoning, avoidable 71
leadership capacity, shortfalls 90
leadership and effective government 81–94
“learning from the ﬁeld”, policy development 89–90
Lebanon
hospital-centrism vs risk reduction 11
neighbourhood environment initiatives 48
Lesotho, inequalities in health/health care 10
life expectancy at birth
in 169 countries 4
global trends 4
local action, starting point for broader structural changes 36
low- and middle-income countries 101
low-expenditure low-growth health economies 100–1, 105–8
per capita health expenditure 105
low-income countries under stress (LICUS) criteria 5

116

M
Madagascar
inequalities in health/health care 10
life expectancy at birth 4
under-ﬁve mortality 1975 and 2006 3
malaria 109
Malawi
hospital nurses leave for better-paid NGO jobs 13
inequalities in health/health care 10
Malaysia
scaling up of priority cadres of workers 67
under-ﬁve mortality 1975 and 2006 2
Mali
institutional capacity for health-sector governance 92
progressive roll-out of rural coverage 30
revitalization of PHC in the 1990s 111
virtuous cycle of supply of and demand for primary care
107
medical equipment and devices, global expenditure 12
medical tourism 104
medico-industrial complex 85–6
Mexico
active ageing programme 48
universal coverage scheme 25
Middle East, professionalization of birthing care 17
Millennium Development Goals (MDGs) xiii, 2, 106
Mongolia, under-ﬁve mortality 1975 and 2006 3
Morocco
institutional capacity for health-sector governance 92
trachoma programme 71
under-ﬁve mortality 1975 and 2006 3
mortality
cause-of-death statistics 74
reducing under-ﬁve mortality by 80, by regions, 1975–
2006 2
shift towards noncommunicable diseases and accidents 8
Mozambique, inequalities in health/health care 10
multi-morbidity 8
mutual support associations 56

N
Nairobi, under-ﬁve mortality rate 7
national health information systems, policy dialogue 86–7
National Institutes of Public Health (NIPHs) 74–5
International Association of National Public Health Institutes
(IANPHI) 76
Nepal
community dynamics of women’s groups 54
GDP and life expectancy 4
inequalities in health/health care 10
New Zealand, annual pharmaceutical spending 66
Nicaragua, patterns of exclusion 28

Index

Niger
inequalities in health/health care 10
neglect of health infrastructure 27–8
patterns of exclusion 28
reorganization of work schedules of rural health centres 42
staff–clients in PHC, direct relationship 42
noncommunicable diseases, mortality 8
North Africa, professionalization of birthing care 17
Norway, national strategy to reduce social inequalities in
health 102

O
Ofﬁcial Development Aid for Health, yearly aid ﬂows (2005) 91
Onchocerciasis Control Programme (OCP) 107, 109
opportunity cost, hospital-centrism 12
Osler, W, quoted 42
Ottawa Charter for Health Promotion 17
outpatient attendance 27

P
Pakistan, Lady Health Workers 67
Pan American Health Organization (PAHO) 32, 66, 88
patient safety, securing better outcomes 44
patterns of exclusion from needed services 32
peace, and growth 6
people-centred primary care, universal access 104
people-centredness 16, 42–3
and community participation 85
desire for participation 18
policy dialogue 85–7
vs conventional health care 43
person-centred care
evidence of quality/better outcomes 47
and provider’s job satisfaction 46
Peru, inequalities in health/health care 10
pharmaceutical industry, global expenditure 12
Philippines, inequalities in health/health care 10
policy dialogue 85–6
innovations from the ﬁeld 89–90
political environment
and health hazards 16
organized social demand 35
political process, from launching reform to implementation
92–3
populations, health evidence documentation 74
Portugal
2004–2010 National Health Plan 92
key health indicators 3
under-ﬁve mortality 1975–2006 2
Poverty Reduction Strategy Papers (PRSPs) 92–3
pre-payment and pooling 26–7
pre-payment systems 106
Preston curve, GDP per capita and life expectancy at birth in
169 countries 4

primary health care (PHC)
comprehensive and integrated responses 48–9
comprehensiveness and integratedness 48–9
continuity of care 49–50
dangerously oversimpliﬁed in resource-constrained
settings xviii
distinctive features 43–52, 56–7
empowering users 48
experience has shifted focus xiv
governments as brokers for PHC reform 82–6
monitoring progress 56
need for multiple strategies 25
networking within the community served 55
networks, ﬁlling availability gap 28
organizing PHC networks 52–6
people-centredness, vs conventional health care 43
person-centred, and provider’s job satisfaction 46
political endorsement of PHC reforms 93
priority health programmes 67
progressive roll-out of PHC, vs scaling up of priority
preventive interventions 28–9
rapid response capacity 68–9
reforms, driven by demand 18–19
regular and trusted provider as entry point 50–2
responsibility for a well-identiﬁed population 53–4
social values and corresponding reforms 18
staff–clients direct relationship 42
under-investment 71–2
see also health systems
primary health care (PHC) reforms
adapting to country context 100
commitment of workforce 110
four interlocking sets xvii, 114
high-expenditure health economies 101–3
low-expenditure, low-growth health economies 105–8
mobilizing the drivers of reform 108–10
participation of people 110–11
rapid-growth health economies 103–5
primary-care networks 52–6
entry point 50–2
relocation 53
primary-care providers, responsibilities 56
primary-care team, as a hub of coordination 55–6
priority preventive interventions
scaling up 28–9
vs progressive roll-out of PHC 28–30
product development 109
professionalization
ambulatory care 55
birthing care 17, 28
participation and negotiation 85
project management units 91
public funding, conditional cash transfers 33
public policy-making xix–xx, 63–75

117

The World Health Report 2008

Primary Health Care – Now More Than Ever

institutional capacity for development 74–5
opportunities for better public policies 73–4
policies in other sectors 64, 70
systems policies 64
towards health in all policies 69–70
under-investment 71–2
unpopular public policy decisions 72–3
public-health interventions 64, 67–8
essential public-health functions (30 NIPHs) 75
impact assessment guidelines (EU) 75
initiatives 68

R
rapid-growth health economies 103–5
Regional Network on Equity in Health (EQUINET) 109
research
GAVI Health System Strengthening grants 110
product development to ﬁeld implementation 109
Research and Training in Tropical Diseases (TDR) 109
response-to-demand approach 53–4
risk factors
developing countries chronic disease burden 65
in terms of overall disease burden 8
risk reduction
patient safety and better outcomes 44
vs hospital-centrism 11
river blindness, Onchocerciasis Control Programme (OCP) 107,
109
road-trafﬁc accidents 7, 8, 71
rural health centres
information and communication technologies 51
reorganization of work schedules 42
Russian Federation, GDP and health 4–5

S
salt, dietary reduction 65
SARS pandemic, establishment of national public health
agencies 64
scaling up, limited number of interventions 28–9
Senegal, lead poisoning 71
Seventh Futures Forum, senior health executives 72
Singapore, Medisave accounts 50
skills base, extension workers 28
social cohesion 111
social contract for health 82–3
social demand, and political environment 35
social determinants of health 69
social inequities 36
social protection schemes, Latin America 33
South Africa
Equity Gauges 88
family empowerment and parent training programmes 48

118

South-East Asia, professionalization of birthing care 17
South-East Asian Region (SEARO) 76
stakeholder collaboration, to tackle health inequalities 88
state and health-care system 83
absence/withdrawal from health provision 83
disengagement and its consequences 83–4
Sub-Saharan Africa
abortions, increased, in unsafe conditions 3
Abuja Declaration target of 15 106
contraceptive prevalence 3
GDP per capita 7
increase in external funds 106
professionalization of birthing care 17
Sultanate of Oman
investment in a national health service 2
under-ﬁve mortality 1975 and 2006 3
systems policies, for human resources 66

T
Tajikistan, under-ﬁve mortality 1975 and 2006 3
Tanzania
budget allocation formulae/contract speciﬁcations 30
inequalities in health/health care 10
treatment plans for safe motherhood 48
targeting, social protection schemes 33
technical cooperation, Ofﬁcial Development Aid for Health,
yearly aid ﬂows (2005) 91
Thailand
30 Baht universal coverage reform 89
Decade of Health Centre Development 86
Declaration of Patients’ Rights 48
First Health Care Reform Forum (1997) 86
inappropriate investigations prescribed 53
policy dialogue 86
strengthening policy dialogue with ﬁeld model innovations
89
under-ﬁve mortality 1975–2006 2
universal coverage scheme 25
tobacco industry, efforts to limit tobacco control 73
tobacco taxes 65
tobacco-attributable deaths 9, 71–2
total health expenditure (THE), 2000–2005 100
conditional cash transfers 33
contribution of general government, private pre-paid and
private out-of-pocket expenditure 101
countries/groups 6
projected per capita health expenditure in 2015 103
rate of growth 100
toxic waste disposal 108
trachoma programme 71
Trade-Related Aspects of Intellectual Property Rights (TRIPS)
76
trafﬁc accidents 7, 8, 71

Index

tropical diseases 109
Tunisia, institutional capacity for health-sector governance 92
Turkey
patterns of exclusion 28
retraining of nurses and physicians 67
universal coverage scheme 25

U
Uganda
allocations to districts 30
outpatient attendance 27
UNICEF/WHO Integrated Management of Childhood Illness
initiatives 46
United Kingdom
career in primary care, ﬁnancial competitiveness 67
Health Action Zones 36
Poor Laws Commission 34
public-health observatories in England 89
United States
Alaska, staff–clients in PHC, direct relationship 42
in favour of health equity 15
magnetic resonance imaging (MRI) units per capita 12
per capita expenditure on drugs 12
universal access, people-centred primary care 104
universal coverage schemes 25–6
best practices 26
challenges in moving towards 27–8
targeted interventions to complement 32–3
three ways of moving towards 26
unregulated commercial services 31–2

V
vaccination, comprehensiveness/coverage 49

W
women’s health
abortion, legal access vs unsafe abortion 65
birthing care, professionalization 17, 28
contraceptive prevalence, sub-Saharan Africa 3
empowering users to contribute to their own health 48
health-care response to partner violence 47
work circumstances, change and adverse health effects 70
work schedules, reorganization in rural health centres 42
workforce, critical to PHC reforms 110
World Health Organization
List of Essential Medicines 66
ofﬁces 113
Seventh Futures Forum of senior health executives 72
World Trade Organization (WTO), consideration of health in
trade agreements 76

Z
Zaire, health budget cuts 7
Zambia
health budget cuts 7
incentives to health workers to serve in rural areas 67
life expectancy at birth 4
under-ﬁve mortality 1975 and 2006 3

119

