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[1] INTRODUCTION: 

 

Health centers from 
around the nation are 
participating in various 
types of international 
work abroad.  Although 
each health center’s 
motivations to work 
overseas are varied and 
unique, there is a 
growing consensus 
among health centers 
of the benefits of 
working internationally.  
Such work can be of 
deep and lasting value 
to not only the people 
in the countries abroad 
but also to the health 
center staff on the 
ground and the patients 
health centers care for.  
International work can provide individuals with personal inspiration and perspective, which can add to 
their professional development and growth, thus benefiting the health center when they return.  

This toolkit is designed to help strengthen the capacity of the health centers in the U.S. to assist with 
international development and humanitarian assistance, and to help provide a guide for those 
interested in working abroad.  The toolkit provides anecdotal guidance as well as resources to help 
health center staff and health center organizations develop their own unique niche in the international 
world. For those health center staff or health center organizations who are already working abroad this 
toolkit will provide you with resources that you may not have come across as well as examples of what 
your peers are doing in the field. The toolkit is meant to be an evolving guide that will be continually 
enhanced and updated. 

 

We hope this guide will prove useful as you embark on a new chapter of international relations.  We 
welcome any feedback, comments, or suggestions.  Please e-mail me at sgitomer@nachc.com.  

Shira Gitomer 
Data and Research Specialist 

NACHC 

mailto:sgitomer@nachc.com�
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[2] BACKGROUND AND CONTEXT: 

Health centers are pillars of hope, 

safety, and accessibility in providing high 
quality, and cost-effective medical care 
that is comprehensive, community 
centered, affordable, and culturally and 
linguistically competent. Unlike other 
“mainstream” providers, health centers’ 
broad definition of health seeks to tackle 
the social, environmental, and economic 
causes of poor health and disparities. 
Given the international pervasiveness of 
health care disparities, the health center 
model is transferable to any health care 
system. 

The communities that U.S. health centers serve continue to become more diverse, with many serving 
recent immigrants, migrant farmworkers, and new subsets of minority populations. Health centers note 
that the populations they are serving abroad are similar to their patients locally. Although resources in 
developing countries are considerably less than those in the U.S., the challenges created by low literacy, 
poor transportation, and limited financial resources are similar. Thus, domestic care among multicultural 

and underserved patients complements health centers’ innovative programs abroad. Moreover, some 
health centers have established roots abroad in the exact areas where many of their patients have 
immigrated from. As a result, health center staff has learned more about their patients’ cultures 
and new approaches to better care. 

The purpose of this section is to give you a background not only on global health and the role of 
primary care within global heath, but also to explain the role and success of the community health 
center model in providing primary care abroad. 

Included in this section: 

• 2.1  America’s Health Center Fact Sheet: Health Center 101 

• 2.2 The Fundamentals of Community Health Centers 
Jessamy Taylor, Research Associate; George Washington University’s National Health 
Policy Forum Background Paper: August 2004 

• 2.3 What is Global Health and Why Does it Matter? 

• 2.4  The Role of Primary Care Within Global Health: A Summary of the 2008 World Health  
Report “Primary Health Care: Now More than Ever” (Full Report in Appendix) 

• 2.5  Community Health Centers Developed in Countries With National Health Insurance 
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America’s Health Center Fact Sheet: Health Centers 101 
 
WHAT ARE HEALTH CENTERS? 
 
Community, Migrant, Homeless, and Public Housing Health Centers are non-profit, community-directed 
health care providers serving low income and medically underserved communities.  For over 40 years, 
the national network of health centers has provided high-quality, affordable primary and preventive 
care, as well as dental, mental health and substance abuse, and pharmacy services.  Also known as 
Federally-Qualified Health Centers (FQHCs), they are located in areas where care is needed but scarce, 
and improve access to care for millions of Americans regardless of their insurance status or ability to 
pay.  Their costs of care rank among the lowest, and they reduce the need for more expensive hospital-
based and specialty care, saving billions of dollars for taxpayers.  Currently, around 1,200 health centers 
deliver care through over 7,000 service delivery sites in every state and territory. 
 

WHO DO HEALTH CENTERS SERVE?   
 
Health centers serve as the medical and health care home for over 18 million people nationally – a 
number that is quickly growing.  Health center patients are among the nation’s most vulnerable 
populations – people who even if insured would nonetheless remain isolated from traditional forms of 
medical care because of where they live, who they are, the language they speak, and their higher levels 
of complex health care needs.  As a result, patients are disproportionately low income, uninsured or 
publicly insured, and minority. 
 
Nearly all patients are low income, with 71% of health center patients having family incomes at or 
below poverty (Figure 1).  Patients also tend to be members of racial and ethnic minority groups, as 
shown in Figure 2.  At the same time, 39% of health center patients are uninsured and another 35% 
depend on Medicaid (Figure 3).  Additionally, about half of health center patients reside in rural areas, 
while the other half tend to live in economically depressed inner city communities. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.nachc.com/research�
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HOW DO HEALTH CENTERS OVERCOME BARRIERS TO CARE? 
 
Health centers remove common barriers to care by serving communities that otherwise confront 
financial, geographic, language, cultural and other barriers, making them different from most private, 
office-based physicians.  They 
 

 are located in high-need areas identified by the federal government as having elevated 
poverty, higher than average infant mortality, and where few physicians practice; 

 are open to all residents, regardless of insurance status, and provide free or reduced cost 
care based on ability to pay; 

 offer services that help their patients access health care, such as transportation, 
translation, case management, health education, and home visitation; and  

 tailor their services to fit the special needs and priorities of their communities, and provide 
services in a linguistically and culturally appropriate setting.  Nearly a third of all patients are 
best served in languages other than English, and nearly all patients report their clinician 
speaks the same language they do. 

 

For many patients, the health center may be the only source of health care services available.  In fact, 
the number of uninsured patients at health centers is rapidly growing – from 3.9 million in 1998 to 7.2 
million today.               
 
 
 
 
HOW DO HEALTH CENTERS MAKE A DIFFERENCE? 
 
Key to health centers’ accomplishments is patient involvement in service delivery.  Governing boards – 
the majority of which must be patients according to grant requirements – manage health center 
operations.  Board members serve as community representatives and make decisions on services 
provided.  Active patient management of health centers assures responsiveness to local needs, and 
helps guarantee that health centers improve the quality of life for millions of patients in the following 
ways. 

 

 Improve Access to Primary and Preventive Care.   Health centers provide preventive services to 
vulnerable populations that would otherwise not have access to certain services, such as 
immunizations, health education, mammograms, pap smears, and other screenings.  Low income, 
uninsured health center patients are much more likely to have a usual source of care than the 
uninsured nationally.  Moreover, uninsured people living within close proximity to a health center 
are less likely to have an unmet medical need, less likely to visit the emergency room or have a 
hospital stay, and more likely to have had a general medical visit compared to other uninsured. 
 

http://www.nachc.com/research�
mailto:research@nachc.com�
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 Cost-Effective Care.  Care received at health centers is ranked among the most cost-effective. 
Several studies have found that health centers save the Medicaid program around 30% in annual 
spending for health center Medicaid beneficiaries.   Furthermore, health centers generate savings 
for the entire health care system of up $17.6 billion a year.  These savings are the result of less 
reliance on costly specialty, inpatient, and emergency room care.  Furthermore, if avoidable visits 
to emergency rooms were redirected to health centers, over $18 billion in annual health care 
costs could be saved nationally.     

 

 High Quality of Care.  Studies have found that the quality of care provided at health centers is 
equal to or greater than the quality of care provided elsewhere.  Moreover, 99% of surveyed 
patients report that they were satisfied with the care they receive at health centers.   
  

 Reduction of Health Disparities.  Disparities in health status do not exist among health center 
patients, even after controlling for socio-demographic factors.  The absence of such disparities at 
health centers may be related to their culturally sensitive practices and community involvement – 
features that other primary care settings often lack.  Moreover, as more of a state’s low income 
population is served by health centers, racial and ethnic health disparities in key areas are reduced 
across the state.     

 

 Effective Management of Chronic Illness.  Health centers meet or exceed nationally accepted 
practice standards for treatment of chronic conditions.  In fact, the Institute of Medicine and the 
Government Accountability Office have recognized health centers as models for screening, 
diagnosing, and managing chronic conditions such as diabetes, cardiovascular disease, asthma, 
depression, cancer, and HIV.  Health centers’ efforts have led to improved health outcomes for 
their patients, as well as lowered the cost of treating patients with chronic illness. 

 

 Improve Birth Outcomes.  Health centers also improve access to timely prenatal care.  
Communities served by health centers have infant mortality rates at least 10% lower than 
comparable communities not served by health centers.  Women of low socioeconomic status 
seeking care at health centers experience lower rates of low birth weight compared to all such 
mothers.  This trend holds for each racial/ethnic group.   

 

 Create Jobs and Stimulate Economic Growth.  In addition to health care savings, health centers 
also bring much needed economic benefits to the low income communities they serve.  Their 
overall economic impact reaches $12.6 billion annually, while also producing 143,000 jobs some of 
the country’s most economically deprived neighborhoods. 

 
  
 

WHY IS INVESTING IN HEALTH CENTERS IMPORTANT? 
Expanding and strengthening the Health Centers Program would further reduce health disparities, 
increase access to high quality and regular care, and boost more local economies.  As a result, fewer 
Americans would rely on costly sources of care, such as the emergency room, thereby saving tax payers 
significantly and making the overall health care system more efficient.  Health centers are therefore 
good. 

http://www.nachc.com/research�
mailto:research@nachc.com�
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Jessamy Taylor, Research Associate

OVERVIEW — This background paper examines the dominant model of fed-
eral grant funding for primary care in the health care safety net: the commu-
nity health center. It describes the history of the health center program and
highlights key policy issues influencing health centers, such as Medicaid pay-
ment policies and medically underserved area designations. The paper also
examines the recent presidential initiative to expand health centers, including
a review of the process used to identify new grantees, an assessment of
remaining gaps in capacity, an exploration of continuing challenges, and a
discussion of unresolved policy questions.
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The Fundamentals of
Community Health Centers

About 45 million Americans were uninsured at some point in 2003 and
millions more lacked access to care, even if they had public or private
health insurance. For the millions without health insurance, getting care means
seeking out providers who are either personally committed or legally re-
quired to provide services regardless of a patient’s ability to pay. Those with
only catastrophic coverage or with Medicaid coverage sometimes find it chal-
lenging to identify a provider who will accept their insurance.

The health care professionals who are willing to provide care to the unin-
sured and underserved form a loosely knit, frayed, and often torn group
that is called the health care safety net. It consists of a mix of people and
institutions that includes hospital emergency departments, public hospi-
tals, community health centers, free clinics, and private physicians’ of-
fices, among others. Its financing is equally varied and reflects a range of
funding sources, such as federal, state, and local expenditures through
Medicaid, including the disproportionate share hospital (DSH) program;
federal community health center grants; and philanthropic contributions.
Although they represent only one component of the health care safety
net, health centers are often seen as a pivotal player in this complex web
of providers and financing mechanisms.

WHAT IS A COMMUNITY HEALTH CENTER?
The history of federal involvement with today’s community health cen-
ters is integrally tied to the Johnson administration’s War on Poverty and
the civil rights movement. Initially named neighborhood health centers,
these clinics were created in 1965 as part of the Office of Economic Op-
portunity (OEO) to provide health and social services access points in
poor and medically underserved communities and to promote commu-
nity empowerment. Consistent with the community empowerment phi-
losophy, federal funds for neighborhood health centers flowed directly to
nonprofit, community-level organizations, bypassing state governments.
The original centers were designed and administered with significant
community involvement to ensure they remained responsive to commu-
nity needs. Funding was approved in 1965 for the first two neighborhood
health center demonstration projects, which opened in a public housing
project in Boston in 1965 and in Mound Bayou, Mississippi, in 1967. Al-
though the Medicaid and Medicare programs were created around the
same time, these new health insurance programs were not integrated with
the neighborhood health centers until at least a decade later.1
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In the early 1970s, prior to the dissolution of OEO, the health centers pro-
gram was moved to the Department of Health, Education, and Welfare
(HEW). At this stage, a precursor migrant health program that had been
established by the Kennedy administration became part of the neighbor-
hood health centers program. HEW has since become the U.S. Depart-
ment of Health and Human Services (DHHS). Within DHHS, the Health
Resources and Services Administration (HRSA), Bureau of Primary Health
Care (BPHC) currently administers the program. In 1975, Congress au-
thorized neighborhood health centers as “community and migrant health
centers”;2 subsequent authorizations added primary health care programs
for residents of public housing and the homeless. The Health Centers Con-
solidation Act of 1996 combined these separate authorities (community,
migrant, homeless, and public housing) under §330 of the Public Health
Service Act (PHSA) to create the consolidated health centers program.3

Health center grantees are often called 330 grantees because of this statu-
tory authorization. Most recently, the Health Care Safety Net Amend-
ments of 2002 reauthorized the consolidated health centers program
through fiscal year (FY) 2006.

Federal Grant Requirements

Although the legislative authority for the health center program has
evolved somewhat over the last 30 years, in the most fundamental ways
the program remains true to its founding philosophy. To receive §330 grant
funds, a clinic must meet certain statutory requirements. It must:

■ Be located in a federally designated medically underserved area (MUA)
or serve a federally designated medically underserved population (MUP).
■ Have nonprofit, public, or tax exempt status.

■ Provide comprehensive primary health care services, referrals, and
other services needed to facilitate access to care, such as case manage-
ment, translation, and transportation.

■ Have a governing board, the majority of whose members are patients
of the health center.

■ Provide services to all in the service area regardless of ability to pay
and offer a sliding fee schedule that adjusts according to family income.4

The requirement that a majority of board members be health center pa-
tients makes these clinics unique among safety net providers and is de-
signed to ensure that the centers remain responsive to community needs.
It generally prevents health centers from being part of a larger enter-
prise, such as a hospital, local government,5 or religious order. Health
centers that exclusively serve migrants or homeless patients do not have
to meet the majority consumer board requirement, nor do health cen-
ters in frontier areas.6

Although the health centers’ statutory consolidation created a single
legislative authority for health center grants, the 330 grant program is

The requirement that a
majority of board mem-
bers be health center
patients makes these
clinics unique among
safety net providers.
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subdivided into separate grant competitions for community, migrant,
public housing, and homeless health centers, thereby allowing commu-
nities to tailor applications to their particular needs. HRSA has also funded
some school-based health centers, even though the agency does not have
an explicit authority to fund school-based programs.

The 2002 health center reauthorization required that grants be awarded for
FY 2002 and beyond in such a way that maintains the proportion of the
total appropriation awarded to migrant, homeless, and public housing
applicants as in FY 2001.7 In general, about 80 percent of funding is awarded
to community health centers with the remaining 20 percent divided across
migrant, public housing, homeless, and school-based centers.

The 330 grant program has grown significantly, both in number of grant-
ees and funding level, since health centers were first funded in 1965. In
2003, 890 federally funded health center grantees provided care at 3,600
comprehensive health care delivery sites to over 12.4 million patients.8

For fiscal years 2003 and 2004, federal grant funding for the consolidated
health centers program totaled $1.47 billion and $1.57 billion, respectively.
It is important to note, however, that health center budgets consist of a
variety of funding sources; federal grant funds constitute only one-
quarter of overall health center revenues.

Because the intent of health center grants is to fund direct services, HRSA
has always limited the amount of grant dollars that could be used for
capital-related purposes. From 1978 to 1996, the health center statute al-
lowed health centers to use grant funds for construction, renovation, and
acquisition and to purchase equipment. In 1996, however, Congress re-
vised the statute to prohibit the use of grant funds for construction; the
statute still allows the use of grant funds for acquiring and leasing build-
ings, minor renovation, and equipment purchase or leasing.

HRSA currently allows grantees to use up to $150,000 from their first
year’s budget on activities associated with equipment or capital alter-
ation. HRSA also offers a loan guarantee program to grantees and funds
a nonprofit organization to assist health centers in accessing capital re-
sources. Although no published data exists to quantify the impact of
these statutory and administrative limitations, anecdotal accounts sug-
gest that health centers struggle to access capital funding to address
aging or outgrown structures and equipment, as well as the costs of
moving to electronic health records, among other things.

Federal Payment Policy

Though 330 grant funding is important to health centers, federal reim-
bursement policy under the Medicaid program is perhaps even more criti-
cal to centers’ continued viability. In 1989, Congress created the Federally
Qualified Health Center (FQHC) program in response to concerns that
health centers were using 330 grant funds, intended to support care for
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the uninsured, to subsidize low Medicaid payment rates. The FQHC pro-
gram established a preferential payment policy for health centers by re-
quiring “cost-based” reimbursement for both Medicaid and Medicare.
The methodology that resulted paid health centers on the basis of their
actual costs for providing care, not by a rate negotiated with the state
Medicaid agency or set by Medicare. Congress has subsequently made
changes to this cost-based reimbursement policy, which will be discussed
later in this paper.

Eligibility for FQHC designation is limited to three types of primary care
clinics: (a) those that receive a grant under §330 of the PHSA (commonly
called “health centers”), (b) those determined by the Secretary of Health
and Human Services to meet all the requirements for receiving such a
grant but do not actually receive grant funding (commonly called “look-
alikes”), or (c) those outpatient facilities that are operated by a tribe or
tribal organization or by an urban Indian organization.9

The Centers for Medicare and Medicaid Services (CMS) is responsible
for administering FQHC payment policy. However, HRSA determines
FQHC eligibility for 330-funded health centers and look-alikes, and the
Indian Health Service determines eligibility for tribal and urban Indian
programs. About 80 percent of FQHCs are 330-funded health centers,
10 percent are look-alikes, and 10 percent are tribal or urban Indian fa-
cilities. As of August 2004, over 900 health center grantees, 93 look-alikes,
79 outpatient tribal health organizations, and 19 urban Indian health
facilities were qualified FQHCs.

The Rural Health Clinic (RHC) is another type of clinic that receives
cost-based reimbursement from Medicaid and Medicare but is not an
FQHC. This designation was created by Congress
in 197710 to facilitate payment to clinics staffed sub-
stantially by nurse practitioners and physicians as-
sistants and located in federally designated rural
areas with limited access to primary care services.
RHCs differ from FQHCs in significant ways. For
example, RHCs can be for-profit; can be part of a
Medicare participating hospital, skilled nursing fa-
cility, or home health agency; and are not mandated
to provide care to everyone regardless of their abil-
ity to pay. RHCs do serve some Medicaid and un-
insured patients, but the majority of their patients
are covered by Medicare or private insurance.11 The
rules governing cost-based reimbursement for
RHCs also differ from those governing FQHCs, and
a clinic cannot be dually designated as both an RHC
and FQHC.

The federal terminology (see sidebar) for describing pri-
mary care sites can be confusing and may not be op-
erative at the community level. Community leaders

Terminology

Community Health Center or Health Center:
An outpatient clinic that receives grant funds
from the federal government through §330 of
the Public Health Service Act (PHSA).

Look-alike: An outpatient clinic that meets all
requirements to receive §330 grant funds but
does not actually receive a grant.

Rural Health Clinic: An outpatient clinic that
may be for profit, is located in a rural HPSA or
MUA, and uses nurse practitioners and physi-
cian assistants to provide the majority of care.

Tribal or Urban Indian FQHC: An outpatient
clinic or program operated by a tribe or tribal
organization or by an urban Indian organization.
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may refer to their hospital-based outpatient facility—which does not receive
330 funds and is not designated as either an FQHC or RHC—as a “health
center.” For the purposes of this paper, however, the term health center is
reserved for clinics that receive 330 grant funds. References to FQHCs and
other types of clinics will be appropriately qualified.

WHERE ARE HEALTH CENTERS LOCATED?
Health centers are located in all 50 states, the District of Columbia, and the
territories and commonwealths. In 2003, there were 890 health center grant-
ees who provided services through 3,600 comprehensive health care deliv-
ery sites. The statute requires that grants be awarded in a way that ensures
rural populations receive no less than 40 percent or no more than 60 per-
cent of total grants awarded.12 Applicants for grant funds self-declare their
rural status, and in 2003 about 50 percent of the 890 grantees were in rural
areas. Because site-level data is not available, it is unclear how many of the
3,600 health center sites are rural versus urban.

By definition, health centers must be located in federally designated MUAs
or serve federally designated MUPs. A community or facility must be
proactive and seek out the designation by contacting the state primary
care office, which submits an application to HRSA. Applicants must de-
fine a rational service area, which is typically a county, a group of con-
tiguous counties within 30 minutes’ travel time of each other, a portion of
a county depending on market and transportation patterns, or a neigh-
borhood in a metropolitan area defined by its homogeneous socioeco-
nomic and demographic characteristics.13

The criteria for designating a community as medically underserved are
designed to capture community need from a variety of perspectives in-
cluding: existing primary care capacity, health status, economic vulner-
ability, and demand for care. These dimensions of need are quantified in
the Index of Medical Underservice (IMU), which is calculated from four
data variables:

■ Ratio of primary medical care physicians per 1,000 population
■ Infant mortality rate

■ Percentage of the population with incomes below the poverty level

■ Percentage of the population age 65 or over

The four variables are weighted with the most emphasis placed on the
primary care provider–to-population ratio. The other variables receive
decreasing weights, in the order listed above. These weighted variables
are converted into a IMU score from 1 to 100. An IMU score of 62 or
lower qualifies the applicant as an MUA/MUP. HRSA does allow
some flexibility in the designation process, however. Governors may
request designation of a part of their state as an MUA/MUP if it does
not meet the 62 IMU score threshold but can still demonstrate signifi-
cant barriers to care.
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WHOM DO HEALTH CENTERS SERVE?
In general, health centers serve a low-income, predominantly female, rela-
tively young population. Ninety-three percent of patients are under age
65. However, the percentage of older working-age adults (45 through 64)
seeking care at health centers has been growing in recent years (Figure 1).
The health center population is also racially, ethnically, and linguistically
diverse; almost two-thirds of health center patients are members of racial
or ethnic minority groups, and 30 percent of patients are best served in
languages other than English (Figure 2).

Health centers also serve a mostly low-income population. In 2003, 69
percent of health center patients lived at or below 100 percent of the
federal poverty level and 90 percent lived at or below 200 percent of
the federal poverty level.14 Health center patients are also much less
likely than the general population to have an insurance source and,
when insured, they rely heavily on public insur-
ance programs like Medicaid. In 2003, health cen-
ters served about 5 million uninsured patients, just
over 10 percent of the estimated 45 million unin-
sured people nationwide.

Aggregate information on health center patients,
staff size and composition, utilization, financing,
and other characteristics is available through the
Uniform Data System (UDS) on a calendar year ba-
sis. All health centers are required to submit such
data electronically each year to HRSA’s contractor
who maintains the UDS. Data is available at the
grantee level, not at the level of a grantee’s indi-
vidual delivery sites, limiting its utility to some ex-
tent. Look-alikes and tribal FQHCs do not currently
participate in the UDS, and as a result much less
information is available about their patient popu-
lations and practices.

WHAT SERVICES DO HEALTH CENTERS PROVIDE?
The ambulatory care services offered by health centers reflect the diverse
needs of the population they serve. The combination of a young and pre-
dominantly female patient population (59 percent) creates a high demand
for obstetric/gynecologic, family practice, and pediatric services. Because
of the combination of low incomes, linguistic barriers, and often poor
health status, health center patients require access to comprehensive pri-
mary care as well as enabling services. Health centers are unique among
primary care providers for the array of enabling services they offer, in-
cluding case management, translation, transportation, outreach, eligibil-
ity assistance, and health education.

FIGURE 1
 Health Center Patients by Age Group, 2003

Source: Uniform Data System (2003), table 3A from “Calendar Year 2003
Data: National Rollup Report.”
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Although patients served by health cen-
ters tend to be young, their incidence of
chronic conditions, like diabetes and
hypertension, is disproportionate in
comparison to the general population.
As a result, health centers commit sig-
nificant resources to managing these
chronic conditions.

In many areas, health centers are the
sole providers of dental, mental health,
and substance abuse services for medi-
cally underserved individuals and
families. Close to 75 percent of health
center grantees provide preventive
dental services at one of their sites. Sev-
enty percent provide mental health
treatment and counseling, and 50 percent provide substance abuse treat-
ment and counseling on-site. In cases where health centers do not offer
services on-site or where demand exceeds on-site capacity, referrals are
made to other providers and the health center pays for those services
some of the time.

About one-third of health centers have a licensed pharmacy staffed by a
pharmacist either in-house or through a contractual arrangement with
a local pharmacy. Sixty percent of health centers rely solely on their
physicians to dispense prescription drugs. Federal and manufacturer-
sponsored programs exist to help health centers make affordable pre-
scription drugs available to their patients. Health centers, look-alikes,
tribal FQHCs, and RHCs, among other provider types, can receive sig-
nificant discounts on outpatient prescription drugs through the federal
340B discount drug program. Drug manufacturers are statutorily re-
quired to participate in the 340B program in order to have their drugs
reimbursed by Medicaid. HRSA administers the 340B program and con-
tracts with a “prime vendor” or preferred wholesaler who works with
the drug manufacturers to negotiate significant discounts and assists
entities participating in the 340B program in receiving their orders. In
general, 340B drug prices have been found to be about 50 percent of the
average wholesale price (AWP).15

Just over half of health center grantees take advantage of the drug dis-
counts available through the 340B program. It is not entirely clear why
more health centers do not participate in the program. There appears to
be confusion about the extent to which health centers are allowed to
rely on contractual arrangements with local pharmacies versus creating
in-house pharmacies, a more expensive undertaking. HRSA maintains
that contracted pharmacies have always been allowed, but health cen-
ters did not seem to know this was an option until the last few years.
There appears to be growing acceptance of the contractual approach,

FIGURE 2
Health Center Patients by Race and Ethnicity, 2003

Source: UDS, table 3B from “Calendar Year 2003 Data.”
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which explains the recent uptake in the 340B program among health cen-
ter grantees. HRSA encourages participation in the 340B program by pro-
viding technical assistance to grantees as well as competitively funding
grants to establish pharmacy networks across several grantees.

The services offered by an individual health center will likely be custom-
ized to the needs of the population it serves. Specialized programs, such as
Health Care for the Homeless grantees, will tailor their service offerings to
the unique needs of their patients. For example, this type of grantee might
utilize mobile vans as a base for service delivery, whereas a community
health center is more likely to rely on a traditional structure for their clinic.

WHAT TYPES OF PROVIDERS
DELIVER CARE IN HEALTH CENTERS?
Health centers are staffed by a combination of clinical, enabling, and ad-
ministrative personnel. They are typically managed by a chief executive
officer, a chief financial officer, and a clinical director. Depending on the
size of the patient population, the clinical staff consists of a mixture of
primary care physicians, nurse practitioners, physician assistants, nurses,
substance abuse and mental health specialists, dentists, hygienists, and
other health professionals.

Health centers face numerous challenges in recruiting and retaining staff.
Health centers are located in areas that often do not attract health care
professionals; they serve needy, vulnerable patients; and generally they
do not have the financial resources to offer competitive salaries. In re-
sponse, the federal government has developed several programs to help
health centers and other providers in underserved communities to meet
their workforce needs.

National Health Service Corps Program

The National Health Service Corps (NHSC) provides scholarships and
loan repayments to health professionals in exchange for a commitment to
practice full-time in a Health Professional Shortage Area (HPSA). The
HPSA designation is similar to an MUA or MUP designation, but a HPSA
is based solely on a service area’s physician-to-population ratio (see text
box). NHSC scholarship recipients receive tuition and fees, books, sup-
plies, equipment, and a monthly stipend for up to four years. They must
serve one year for every year of financial support received, with a two-
year service minimum. Scholarships are awarded to students enrolled in
medical schools, nurse practitioner programs, nurse-midwifery programs,
physician assistant programs, and dental schools.

The loan repayment program targets already trained health profession-
als. It is open to the same providers as the scholarship program as well as
to dental hygienists, clinical or counseling psychologists, clinical social
workers, licensed professional counselors, marriage and family therapists,

Health centers face
numerous challenges
in recruiting and re-
taining staff.
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and psychiatric nurse specialists. For a two-year minimum service com-
mitment, the NHSC will pay up to $50,000 of the provider’s qualifying
educational loans, plus a 39 percent tax assistance payment.16 In 2003, 731
of the approximately 11,000 full-time equivalent clinical staff in health
centers were NHSC assignees.17

J-1 Visa Waiver Program

Recruiting foreign medical graduates is another way underserved com-
munities (especially rural ones) meet their health care workforce needs.
Many foreign medical graduates come to the United States on a J-1 visa to
pursue graduate medical education. Upon completion of their residency
programs, they are required to return to their country of legal residence for
at least two years to share the knowledge and experience they have gained.
In some cases, the two-year return home requirement may be waived if an
interested government agency (IGA) requests a waiver for the physician.

The J-1 visa–holding physician must have a contract to serve as a full-
time, primary care provider for three years in a HPSA or MUA/MUP in
order to have the return home requirement waived. A waiver request must
be sent by the IGA to the Department of State, who reviews it and for-
wards it to the Department of Homeland Security (DHS) for final ap-
proval. If approved, the J-1 visa converts to an H1B visa. The Conrad 30
Program is a similar program in which state offices of primary care serve
as the IGA and may request up to 30 waivers each year per state for J-1
visa physicians to work in HPSAs and MUA/MUPs in their state.

No data are available to quantify the extent to which health centers rely
on former NHSC providers or J-1 visas to meet their workforce needs.
HRSA recently surveyed health center directors about workforce issues,
including gathering information on NHSC and J-1 providers, and expects
to release the results in the fall of 2004.

HPSA Designation Requirements

To be designated a primary care Health Professional Shortage Area
(HPSA), the area must be a rational service area and have a popu-
lation-to–full-time equivalent primary care physician ratio of at least
3,500:1. Areas with a ratio between 3,500 and 3,000:1 may still be
designated as a HPSA if they can demonstrate unusually high need
for primary care services or insufficient capacity through existing
primary care providers. As with the MUA/MUP designation, com-
munities must be proactive in seeking out a HPSA designation. In
2002, Congress authorized automatic facility HPSA status for all
FQHCs and for RHCs that provide access to care regardless of abil-
ity to pay. This automatic HPSA designation makes these clinics
eligible to recruit from the NHSC program.



12

NHPF Background Paper August 31, 2004

Malpractice Coverage
Through the Federal Tort Claims Act

The federal government also supports health centers’ ability to secure
health care professionals through special malpractice coverage. Until 1992,
health centers had to purchase private malpractice insurance to protect
themselves from malpractice judgments. That year, Congress brought
employees of qualifying health centers under the protective liability cov-
erage provided to federal agencies and employees through the Federal
Tort Claims Act (FTCA). In essence, malpractice liability is shifted from
the individual health center to the federal government, with the costs
paid out of the federal health center program’s annual appropriation.

In order to receive FTCA coverage, health centers must apply to HRSA to
be designated a “deemed” organization. The deeming process covers
credentialing of health center providers, the health center’s risk manage-
ment systems, and the center’s past claims history. Once a center is
deemed, any officer, governing board member, or employee of the health
center is covered by the FTCA.18 In 2003, 77 percent of health center grant-
ees were deemed under the FTCA.

Each year Congress earmarks a portion of its appropriation for health
centers for HRSA’s Health Center Judgment Fund to cover the cost of
judgments and settlements against health centers. FTCA coverage, un-
like private insurance policies that limit the insurer’s liability, does not
have a monetary limitation for judgments. As of the end of FY 2003,
1,279 claims had been filed against this fund and 224 of them had been
paid. Total claims obligations under the program from its beginning in
1993 to the end of FY 2003 were approximately $79 million, whereas
total appropriated deposits were $95.7 million. Because there is only a
slight margin between the aggregate claims payout level and the
Judgment Fund balance, a single large settlement could easily bank-
rupt the Fund.

Claims and payment obligations have risen significantly since the fund’s
inception and have raised concerns about future funding requirements of
the program. Despite these concerns, FTCA coverage has proven cost-
effective in providing health centers with malpractice coverage. Had FTCA
coverage not been in place, health centers would have spent an estimated
$1.05 billion on malpractice insurance premiums from 1993 to 2003.19

HOW ARE HEALTH CENTERS FINANCED?
Medicaid is the largest source of revenue for health centers, followed by
federal grants. Health centers serve about 10 percent of all Medicaid
enrollees nationally and, like all other Medicaid providers, were affected
by Medicaid’s shift to a managed care delivery system in the 1990s. Al-
though the trend created apprehension among health centers and results
have been mixed, overall, health centers have adapted to the change. In
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2003, 45 percent of health center Medicaid patients were enrolled in man-
aged care plans, about on par with overall Medicaid managed care
enrollment of 50 percent (Figures 3 and 4).20

With the advent of Medicaid managed care, health centers were most con-
cerned about losing their Medicaid patient base and the Medicaid
cost-based reimbursement that helped them serve the uninsured. Health
centers generally lost money in their early experiences of contracting and
assuming risk for Medicaid managed care patients, and they struggled to
meet many requirements such as providing 24-hour coverage. Much of the
centers’ losses occurred in states with
“1115 waivers” that chose to legally
waive cost-based reimbursement for
FQHCs under managed care. Recog-
nizing that health centers needed Med-
icaid payment protections under
managed care to stay financially viable
and able to serve the uninsured, Con-
gress in 1997 mandated that state Med-
icaid agencies make a “wrap-around”
payment to FQHCs to cover the differ-
ence between their costs for providing
care and the rates they were receiving
from managed care organizations
(MCOs).21 In many states, these pay-
ments were not made in a timely
fashion, and health centers resorted to
litigation to secure them.

Instead of merely contracting with
MCOs, some health centers reacted to
the shift to Medicaid managed care by
forming their own Medicaid managed
care plans.22 This move preserved their
patient base and allowed them greater
control over the funding stream. Ini-
tially, commercial plans dominated the
Medicaid managed care market, but
many have since exited for various rea-
sons and plans that focus on Medicaid
beneficiaries have gained prominence.
Much of the success of Medicaid-
focused plans has been attributed to
their prior experience with and under-
standing of the complexities of serving
the Medicaid population. The number
of Medicaid-focused plans has re-
mained relatively steady since 1996,

FIGURE 4
Health Center Revenues, 2003

Source: UDS, exhibit A from “Calendar Year 2003 Data.”

FIGURE 3
Health Center Patient Insurance Status, 2003

Source: UDS, table 4 from “Calendar Year 2003 Data.”
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but membership has expanded23: Currently, 18 community health
center–affiliated health plans serve 1.3 million enrollees.24

A number of health centers also participate in networks with other health
centers or other safety net providers to jointly negotiate contracts with
MCOs, centralize some services, and pool resources. HRSA has stimu-
lated these efforts by providing some grant funds through the Integrated
Services Development Initiative (ISDI), which began in 1994. Network
grantees focus on integrating a chosen area—like financial, pharmacy, or
information systems—across members.

The Mechanics of Medicaid Cost-Based Reimbursement

Since 1990, the hallmark of being an FQHC has been cost-based reimburse-
ment for services provided to Medicaid patients. This preferential payment
policy helps ensure adequate reimbursement for care provided to Medi-
care and Medicaid beneficiaries, thus allowing federal and other grant funds
to be used to provide care to the uninsured. But cost-based reimbursement
systems have their critics. For state Medicaid agencies, cost-based reim-
bursement rates for FQHCs are higher than the rates they pay other pro-
viders and it raises accountability and efficiency concerns; some believe it
creates a disincentive to control costs. Consequently, cost-based reimburse-
ment for FQHCs has been threatened in the past; in 1997 Congress passed
a law that began to phase it out.25 Advocates protested the phase-out and in
response Congress created a prospective payment system (PPS) for Medic-
aid payments to FQHCs, which became effective in 2001.

Medicaid cost-based payments for FQHCs were based on the clinics’ over-
all costs, not the costs of providing care to Medicaid patients alone. Under
the cost-based system, FQHCs totaled their annual allowable costs, such as
personnel, mortgage, utilities, transportation, and supplies, and divided
that by their total encounters with patients to get a cost-per-encounter rate.
States reviewed the cost reports to determine which costs were allowable;
Medicaid programs had to follow Medicare statute and regulations in de-
termining allowable costs and reasonableness of costs. States could set their
own limits for reasonableness of costs, including setting ceilings on costs
per service or a limit on a certain type of cost.26 In a given year, an FQHC
was paid based on the previous year’s per encounter rate and underwent a
reconciliation process at the end of the year—once cost reports had been
audited—to reimburse it for any underpayment or overpayment by the
state. Because the calculation was based on total costs, it did not reflect any
difference in utilization by or resource intensiveness of Medicaid patients
relative to other types of patients.

The current PPS is a less generous Medicaid payment methodology than
cost-based because it is tied to the average of each FQHC’s allowable
costs from FY 1999 and FY 2000. Medicaid agencies started using the PPS
to pay for services provided on or after January 1, 2001. For services pro-
vided in FY 2002 and each subsequent year, each FQHC’s per-encounter

The current Medicaid
Prospective Payment
System for FQHCs is less
generous than cost-
based reimbursement.
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rate is adjusted for inflation by the Medicare Economic Index (MEI) for
primary care.27 The MEI is considered a historically low measure of infla-
tion and “an FQHC’s…ability to manage under the new PPS will depend
on its initial payment rate, and changes it can make to keep its cost growth
at or below the inflation index.”28 In general, states prefer the PPS be-
cause it limits their payments to FQHCs and is a more predictable ex-
pense. It also eliminates the annual cost report auditing required by a
cost-based system, which is resource-intensive. As with cost-based reim-
bursement before, under the new PPS states must pay FQHCs a wrap-
around payment for the difference between their per-encounter rate and
the payment they receive from MCOs.

Notwithstanding these benefits of the PPS, states must strike a balance be-
tween saving money in the short term through lower Medicaid payments
with a PPS and spending money in the long term if a health center becomes
insolvent and therefore cannot care for Medicaid or uninsured patients,
causing patients to revert to emergency room–based care. Some states have
therefore chosen to take advantage of a provision in the Medicaid statute
that allows them to reimburse FQHCs more generously than the PPS by
implementing an alternative payment methodology. The alternative must
pay at least what the FQHC would receive under the PPS and must be
agreed to by the FQHC. Based on a 2003 survey, 15 states have maintained
cost-based reimbursement as their alternative payment methodology. A
few others are implementing a PPS using more recent costs than those from
FY 1999 and 2000 or are using more generous inflators.29 Both Maryland
and Florida are implementing the PPS and are using the MEI as the infla-
tor, rather than an alternative payment methodology. Maryland’s Medic-
aid program pays FQHCs between $90.71 and $191.24 for medical visits
and $78.90 to $171.53 for dental visits under the standard PPS formula.30 By
comparison, Florida’s Medicaid program pays FQHCs between $78.70 to
$125.86 per visit, including dental payment.31

It is unclear whether the shift to a PPS has had a negative impact on the
general financial viability of health centers. In the aggregate, Medicaid
revenues to health centers have been increasing each year, before the PPS
implementation and after. To date, most analysis of the PPS has focused
on determining where it is being implemented and how. Some clarity
may come from a report requested by Congress in the same law that au-
thorized the PPS. Congress charged the U.S. General Accounting Office
[(GAO) renamed the Government Accountability Office in July 2004] with
studying the need and method for re-basing or refining costs for deter-
mining Medicaid payment to FQHCs; the GAO is in the preliminary phase
of conducting this study.

Grant Funds

Despite aggregate funding increases to the health centers grant program
over the last decade, dollars per uninsured patient have remained flat. In
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1995, health centers received $249 per uninsured patient compared to
about $268 per uninsured patient in 2003.32 These grant dollars are criti-
cal to health centers to enable them to provide care to the uninsured as
well as pay for enabling services, but they are not enough to cover those
costs entirely. In 2003, the total cost per patient averaged about $479. In
real 2003 dollars, the annual rate of growth of federal appropriations for
health centers was 7.3 percent between FY 2002 and FY 2003, but the esti-
mated growth in the number of uninsured health center patients over
that same period was 11.4 percent.33

To make up for this gap in funding, health center administrators leverage
their dollars from grant, Medicaid, and other sources to cover the costs of
care to the uninsured. The George W. Bush administration has increased
overall appropriations for the health centers program (Table 1), but for
FY 2004 about three-quarters of it has been targeted to funding new health
centers, additional delivery sites at existing centers, and expanding ca-
pacity to serve more patients, with only one-quarter dedicated to increas-
ing the amount existing centers receive.

Many health centers also rely on state, local, and private grants and do-
nations to supplement Medicaid reimbursements and federal grant funds
that, in general, are not keeping up with health care cost inflation. Many
states have cut grant funds to health centers during the last few years of
state budget crises. According to a survey conducted by the National
Association of Community Health Centers, 17 of 31 states that provided
direct funding to health centers in 2003 cut that funding by more than $40
million,34 or about 7 percent of total state and local grant funding to health
centers. Larger state funding cuts were anticipated but did not material-
ize, in large part because of the $20 billion in federal fiscal relief states
received from the Jobs and Growth Tax Relief Reconciliation Act of 2003.
However, the cuts implemented were not insignificant and tightened
health center margins, which can easily shift from black to red.

Private Health Insurance

In general, health centers do not generate a significant amount of rev-
enue from privately insured patients. In 2003, 15 percent of health center
patients were privately insured, but only 6 percent of health center rev-
enues came from private insurance. These privately insured patients could
be lower utilizers of care, but it is more likely, considering the low income
level of the majority of health center patients, that the private insurance
policies they had were high-deductible plans that offered limited ben-
efits and paid low rates.35 By comparison, 36 percent of health center pa-
tients were covered by Medicaid and 36 percent of health center revenues
come from Medicaid. If many Medicaid-covered patients were to shift to
private insurance coverage, it could negatively impact health centers’
ability to serve the uninsured.

TABLE 1
Health Center Federal

Appropriations
(in billions of dollars),

Fiscal Years 1994–2004

FY $ Billions

1994 0.734
1995 0.756

1996 0.753
1997 0.797

1998 0.820
1999 0.920

2000 1.01
2001 1.16

2002 1.34
2003 1.47

2004 1.57
2005 1.79 *

*President’s Budget Request.

Source: Bureau of Primary Health Care,
Health Resources and Services Administra-
tion, DHHS.
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Medicare

Medicare is a relatively small revenue source for health centers. Like
Medicaid, it has special payment provisions for FQHCs. Medicare ser-
vices are paid on an all-inclusive, per-encounter rate but are capped by
an upper payment limit set by CMS. Each FQHC has its own encounter
rate derived from its prior year total allowable costs (dental, pharmacy,
and optometry costs are excluded), divided by total encounters. Benefi-
ciaries pay a coinsurance of 20 percent of the per-encounter charge and
Medicare pays 80 percent. For the 80 percent it reimburses the center,
Medicare will not pay above $106.58 for urban FQHCs and $91.64 for
rural FQHCs. Health centers must absorb any costs above these levels.
CMS’s fiscal intermediary for FQHCs estimates that 60 percent of FQHCs
have hit this upper payment limit. Medicare does not reimburse FQHCs
for some preventive services that FQHCs typically provide because they
are excluded by Medicare law; examples include preventive dental ser-
vices and health education classes. However, for eligible FQHC services,
no Medicare Part B deductible applies.36

The Bottom Line

With the many changes in the health care environment affecting health
centers over the last decade—the shift from cost-based reimbursement to a
PPS, the increasing prevalence of managed care delivery systems in Med-
icaid, increasing numbers of uninsured patients, flat per–uninsured patient
grant funding, and state budget shortfalls—it would seem that health cen-
ters would be under significant financial stress, and some are. According to
HRSA’s analysis, approximately 4 percent of health centers have financial,
organizational, or managerial problems that seriously threaten their stabil-
ity and viability. About half of those have sound internal management and
operational systems but are facing external market changes (for example,
an increase in uninsured patients due to a local economic downturn) that
are negatively impacting their viability.37 Achieving financial stability and
growth in the midst of such a complex and rapidly changing health care
market requires astute health center leadership and expertise beyond merely
balancing costs with revenues. Factors such as productivity, operations,
information technology, and access to capital, among others, all contribute
significantly to the overall balance sheet.

HOW DO HEALTH CENTERS
ENSURE HIGH-QUALITY CARE?
Health centers were patient-centered and focused on improving the qual-
ity of care long before these terms became industry buzz words. Despite
the financial pressures they face, multiple studies document health cen-
ters’ efficacy in reducing the delivery of low birth weight babies, reduc-
ing hospitalizations for patients with chronic conditions, and providing
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preventive women’s health services. For example, a comparison of health
center and national data showed that 10.3 percent of African American
women served by health centers deliver low birth weight babies, com-
pared to 13.1 percent of African American women nationally. The rate for
rural African American women served by health centers and delivering
low birth weight babies was even lower: 8.5 percent, compared to 13.0
percent for all rural African American women.38

Another study compared hospitalization and emergency visits for a set
of chronic and acute conditions across 50,000 Medicaid beneficiaries, some
of whom received the majority of their care from FQHCs and others who
received their care from office-based providers or other outpatient set-
tings in the same areas. It found that beneficiaries “who received most of
their primary care from FQHCs were significantly less likely to be hospi-
talized and less likely to seek ER care for ACSC [ambulatory care sensi-
tive conditions] than a comparison group.”39

Performance Review and Accreditation

The most basic way HRSA assures health center quality is by reviewing
grantee performance before renewing their grant funding (usually ev-
ery 3 to 5 years). Until recently, the agency conducted a Primary Care
Effectiveness Review (PCER) that was mostly compliance-oriented. The
PCER was phased out in December 2003 and has been replaced by the
Performance Review Protocol. The new process aims to be more perfor-
mance than compliance-oriented and will be conducted by teams of
mostly federal reviewers from HRSA’s ten field offices. For example,
the new process will include a review of data capacity and systems and
their use. A standard list of performance measures for health centers is
unavailable because the new process is in its early stages.

About one-third of health center grantees have been accredited by the
Joint Commission on Accreditation of Healthcare Organizations
(JCAHO).40 HRSA began working with the JCAHO in 1996 to combine
the PCER with JCAHO’s accreditation survey for ambulatory care orga-
nizations. With the introduction of the new review protocol, HRSA is re-
viewing its relationship with the JCAHO and considering how and when
to review JCAHO-accredited health centers in the future.

Improving Clinical Care Processes

Although health centers’ effectiveness as providers of care to vulnerable
populations is well documented, the patients they serve have diverse
needs and there remain disparities in health status between health center
patients and the general population. In a continued effort to reduce and
eliminate these disparities, HRSA’s BPHC implemented a series of health
disparity collaboratives, beginning in 1998 with an effort to improve dia-
betes health outcomes and diabetes clinical practice. The collaboratives

Multiple studies docu-
ment health centers’
efficacy in providing
quality care.
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are the result of a partnership between BPHC, the Institute for Healthcare
Improvement, and the MacColl Institute for Healthcare Innovation. Their
goal is to change the way health centers manage chronic diseases by im-
proving their delivery system, encouraging more self management by pa-
tients, and utilizing clinical information systems for decision making.

Though national evaluations of the collaboratives are currently underway,
none has yet been completed or published, but one regional study found
that the interventions performed as a result of the diabetes collaborative
did improve the number of patients receiving care according to the Ameri-
can Diabetes Association’s clinical practice recommendations. The study
reviewed charts and surveyed and interviewed providers and staff in 19
Midwestern health centers who participated in the collaborative in 1999. It
found that HbA1c measurement (a blood test that measures the average
blood sugar level during the past few months), eye examination referral,
foot examination, nutrition counseling, and other care processes improved
for diabetic patients as a result of the collaborative.41

Since April 2000, according to HRSA, average HbA1c values for patients
in the diabetes registry have fallen from almost 8.8 to 8.1 as the registry
grew from about 22,000 to 92,000 patients. Such reduction could be sig-
nificant, as suggested by the United Kingdom Prospective Diabetes Study
which found that a nearly 1.0 percent reduction in HbA1c results in a 17
percent reduction in mortality, a 15 percent reduction in stroke, and an 18
percent reduction in heart attacks.42

HRSA helps defray the costs to health centers for the intensive first year
of a collaborative. Beyond the first year, health centers may compete for
grants of about $40,000 to continue and expand collaborative efforts.
Additional collaboratives targeting asthma, depression, cardiovascular
disease, cancer, and HIV/AIDS have been added since the initial diabe-
tes collaborative. Currently over 500 health centers are participating in
health disparities collaboratives involving over 180,000 patients. HRSA
is working on prototypes for four new collaboratives: prevention, rede-
signing the office practice, perinatal care, and diabetes prevention. HRSA
and the Agency for Healthcare Research and Quality are collaborating on
a multi-year, national evaluation of the collaboratives that is expected to
be available in late 2005.43

Despite documented success in providing care to underserved populations,
centers face challenges in their ability to ensure access to specialty care and
diagnostic tests for their uninsured populations. In order to receive grant
funds, health centers must establish formal referral relationships for spe-
cialty care, diagnostic services, nonemergency hospitalizations, and other
care not provided by the center. Despite these requirements, they face limi-
tations in providing meaningful referrals for their uninsured patients. One
survey of 20 health center executive directors and medical directors from
ten states found that they could “obtain specialty referrals for their insured
patients ‘frequently’ or ‘very frequently’ but only 59 percent could do so as
often for uninsured patients.”44
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It is worth noting that HRSA’s preliminary analysis of the 2002 health cen-
ter visit survey, a review of a representative sample of health center patient
medical records, shows that only 7.5 percent of patient visits resulted in
hospitalization or specialty referral.45 However, for the minority of patients
who do need to consult with a specialist or have access to a diagnostic
imaging test, these barriers to care can have significant consequences.

Some health centers are partnering with other primary care providers to
draw on their resources to provide specialty care to their uninsured pa-
tients. In some communities, health centers are working with free clinics
to take advantage of their referral networks. Other health centers have
become part of community consortia that apply to HRSA for a Healthy
Communities Access Program (HCAP) grant. HCAP grants are designed
to help communities better coordinate their health care system for the
uninsured. For many health center grantees, that means establishing a
network of specialty care providers willing to see uninsured patients as
well as managing the number of uninsured patients sent to each provider
to ensure their continued participation.

WHAT HAS BEEN THE IMPACT OF THE
RECENT HEALTH CENTER EXPANSION INITIATIVE?
The health centers’ long track record of providing cost-effective care to
underserved populations led the Bush administration to expand  health
centers as a key component of its strategy to address the uninsured. In FY
2002, the administration launched the President’s Health Centers Initiative
with the goal of adding 1,200 new and expanded health center sites over
five years and to “ultimately double the number of patients treated” at
health centers.46 Due to budget pressures, the goal of the initiative has shifted
to increasing “the number of patients served annually from about 10.3 mil-
lion in 2001 to 16 million by 2006.”47

To meet the expansion goal, HRSA’s BPHC administers three grant
competitions: new access points, expanded medical capacity, and ser-
vice expansion.

■ The new access point competition provides funding for an entirely
new grantee or for an existing grantee to open a new site. Individual
awards are capped at $650,000 for FY 2004.

■ The expanded medical capacity competition increases an existing
health center’s ability to serve more people at existing sites. Individual
awards are capped at $600,000 for FY 2004.

■ The service expansion competition seeks to add new or expanded
mental health, substance abuse, or oral health services and to fund
continued participation in health disparities collaboratives. These indi-
vidual awards are capped at $250,000 for oral health expansions where it
is a new service, $150,000 for oral health expansions where it is an existing
service, $150,000 for new and existing mental health/substance abuse
expansions, and $40,000 for health disparities collaboratives.
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The expanded medical capacity and service expansion competitions are
limited to existing grantees, so the only way new organizations may re-
ceive funding is through the new access point competition. Typically, HRSA
will run two to three application cycles for new access points and one cycle
for expanded medical capacity and service expansion in a fiscal year.48

All applications for each of the three competitions are evaluated by an
Independent Review Committee (IRC) comprised of federal and
nonfederal experts. The IRC makes recommendations on the merits of
each application, but HRSA program officials ultimately make the grant
award decisions. All grant awards for health centers must be made in
such a way to ensure that rural populations receive no less than 40 per-
cent or no more than 60 percent of grant funds and to ensure that awards
to the migrant, public housing, and homeless programs are made in the
same proportion of the total appropriation as in FY 2001.

In order to effectively assess community need and to ensure readiness to
serve patients within 90 to 120 days of grant award, the application pro-
cess is extensive and complicated. BPHC imposes certain screens and
preferences in deciding which applications will be reviewed and which
will receive funding. For example, new access point applicants are en-
couraged to submit a letter of interest describing the level of community
need for additional primary care services and a brief description of the
proposed project, and BPHC provides feedback to those submitting let-
ters to help strengthen their final application. New access point appli-
cants are also screened through a need for assistance worksheet to see if
their level of need is high enough to merit formal application review. A
funding preference is given to those applicants that serve sparsely popu-
lated rural or frontier areas, defined by BPHC as a geographic area with
fewer than seven people per square mile.

Recognizing the need to build capacity to compete in this fairly resource-
intensive application process, HRSA partners with and provides funding
to Primary Care Associations (PCAs) throughout the country. Each state’s
PCA analyzes the state’s unmet need for primary care services, works
with communities to develop competitive applications to fill that need,
and provides technical assistance to existing and expanding health cen-
ters. Despite this funding, it is unclear whether the efforts are adequate to
jumpstart activities in resource-poor areas.

The Bush administration is on track toward achieving its expansion goal
by the end of the five-year period (FY 2006). To date, with almost three of
the five fiscal years of the initiative completed, HRSA has created 334 new
access points (165 new grantees and 169 new satellite sites) and awarded
285 expanded medical capacity grants, for a total of 619 toward the goal of
1,200 new and expanded sites. Service expansion grants do not factor into
these increases because they add or expand services like dental or mental
health but do not add new sites or a new patient population. About 3 mil-
lion new patients have been added during the first three years of the ex-
pansion, over half of the goal of adding 5 million new patients in five years.49

The Bush administra-
tion is on track toward
achieving its expan-
sion goal by the end of
the five-year period.
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If sheer volume of applications is any indication, there is substantial de-
sire and need in communities for health center funding. With the first
three years of the expansion almost complete, about 600 of 1,600 applica-
tions have been awarded (new access point and expanded medical ca-
pacity), or 38 percent. The number of applications received and awarded
in any given fiscal year is relative because HRSA has been taking some
applications received in one fiscal year and awarding them in the next, if
they scored well and there was not enough money to fund them in the
initial application year. For example, 48 of the 63 new access point awards
for FY 2004 thus far were funded from the batch of 468 applications re-
ceived in FY 2003; the other 15 awards for FY 2004, therefore, were de-
cided from 182 applications—only an 8 percent award rate (Table 2).

Geographic Distribution of Expansion Funds

Several western states, namely Alaska, North and South Dakota, and
Montana, received the biggest increases in BPHC grant dollars relative
to their prior funding levels since the expansion effort was initiated (see
Appendix). These states historically have had a small number of grant-
ees, so these increases may indicate a move toward a more equitable
distribution of funds. However, a detailed analysis of relative funding
allocation across states in the context of estimated need (such as num-
bers of underserved and uninsured persons or percent of population
living in an MUA) is not publicly available.

Some states with widely publicized rates of uninsurance, such as Okla-
homa, California, and Arizona, were in the top third of states receiving the
largest percentage increases in their grant awards, but other states with
high percentages of uninsured people like Florida, Texas, and Louisiana,

TABLE 2
Applications and Awards for Health Center Grant Competitions,

Fiscal Years 2002 – 2004

Source: Bureau of Primary Health Care, Health Resources and Services Administration, DHHS.

Received

Awarded

 % Awarded

Received

Awarded

 % Awarded

Received

Awarded

 % Awarded

FY 2002 FY 2003 FY 2004 Year-to-Date

New Access Point 309 171 55% 468 100 21% 182 63 35%

Expanded Medical Capacity 238 131 55% 182 88 48% 235 66 28%

Service Expansion 284 203 72% 412 71 17% pending pending pending
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were in the bottom third. Because the health centers’ mission is to provide
access to care for medically underserved populations—not just the unin-
sured—looking at changes in uninsured patients by state is an imperfect
way of assessing impact, but data on changes in underserved populations
by state are not available.

HRSA has conducted its own internal analysis which shows that states with
the lowest health center penetration relative to their unserved populations
before the expansion—Georgia, Texas, North Carolina, and North Dakota—
have set the most ambitious expansion goals for health center penetration
and are meeting their targets after the first two years.50 Although these find-
ings are heartening, further analyses of the placement and impact of the
expansion grants appear warranted and merit broad dissemination.

Workforce Implications

The expansion to 1,200 new and expanded sites will require 36,000 addi-
tional personnel including 11,000 new clinicians.51 The Bush administra-
tion has requested budget increases in the range of 10 to 20 percent for
the NHSC for each year of the health centers’ expansion. Funding the
NHSC scholarship program creates a timing problem because scholar-
ship recipients will not be ready to serve for up to seven years. In light of
this reality, the NHSC is targeting most of its funds to loan repayment for
ready-to-serve providers, which will increase total NHSC clinicians in
the field to about 4,000 in FY 2004.

This is an historic high for the program, but it will likely yield limited im-
pact on health centers’ workforce needs. Typically, half of NHSC providers
serve in health centers, which equates to approximately 2,000 providers
available for the 3,600 existing comprehensive health center sites, plus any
new sites that are added during the FY 2004 grantmaking process.52 DHHS
is also using its participation as an IGA for the J-1 visa waiver program to
target physicians to health centers in HPSAs of greatest need, but their par-
ticipation will amount to less than 25 applications for placement in FY 2004.53

Even with these federal efforts, it appears that a significant workforce
gap at health centers remains. According to preliminary results from a
2004 HRSA-sponsored survey of health center directors, about 70 percent
of health centers can fill their clinician vacancies within 6 months and
approximately 90 percent of health centers can fill them within a year.54

WHAT FUTURE POLICY CHANGES
ARE IN STORE FOR HEALTH CENTERS?
The 330 grant program is both popular and successful. Health centers
have proven to be an effective investment of federal funds, have garnered
sustained goodwill and advocacy in the communities they serve, and, as
a result, generally have enjoyed broad, bipartisan support. The wide
appeal and positive results of health centers have made many reluctant
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to raise questions or concerns that could be perceived as criticisms of the
330 grant program. Internal scrutiny of the program by HRSA has cer-
tainly taken place, as evidenced by grantee performance monitoring and
management initiatives aimed at improving program operations and
health center effectiveness. Furthermore, the health center expansion is a
top priority of the Bush administration, and progress in meeting the goals
of its initiative has been closely monitored and widely shared. However,
public discourse and legislative debate related to structural and substan-
tive changes in the health center program have been very limited.

Although there are no loud calls for a substantial policy overhaul, the
recent expansion of community health centers has brought attention to a
number of policy concerns. Chief among these are questions related to
whether 330 grant funds, and expansion funds in particular, are being
targeted to communities with the greatest need. These concerns involve
perceived deficiencies in the empiric measures of need, as well as reser-
vations regarding the competitive process used to make grant awards.

Measures of Underservice

The first hurdle communities face in qualifying for health center grant
funds is becoming designated as a medically underserved area (MUA)
on the basis of the Index of Medical Underservice (IMU). Critics argue
that this index is not an accurate reflection of need for a variety of
reasons, including:

■■■■■ Insurance status is not addressed. Although the existing measure
addresses income level, it does not explicitly reflect health insurance
status. Some argue that incorporating rates of uninsurance and Medicaid
coverage levels into the IMU would help target funds to the neediest
places. Others counter that such an approach could establish perverse
incentives for state policy makers and question the feasibility of collect-
ing community-level data on insurance status for MUA designation.

■■■■■ Provider ratios do not serve as a reliable access proxy. Some argue
that traditional physician-to-population ratios have little relationship to
the accessibility of care. Provider willingness to serve the uninsured or
Medicaid patients is likely to vary across communities, and these
differences fail to emerge in the existing measure. Although this weak-
ness may result in an overestimation of available capacity in some
communities, other concerns involve possible underestimation of
capacity. Some have suggested that nonphysician providers, an increas-
ingly important source of primary care, should be included in these
calculations. Others point out that reliable data sources for these pro-
vider types do not exist at the community level and that gathering such
data would be expensive.

■■■■■ Infant mortality may not reliably predict health service needs for
some populations. Infant mortality reflects a wide variety of threats to
community health, including environmental, nutritional, medical, and

The recent expansion
of community health
centers has brought
attention to a number
of policy concerns.
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societal risks. Some argue that the broad nature of this measure makes
it an imperfect predictor of the need for medical care. These critics often
note that Hispanics have a lower infant mortality rate than Whites or
African Americans but have the highest rate of uninsurance.

In response to these criticisms and other concerns, DHHS is considering
a change to the MUA designation criteria that could involve merging the
MUA/MUP and HPSA measures. The department attempted to combine
the measures in the mid-1990s and published a proposed regulation, but
there was so much criticism of it that a final regulation was never pub-
lished. Because over 30 federal programs tie their eligibility or funding
preference to HPSA and MUA/MUP designations, making any attempt
to change the process politically sensitive, given the likelihood that some
communities could lose their designations and their funding.

The new proposed regulation is likely to suggest some key changes such
as recognizing the special needs of frontier areas, providing a broader set
of proxies for health status beyond infant mortality, and counting the con-
tributions of nonphysician providers. The draft regulation is currently
undergoing review within DHHS, and a projected date of its publication
has not been made public.

Competitive Award Process

Some argue that HRSA’s application and review processes further com-
pound the inadequacies of the empiric measures used to establish MUAs.
Although few question the integrity of the process, many feel a competi-
tive approach is not appropriate for directing funds to vulnerable, resource-
poor communities. The competitive nature of the process ensures that award
decisions are favored toward organizations able to put together an appli-
cation, how well they can make their case regarding community need, and
their readiness to utilize the grant award.

Managing a health center requires significant financing, workforce, op-
erations, management, and governance savvy. As stewards of federal
funds, HRSA wants to award grants to organizations that are capable of
providing high-quality care in a complex health care marketplace and,
understandably, has crafted a grant award process that rigorously tests
the readiness of potential grantees.

Concerns have been raised that this approach is not effective in channel-
ing funds to areas of greatest need, but instead to areas with stronger
safety nets made up of more sophisticated organizations that have the
resources to secure professional grantwriters and good data analyses.

According to a recent analysis of the safety net in 12 communities across
the United States, communities with larger, stronger safety nets competed
most successfully for HRSA grant funds. The study found that the applica-
tion and review process rewards financially stable organizations with the
infrastructure and leadership to prepare successful grant applications, not
those most in need of funding.55
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Critics argue that the process should target the neediest areas by linking
dollars more explicitly to objective measures of need. For example, some
have suggested that the award process should take into account the rela-
tive generosity of a state’s Medicaid program and prioritize areas with
growing uninsured populations. Others respond that increasing awards
to applicants in states with less generous Medicaid programs might cre-
ate a disincentive for states to expand their Medicaid programs or to pur-
sue alternative coverage expansion strategies.

Relationship Between 330 Grants,
Medicaid, and Public Insurance Coverage Policies

Policy decisions regarding health centers are closely linked to dynamics
within the Medicaid program and other efforts influencing insurance cov-
erage levels. Health center financial viability is a delicate balance of Med-
icaid reimbursements, federal grant funds, and state and local grant funds.
Some health centers are struggling to balance a mission and mandate to
provide care to anyone who walks through their door regardless of abil-
ity to pay with the reality of tight fiscal environments at the national,
state, and local levels.

Many state legislatures are approving Medicaid benefit and eligibility
cuts in an effort to balance their budgets. Others are considering major
Medicaid demonstration waivers that would fundamentally reform their
Medicaid programs by capping enrollment, creating waiting lists, and
reducing benefits, among other cost-containment strategies. Although
reimbursement rates for health centers are currently protected through
the PPS and total Medicaid revenues to health centers have been steadily
increasing each year, the financial stability of health centers could be jeop-
ardized if a significant number of health center patients were to lose their
Medicaid eligibility.

Recent trends suggest that health centers are experiencing growth in the
number of uninsured patients served as federal grant amounts per unin-
sured patient remain flat. Some states and localities are reducing grant
funding to health centers, forcing them to reduce enabling services like
outreach and enrollment that might otherwise draw additional revenues
from Medicaid and SCHIP (State Children’s Health Insurance Program).
Health centers are also facing significant increases in health care premi-
ums and workers’ compensation costs for their own employees.

As a result of these fiscal challenges, many argue that the pre-expansion
health centers, “the base,” deserve more attention and resources to ensure
their continued viability. Policymakers have acknowledged the needs of
existing health centers. In FY 2004, Congress directed HRSA to set aside
$25 million for base adjustments to existing grantees. With the remainder
of the appropriation, HRSA has budgeted $37 million for new starts and
new access points, $26 million for expanded medical capacity, and $7 mil-
lion for service expansions. There is debate over whether $25 million is
adequate to cover the rising number of uninsured patients and increasing
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costs of providing care that pre-expansion health centers are experienc-
ing. Some believe the Bush administration may achieve the goals of the
expansion in the short-term but that ultimately access and service may
deteriorate without more attention to the viability of existing grantees.
More objective analyses are needed on this issue.

Alternative Models for Safety Net Services

Concerns have also been raised that current federal support for primary
care services, as embodied in the health center program, does not ad-
equately address the contribution of provider groups that do not con-
form to the health center model. Primary care clinics run by religious
organizations, hospital outpatient departments, and local governments
generally are not eligible for 330 funding due to the governance require-
ments of the grant. Because the existing primary care safety net in some
communities is composed entirely of these noneligible providers, many
communities face a dilemma in securing federal funds. They can opt to
forgo such funding or establish a 330-funded clinic that may duplicate,
and potentially undermine, existing capacity.

In May 2004, the Senate Republican Task Force on Health Care Costs and
the Uninsured released a number of proposals to control health care costs
and decrease the uninsured population. These proposals included a pro-
vision to allow religious-sponsored health systems to qualify for 330 fund-
ing by exempting them from the statutory governance and ownership
requirements. Critics of this approach maintain that the community-based
governing board is a central element of the health center program and
that the exemption would subvert this defining characteristic.

Others believe the exemption should be expanded to include other types
of noneligible organizations. Some observers question the priorities of
noneligible provider groups. While health centers seek to provide a true
medical home and an ongoing relationship with a clinician, other types
of safety net providers, like some hospital outpatient departments, may
be more focused on training a rotating roster of medical students or
providing inpatient care than creating a medical home and arranging
enabling services. However, the validity and generalizability of this con-
cern has not been well documented.

Some have suggested that a funding stream separate from the 330 pro-
gram should be established to support alternative primary care models.
Though the health centers’ national trade association has said it would
not oppose such an action, these proposals have caused concern among
some health center advocates who worry that such an approach would
eventually compromise funding for the traditional health center model.
These critics also maintain that high levels of federal funding already
flow to many of these safety net institutions through the Medicaid dis-
proportionate share hospital (DSH) program.
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CONCLUSION
A careful examination of the history and current status of community
health centers reveals both inspiring success stories and opportunities
for future improvement. Both the projected conclusion of the expansion
initiative and the reauthorization of the health center program are slated
for FY 2006—in some respects distant on the legislative calendar, in
other respects fast approaching. The reliance on the health care safety
net by tens of millions of Americans demands a continuing policy focus
on the health center grant program. The impact of increasing invest-
ments in health centers on access to care and the relationship between
health centers and other safety net programs merit ongoing attention
and evaluation.
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H1B status. Requests for visa conversion from J-1 to H1B by federal IGAs, but not state
Conrad 30 requests, are subject to the cap. This has limited DHHS’s ability to facilitate
placing foreign physicians in community health centers.

54. HRSA staff, e-mail communication with author, August 24, 2004.

55. John F. Hoadley, Laurie E. Felland, and Andrea B. Staiti, “Federal Aid Strengthens Health
Care Safety Net: The Strong Get Stronger,” Center for Studying Health System Change, Issue
Brief 80, April 2004; accessed June 16, 2004 at www.hschange.org/CONTENT/669/669.pdf.
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Grant Total Change Uninsured Total
Money in Grant  Users  Encounters

STATE  (% Change)   Money ($) (% Change) (% Change)

Alaska 340 17,983,377 165 209

North Dakota 139 1,342,795 13 21

Montana 107 5,560,372 31 33

South Dakota 80 3,283,647 19 44

Delaware 68 1,402,867 97 53

Oklahoma 62 3,962,169 10 50

Vermont 61 1,106,719 48 78

Nebraska 58 1,426,084 76 18

Illinois 57 20,625,802 47 42

California 55 45,033,256 32 36

West Virginia 54 8,193,128 48 15

South Carolina 49 12,254,060 43 38

Connecticut 49 5,263,390 -5 18

Arizona 48 8,978,324 21 29

Utah 47 2,937,028 28 27

Rhode Island 43 2,703,442 1 16

Oregon 41 6,244,017 18 40

Iowa 41 3,635,328 1 20

Kansas 40 1,774,973 6 19

New Mexico 40 7,894,063 13 5

Hawaii 39 2,421,679 25 28

Massachusetts 36 9,164,117 43 17

Virginia 35 6,002,668 14 11

New York 35 22,298,290 9 24

Michigan 35 9,004,704 28 21

Appendix– continued

APPENDIX
Comparison of State Level Health Center Grantee Data for

Calendar Years 2001–2003
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Source: Compiled from UDS, State Rollup Reports from “Calendar Year 2003 Data.”

APPENDIX (continued)
Comparison of State Level Health Center Grantee Data

*No 2003 UDS data available to calculate change.

Grant Total Change Uninsured Total
Money in Grant  Users  Encounters

STATE  (% Change) Money ($) (% Change) (% Change)

Colorado 34 10,862,868 3 30

Kentucky 33 4,892,223 8 17

Wyoming 31 526,356 29 25

Maryland 31 4,142,050 14 32

North Carolina 31 7,898,656 30 22

Indiana 31 2,937,116 25 7

Georgia 31 6,984,011 14 15

New Jersey 31 5,607,821 19 17

Missouri 29 7,870,009 9 13

Idaho 27 2,263,038 21 10

Arkansas 26 3,804,604 5 8

Minnesota 25 2,901,668 19 43

Pennsylvania 23 8,137,922 1 17

New Hampshire 23 796,667 33 24

Tennessee 22 4,457,334 20 15

Alabama 22 5,867,392 31 19

Washington 18 5,581,848 21 22

Florida 17 10,246,657 24 21

Texas 16 9,911,829 22 29

Louisiana 13 1,722,392 2 7

Ohio 12 3,803,375 1 5

Maine 8 475,155 -10 8

Wisconsin 8 991,192 23 1

Mississippi 7 2,110,448 6 11

District of Columbia * * * *
Nevada * * * *
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Excerpt from “The Surgeon General’s Call to Action on Global Health 2006” U.S Department of Health and Human 
Services: Office of the Surgeon General (Draft: May 19. 2006) | For full article see appendix 

 
 

Christopher Black, 
 

What is Global Health and Why Does it Matter? 

Global health is the health of populations –of humanity at large 

 It is ensuring health and safety millions of people at a time, just as family doctors care for one patient at 
a time.  The Institute of Medicine (IOM), part of the U.S. National Academy of Science has defined global 
health as referring to ‘health problems, issues, and concerns that transcend national boundaries, may be 
influenced by circumstances or experiences in other countries, and are best addressed by cooperative 
actions and solutions.’ 

Global health is about recognizing that the health problems seen around the globe are also seen in our 
own backyards.  Global health problems need to be directly faced, not only for purely selfish reasons, 
but because humanity will be better-off because of it.  We cannot overstate the reality that problems in 
remote parts of the globe can no longer be ignored.  Diseases that Americans once read about as 
affecting people in regions of the world that most of us would never visit are now capable of reaching us 
directly.  The hunger, disease, and death resulting from poor food and nutrition create social and 
political instability in many nations, and that instability may spread to other nations as people migrate to 
survive.  The environmental conditions that poison our water and contaminate our air are not contained 
within national boundaries, but float on winds and waves to not-so-distant places.  Failing to address 
global health issues outside our national border will only make the problems that much more 
challenging when they enter our country.  

Global health is of fundamental moral, practical, and strategic importance to not only populations 
abroad, but to Americans as well. 

• Caring about the health of others is a moral value shared by people of all cultures and religions.  All 
societies, cultures, and religions value human life.  All people harbor compassion that drives us to help 
those who are suffering or in need.  We believe that to allow suffering to continue is inhumane 
 

• Caring about the health of others is also of practical significance because of the interconnectedness of the 
world and the ability of disease to spread rapidly across borders.  Global health grasps that viruses, 
bacteria, and parasites can cross all borders –so to fight against them must do the same 

 
• Caring about the health of others is of strategic 

significance since health diplomacy, or working with 
other nations on shared health goals, promotes 
international cooperation, is critical to the long-term 
health and security of the American people.  It is the way 
to protect, promote, and advance the health and safety 
of the nation.  Health diplomacy also acknowledges that 
poor health contributes to political and economic 
instability, two factors that threaten world peace. 
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The Role of Primary Care Within Global Health:  
 

Primary  health  care was  put  forward  thirty  years  ago  
as  a  set  of  values, principles and approaches aimed at  
raising  the  level of health  in deprived populations. In all 
countries, it offered a way to improve fairness in access to 
health care and efficiency in the way resources were 
used. Primary health care  embraced  a  holistic  view  of  
health  that went well  beyond  a  narrow medical model. 
It recognized that many root causes of ill health and 
disease lie beyond the control of the health sector and 
thus must be tackled through a broad whole-of-society 
approach. Doing so would meet several objectives: better  
health,  less  disease,  greater  equity,  and  vast  
improvements  in  the performance of health systems.  
 
Today,  health  systems,  even  in  the most  developed  
countries,  are  falling short of  these objectives. Although 
remarkable strides have been made to improve health, 
combat disease and lengthen life spans, people 
worldwide are dissatisfied with existing health systems. 
One of the greatest worries is about the cost of health 
care. This is a realistic concern since 100 million people 
fall into poverty each year paying for health care. Millions 
more are unable to access any health care.  
 
The source of the problem is that health systems and 
health development agendas have evolved into a 
patchwork of components. This is evident in the excessive 
specialization in rich countries and donor-driven, single 
disease-focused programmes in poor ones. A vast 
proportion of resources are spent on curative services, 
neglecting prevention and health promotion that could 
cut 70% of global disease burden.  In short, health 
systems are unfair, disjointed, inefficient and less 
effective than they could be. Moreover, without 
substantial reorienting, today’s struggling health systems 
are likely to be overwhelmed by the growing challenges of 
aging populations, pandemics of chronic diseases, new 
emerging diseases such as SARS, and the impacts of 
climate change.  

“Rather than improving their response capacity and 
anticipating new challenges, health systems seem to be 
drifting from one short-term priority to another, 
increasingly fragmented and without a clear sense of 
direction,” says World Health Report 2008 entitled 
Primary Health Care – Now More Than Ever.  With  the  
publication  of  the  report  on  14  October, WHO  hopes  
to  start  a global conversation on the effectiveness of 
primary health care as a way of reorienting national 
health systems. WHO Director-General, Margaret Chan, 
wrote  in  a  recent  editorial  in  the  journal  The  Lancet:  
“Above  all,  primary health  care  offer(s)  a way  to  
organize  the  full  range  of  health  care,  from 
households to hospitals, with prevention equally 
important as cure, and with resources invested rationally 
in the different levels of care.” 
 
Actually, WHO hopes to revive the conversation. Primary 
health care was officially launched in 1978, when WHO 
member states signed the Alma Ata Declaration. That was 
30 years ago. A few countries pursued the ideal. But, says 
Dr Chan: “The approach was almost immediately 
misunderstood.” 
 
Primary health care was misconstrued as poor care for 
poor people. It was also seen as having an exclusive focus 
on first-level care. Some dismissed it as utopian and 
others thought it a threat to the medical establishment.  
In the World Health Report, WHO proposes that countries 
make health system and health development decisions 
guided by four broad, interlinked policy directions. These 
four represent core primary health care principles. 
Universal coverage:  For fair and efficient systems, all 
people must have access to health care according to need 
and regardless of ability to pay. If they do not have access, 
health inequities produce decades of differences in life 
expectancies not only between countries but within 
countries. These inequities raise risks, especially of 
disease outbreaks, for all.  Providing coverage  to  all  is  a  
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financial  challenge,  but  most  systems  now  rely  on out-
of-pocket  payments  which  is  the  least  fair  and  
effective  method. WHO recommends financial pooling 
and pre-payment, such as insurance schemes.  Brazil 
began working towards universal coverage in 1988 and 
now reaches 70% of its population.  
 
People-centered services: Health systems can be 
reoriented to better respond to people’s needs through 
delivery points embedded in communities. The Islamic 
Republic of  Iran’s 17 000 “health houses” each serve 
about 1500 people and are  responsible  for a sharp drop  
in mortality over  the  last  two decades, with life 
expectancy increasing to 71 years in 2006 from 63 years in 
1990. New Zealand’s Primary Health Care Strategy, 
launched in 2001, has as part of its core strategy an 
emphasis on prevention and management of chronic 
diseases. Cuba’s “polyclinics” have helped give Cubans 
one of the longest life expectancies (78 years) of any 
developing country in the world. Brazil’s Family Health 
Programme provides quality care to families in their 
homes, at clinics and in hospitals.  
 
Healthy Public Policies: Biology alone does not explain 
many gaps in longevity, such as the 27-year difference in 
Glasgow’s rich and poor neighborhoods. In fact, much of 
what impacts health broadly lies outside the influence of 
the health sector. Ministries of trade, environment, 
education and others all have their impact on health, and 
yet little attention is generally paid to decisions in these 
ministries that have health impacts. WHO believes they 
should all be part of deliberations and that a “health in all 
policies” approach needs to be integrated broadly 
throughout governments. This will  require a  shift  in  
political  calculations  since  some  of  the  greatest  health  
impacts can  be  achieved  through  early  childhood  
development  programmes  and education  of women,  
but  those  benefits  are  unlikely  to  be  seen  during  a 
single politician’s term or terms in office. 
 

Leadership:  Existing health systems will not naturally 
gravitate towards more fair, efficient (those that work 
better) and effective (those that achieve their goals) 
models. So, rather than command and control, leadership 
has to negotiate and steer.  All components of society – 
including those not traditionally involved in health – have 
to be engaged, including civil society, the private sector, 
communities and the business sector. Health leaders need 
to ensure that vulnerable groups have a platform to 
express their needs and that these pleas are heeded. 
There is enormous potential to be tapped. In half of the 
world’s countries, health issues are the greatest personal 
concern for a third of the population. Wise leadership 
requires knowledge of what works. Yet health systems 
research is an area that is often severely under funded. In 
the United States of America, for example, health systems 
research claims only 0.1% of the nation’s health budget 
expenditure. Yet research is needed to generate the best 
evidence as a basis for health decision.  By aiming at these 
four primary health care goals, national health systems 
can become more coherent, more efficient, more fair and 
vastly more effective. 
 
Progress is possible, in all countries.  Now, more than 
ever, there are opportunities to start changing health 
systems towards primary health care in all countries.  The  
challenges  are  different  for  countries  with  different 
income  levels,  but  there  are  commonalities. There  is 
more money  being spent  on  health  than  ever  before  
and more  knowledge  to  address  global health  
challenges,  including better medical  technology. There is 
also now recognition that threats and opportunities in 
health are shared across the world. Aid is important for 
some countries, but the vast majority of health spending 
comes from domestic sources. Even today, in Africa, 70% 
of all resources for health come from domestic funds. 
Thus most countries have the  ability  to  start moving  
towards  and  enjoying  the  benefits  of  primary health 
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Abstract 
 
Objectives: To explore the use of dirctly financed, publicly supported community health clinics in 

countries with national health insurance. 

Methods: A literature search for studies of community health center services in nations with 

national health insurance. 

Results: Most countries with national health insurance make use of community health clinics 

organized and staffed in a manner similar to the U.S. community health centers program in order 

to achieve population health goals, correct problems related to the maldistribution of health 

resources, and ensure that isolated populations receive care. 

Conclusions: Health centers remain a basic element of the health system even in countries with 

national health insurance. While they cannot substitute for  insurance coverage publicly supported 

health centers should be viewed as part of any overall national health policy. 
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Introduction 
 

The original policy architects of the Medicare and Medicaid programs understood that 

even with expanded health coverage, large numbers of individuals living in medically underserved 

communities would continue to face significant barriers to healthcare.  To address these concerns, 

the Johnson Administration in 1965 launched a demonstration program to establish Community 

Health Centers (CHCs) in urban and rural communities with significant health care underservice.   

The purpose of the program was to bring “both newly-insured low income people and those who 

remained uninsured into the health care system, educating patients on how to gain access to and 

utilize care” (Hawkins et al, 1997).  The program was also viewed as a means for addressing the 

range of medical and health problems associated with deep impoverishment and isolation. Officials 

anticipated that by providing care in strategic locations with extended office hours, and by 

offering patient support services such as transportation and translation, heath centers would 

improve access to care and health outcomes.    

 

 Following its initial successes, documented in numerous studies of health center impact 

and effectiveness, the program was codified in law in 1975 as part of the Public Health Service 

Act.  By 2000, the program operated clinical sites in more than 3,000 urban and rural medically 

underserved communities.  Federal appropriations for FY 2001 stand at $1.169 billion, and health 

centers currently serve over 12 million patients, 40 percent of whom are completely uninsured and 

virtually all of whom have low family incomes. 
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The high number of uninsured Americans (in 1999 the number of uninsured stood at more 

than 42 million persons) (U.S. Census Bureau, 2000) makes the need for a program such as health 

centers relatively obvious, particularly in a highly competitive health care climate in which 

financial pressures have had a documented impact on the availability of uncompensated and 

charitable care (Institute of Medicine [IOM], 2000).  At the same time, a question that has been 

posed with some frequency in a variety of policy settings is whether programs such as health 

centers and other safety net providers (such as public health agencies and clinics) would be 

necessary  for insured populations, particularly under a universal health insurance scheme in which 

the types of differentials in access that are associated with a separate public insurance program 

such as Medicaid are minimized.   While this question may seem somewhat academic in the 

current environment, it is a significant one that merits consideration. Were the prevailing judgment 

to be that universal coverage would obviate the need for health centers and similar programs, then 

a powerful argument could be made that even the limited incremental federal health insurance 

reforms for children and families enacted over the past decade1 would have substantially reduced 

the need for increased direct operating subsidies for publicly assisted health care providers, on the 

assumption that individuals who gain coverage would move into private sector care settings, 

leaving those providers  with additional capacity within current budget levels to care for the 

remaining uninsured.2  Indeed, this critical tension can be seen in modern literature on the subject 

of health centers and other safety net providers (IOM, 2000). 

 

                                                        
1Kaiser Family Foundation, 1999. 
2 Of course, this assumption at least implicitly reflects a belief that the new coverage would be permanent and thus 
would support a permanent alteration of health care utilization patterns.  In fact, however, studies of coverage under 
Medicaid and its companion, the State Children’s Health Insurance Program, suggest that coverage tends to be episodic 
and unstable with lapses in eligibility resulting from problems in program  administration and even slight changes in 
family income (See, e.g., Kaiser Commission, 2000).  



 

 

6

6

To better understand the role of health centers and similar programs in an environment of 

expanded coverage, the National Association of Community Health Centers, in collaboration with 

the George Washington University School of Public Health and Health Services, undertook a 

review of the literature during the spring and summer of 2000 that was designed to examine the 

role of health centers in countries with national health insurance systems.  The results of this 

literature review suggest that even countries with advanced health insurance schemes continue to 

provide direct and ongoing support for clinical health services in high need communities, as a 

component of their overall national health policies.  Most countries with national health insurance 

maintain programs of directly supported community clinical service providers that appear to deal 

with the same types of needs and system limitations as those addressed by publicly assisted clinics 

in the U.S. The continued existence of such a clinical scheme is an indication of the inevitable 

limits of market power under even the broadest national health insurance scheme.   The literature 

also suggests that even full national health insurance appears to have a lesser impact for certain 

patients and communities and that the use of a primary health delivery system that is tailored to 

addressing these issues can help close remaining health status and access gaps that transcend the 

financial and organizational impact of even the broadest national health insurance scheme.  

 

This paper presents findings from our literature review and concludes with an assessment 

of the major policy issues that would arise in the reconfiguration of the U.S. health centers 

program were public policy makers to pursue significant health insurance expansions.  

 

Methods 

 



 

 

7

7

 An extensive review of the literature on health centers in countries with national health 

insurance was undertaken. Results yielded a series of relevant documents, predominantly 

published under the auspices of the World Health Organization (WHO).  

 

The WHO defines community health centers as frontline institutions that engage in the 

identification of community health needs, and the provision of medical care and prevention 

activities (WHO, 1994).  The WHO has organized conferences and forums to discuss the role of 

health centers in different countries and has created Study Groups to examine experiences of 

different health center systems and make policy recommendations related to the needs of nations 

(WHO Forum, 1998; WHO, 1994).  The WHO also has published literature on the role of health 

centers in urban areas and in district health care systems (WHO, 1997; WHO, 1992). 

 

Community health centers are generally discussed in the literature irrespective of whether 

or not they operate in countries with or without national health insurance.  To that end we 

identified 11 nations whose economies resemble those of the U.S. and that, according to studies 

of national health insurance, maintain universal, or near-universal, coverage systems.  We then 

reviewed the literature on the extent to which these countries maintain programs of health centers 

for which they provide direct operating support3. 

 

Findings 

 

                                                        
3 Limited reference to the use of community health centers in both South Korea and South Africa was also found in 
the literature; however, these countries were omitted from this review becasue of differences in those nations' health 
systems or general economies. 
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Use of health centers by countries with national health insurance  

 

 Table 1 displays findings regarding the use of health centers in countries with national 

health insurance that were selected for review.  Among the 11 countries that were identified as 

candidate nations, 9 appear to concurrently maintain health center-style programs of direct service 

delivery supported with direct revenue allocations as well as other sources of income.  

 

Community health services and community medicine have a particularly long history in the 

United Kingdom.  The historic so-called Peckham experiment, conducted in the UK at the Pioneer 

Health Center between 1935 and 1950, produced findings on health care access and positive 

health outcomes that, while decades old, remain part of the policy framework for health care in 

that nation (Pepper, 1998).  

 

 

 Use of Health Centers in Countries with National Health Insurance 

Country Evidence of Direct Support for Health Centers 

United Kingdom Yes 

Canada Yes 

Spain Yes 

Australia Yes 

New Zealand Yes 

Sweden Yes 

Finland Yes 
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Switzerland Yes (limited) 

Japan Yes 

France No 

Germany No 

 

We could find no evidence in the literature that either France or Germany maintained a 

formal program of community health centers as a matter of national health policy.  However, at 

least one analysis has identified the lack of such a program as a factor underlying the nation’s 

inability to adequately address the health needs of populations, such as refugees, that may be 

marginalized by the general health care system. (Gardemann et al, 1998).   

 

In Scandinavian countries, although health care services are very evenly distributed, health 

centers are viewed as efficient ways to provide primary care for a variety of reasons, including 

geographic accessibility and a more holistic approach to primary care ( Hansagi, 1993; Marklund, 

1989).  In England, health centers provide the central means by which a community defines its 

own health needs, considers how those needs can be met and decides collectively on priorities of 

action (McNaught, 1991).  In Finland, health centers are principally responsible for the 

organization of local primary, secondary, and tertiary healthcare services (Vehvilainen, 1999).  In 

Canada, following that nation's health care reform, community health centers were given lead 

responsibility for home care, postoperative care, post-hospital follow-up and other tasks, and are 

credited with carrying out all of the vaccination campaigns and 90% of home care today (Blair, 

1999).  In Spain, the competence of health center professionals and their impact on health 

outcomes were recently identified as among their strongest points, giving the public care model an 
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advantage over the private one (Rodriguez PMA et al, 1999).  In Australia, health centers are 

more likely than private physicians to report involvement in group health promotion activity and 

broader community development initiatives (Baum et al, 1998).  In New Zealand, researchers 

have found that taking health care into communities both enhances the wellness of the population 

and positively enhances the experience of place for local residents (Kearns, 1991). 

 

Strategic use of health center programs 

 

 The literature indicates that even in countries with national health insurance schemes, 

community health centers are viewed as one of the most important health agencies to work with 

populations such as the urban poor, the homeless, the disabled, alcoholics, and drug addicts.  In 

some countries, such as Australia and Canada, health centers also play an important role in the 

provision of family planning and maternal and child health care (Broom, 1997; Blair, 1999). 

 

Countries with national health insurance tend to have a  well developed and widespread 

network of health centers that are part of community (frequently referred to as district) health 

systems (WHO, 1997; McNaught, 1991; Vehvilainen, 1990).  This is consistent with the  trend 

toward decentralization within many national health systems (Kahssay, 1998; WHO, 1997).   

Because they shape their services on a community-wide rather than individual patient basis, health 

centers are viewed as more efficient in the administration of health promotion and disease 

prevention activities (Rodriguez PMA et al, 1999; Baum et al, 1998; Ejlertsson et al, 1985).  
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Several studies suggest that community health centers  are typically designed to serve 

targeted populations that have unique and special health needs, such as the homeless, the disabled, 

the elderly, the mentally ill, persons with substance abuse-related health problems and other 

individuals whom health professionals in private practice either may resist serving or be not 

sufficiently experienced in the care of particularly high health risk populations to serve adequately 

(Power et al, 1999; Lanz et al, 1996; WHO, 1992; McNaught, 1991; Snowdon, 1987).  Indeed, 

the literature suggests that it is both accepted and customary for private phsycians to formally 

refer certain classes of patients to health centers (Blair, 1999). 

  

The literature also suggests that health centers are used to provide access to basic health 

care to populations that are not considered citizens of the specific country they reside in, and  thus 

are ineligible for the health insurance schemes made available to the rest of the population (WHO, 

1992).   In addition, several studies indicate that health centers play an important role in health 

systems for culturally distinct population sub-groups, such as aboriginal populations,  whose 

health care traditions differ from the rest of the country  and whose health needs and preferences 

require specific customization of medical care (Kent, 1999; Mackenzie, 1999; Wakerman et al, 

1998; Kearns, 1991). 

 

Specific organizational and functional dimensions of health centers 

 

The literature indicates that, as in the U.S.,  health centers tend to be structured in certain 

distinct ways.   In some countries health center staff function on a medical team basis in order to 

make services more comprehensive and resposive to community-wide issues rather than simply 
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the needs of individual patients (Blair, 1999; Kahssay, 1998; WHO, 1997).   Emphasis is placed 

on integrated medical records in order to promote continuity of care and as a means of supporting 

multidisciplinary teams (Rodriguez PMA et al, 1999; Ejlersson et al, 1985).  

 

The literature also suggests that a specific purpose of health centers is to link health care 

with social services and to provide a single location for the provision of a broad range of  

interventions that transcend traditional medical care and that reach into the worlds of nutrition, 

social services, educational services, recreation, and other interventions that promote overall 

health rather than simply diagnosing and treating disease (Kahssay, 1998; WHO, 1997; 

McNaught, 1991).  Studies indicate that health centers can take on a social function as a place 

where people meet and that they promote dialogue on community health issues that cut across 

multiple sectors (Pepper, 1998; Campbell Forester, 1998; Lennie et al, 1990). 

 

Studies suggest that increasing community involvement in decision making around health 

and health care is a specific aspect of the work of health centers in other countries.  Health centers 

are used to generate participation by all segments of a community in public policy questions 

related to the nature and structure of the health system. In addition, health centers in some other 

countries play an important role in promoting access among underserved populations to emerging 

health care research that otherwise might elude populations whose status and health needs might 

be perceived as placing them beyond the reach of emerging therapies.  For example, in South 

Africa, mobile health teams are directly linked to academic health centers and district decision-

makers, while in Sweden, nearly one-third of all health centers participate in ongoing research 
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projects in the fields of epidemiology, preventive medicine and health services research (Tolman, 

1998; Haglund, 1985). 

 

Challenges facing Health Centers 

 

Notwithstanding the acceptance of community health centers in countries with national 

health insurance schemes, health centers throughout the world share similar difficulties.  The most 

important one appears to be a constant lack of financial resources (Blair, 1999; Kahssay, 1998; 

WHO, 1997).  This funding shortage shows up in two respects. First, studies suggest that, as is 

the case in the U.S., 4 the number of health centers is inadequate to meet the basic needs for which 

health centers are used.    

 

Second, in view of the expanded health needs of health center patients, centers frequently 

report that their current funding levels are inadequate to provide the level of services (both 

medical and health and health-related) that their patients require, even in a national health 

insurance environment.  This is particularly true in the case of those patients whose status may 

disqualify them from eligibility under the country’s national health scheme (e.g., immigrant 

populations). 

A third issue facing health centers is retention of staff.  As is the case in the U.S., health 

centers in many countries see the poorest and sickest patients. As a result staff frequently feel 

                                                        
4 One  study that used medical underservice formulas to calculate the number of health centers in the U.S. in relation 
to need found that at the funding levels in place at the time, health centers were able to serve only 15 percent of all 
persons in the U.S. at risk for medical underservice (Hawkins et al,  1993). Since that time funding levels have 
increased, but in real dollar terms, current  health center grant funding levels stand at the same point at which the 
program was funded 20 years ago (Rosenbaum et al,  2000)  
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overworked and subject to high levels of stress.  Moreover, the demanding nature of the care and 

relatively low pay makes retention of physicians and other clinical professionals difficult (Blair, 

1999; WHO, 1997; Aoyama, 1996). 

 

A fourth problem that is evident in the literature -- and again, one that is not uncommon in 

the U.S. -- is  the limited understanding among the general public (and often among policy 

makers) of the role of community health centers in the health system, and inadequate cooperation 

from local and central governments.  The literature suggests that health officials view this lack of 

political support at the community level as one of the signficant causes of the under-financing of 

health centers (Blair, 1999; WHO, 1997).   

 

 Implications and Conclusion 

 

In the U.S., where the number of uninsured persons remains extremely high, health centers 

are widely viewed as an efficient means of underwriting the cost of basic health care for an 

uninsured population. Although there is extensive literature on health centers’ impact on health 

care access and health outcomes among lower income and vulnerable populations generally, the 

primary focus of American policy makers is on the role of health centers as a form of health care 

financing support for the uninsured.  Consequently, less attention has been given to their impact 

on health care access and quality, which, in a context of health services research, is a separate 

matter.   
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As a result of this emphasis on the financial underwriting role of health centers, a 

somewhat strange dynamic has developed in public policy debates in the U.S.  On the one hand, 

proponents of national health insurance frequently tend to perceive programs such as public 

clinics and hospitals as undermining, rather than enhancing a national health reform effort because 

as a source of financial support for the uninsured, they may diminish policy makers’ perceptions 

of the importance of a national health scheme.  Ironically, those who work at or advocate for 

health centers or similar entities in the U.S. have historically been among the strongest proponents 

for insurance coverage expansions.  Persons who see the struggle to secure adequate health care 

for uninsured persons are, if anything, particularly aware of the inability of modest grant-based 

funding to make more than the most limited incursions into financial barriers, particularly with 

respect to inpatient and specialty care, which are utterly beyond the financial capabilities of even 

the largest health centers.  For proponents of health centers, improved health insurance remains a 

primary, not a secondary, U.S. policy goal. 

 

At the other end of the spectrum in the national health policy debate are representatives of 

some (but by no means all) organizations representing private practitioners and health care 

institutions, as well as advocates of market remedies to social problems. These two groups, for 

different but related reasons, perceive health centers as no longer necessary in a world of 

expanded health coverage.   Both groups tend to see health insurance as a complete correction for 

diminished access, because their analysis of the problem identifies financial barriers as the sole 

impediment to care.   In addition, of course, professional societies with a natural interest in the 

economic opportunities of health care, do not want to lose insured business to competitors 

whenever they can avoid it.  
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Furthermore, certain health professionals view continued support for health centers and 

similar entities as a professional issue, since the existence of this alternative approach to the 

organization and delivery of medical care can be understood as an admission of the weaknesses of 

“mainstream medicine” in the case of populations whose health status, place of residence, cultural 

identity, and other attributes, place them outside the “norm” as defined by organized medical 

societies.  The history of the U.S. health centers program is replete with examples from the field 

of organized professional opposition to health centers.  Moreover, the literature on the existence 

of these programs in countries with national health insurance constitutes a powerful reminder of 

the fact that these problems do not disappear under national health insurance. They are the 

product of the human frailties that produce exclusionary and discriminatory attitudes and conduct 

and are not a function of money alone.  One need look no further than the history of racial 

segregation in health care in the U.S., as well as a multitude of studies of racial disparities in 

health care within insured populations in the modern health system, to understand why insurance 

alone is not the cure. 

 

The studies identified in this literature review underscore the ongoing need for health 

centers and similar programs, not as diversions from but as a means of enhancing and securing the 

promises of, a national health insurance scheme.  To be sure, the expansion of insurance raises 

significant budgetary and practical issues for the operation of health centers that would merit 

resolution.  Do higher levels of third party coverage diminish the need for direct operational 

subsidies for the uninsured? Should these funds remain for reinvestment in uninsured services or 

investment in additional communities with inadequate sources of care? How does the role of 
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publicly supported health care providers change in the context of expanded insurance coverage? 

Can these providers take on additional responsibilities that enhance access and health status and 

that would have been impossible in the absence of improved coverage (for example, closer 

collaboration with health professionals in private practice settings)?  These are all legitimate and 

necessary questions that would arise in the context of insurance expansion.  Yet none of them 

suggests that there is no need for health centers and similar providers – only an evolving role in a 

changing health system. 

 

Producing a well functioning – and more importantly, perhaps, a just – health system goes 

beyond the extension of insurance coverage.   The development and operation of primary health 

clinics – even high quality programs – can never substitute for comprehensive coverage and 

should not be put forth as a substitute.   At the same time,  the studies examined in this synthesis 

underscore the continued role of publicly supported programs, even in nations with universal 

health coverage, an indication of the fact that health care financing alone is a critical, but not the 

only, determinant of health care access.  
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[SECTION 3: CURRENT INTERNATIONAL ENGAGEMENTS] Health Centers Working  Abroad 

 

[3] CURRENT INTERNATIONAL ENGAGEMENTS: 

There are many different types of 
opportunities when working abroad. They 
can be very short term or involve medium 
to long term contracts. They can range 
from urgent responses to humanitarian 
emergencies to planned appointments 
advising on health service development or 
on specific programs.  They can even 
involve into long-term commitments of 
setting up “look-alike” health centers 
abroad. 

NACHC has identified a number of health 
centers working abroad, though this list 
of health centers is likely incomplete. At the time of this publication at least 13 health centers are 
currently working abroad, and many more have expressed interest in becoming involved in some 
type of international work. The 13 centers currently operating abroad are working with at least ten 
different countries including: Cape Verde, Cuba, the Dominican Republic, Honduras, Hungary, Israel, 
Jamaica, Mexico, Swaziland, and Ukraine. 

The global activities of these health centers include 1) providing resources, 2) global exchanges of 
training/technical assistance and information, and 3) creating sustainable health centers in other 
countries. These three categories are fluid and may not be complete. Some health center leaders 
are involved in all of these categories while some are focusing on just one. Every center’s 
experience is different but many of the gains are the same. Within these categories of activities is 
an essential common element – partnerships. Several health centers have begun working globally 
with foreign governments and communities, NGOs, academic partners, and other health clinics (see 
“Section 5: Partnership Building Internationally”, for more details on potential partnerships). 

 
 
Included in This Section: 
  

• 3.1 –Current  List of Health Centers Working Abroad 

• 3.2 –Activities of Health Centers Currently Working Abroad 

• 3.3 –WHO Primary Care in Action: Country Profiles 



Current International Engagements: Current List of 
Health Centers Working Abroad 

3.1 

 

 Current List of Health Centers Working Abroad 
 (Last Updated August 2009) 

 
 
 

1. Alan Goldsmith, CEO 
Jewish Renaissance Medical Center  
Perth Amboy, NJ 
Country of focus: Cuba, Hungary, Israel, Ukraine, 
Dominican Republic, and Jamaica 
International Work: Participating in several medical 
missions.   Goldsmith is also a Goodwill Ambassador 
for the United Nations.   
 

2. Anne Nolon, CEO 
Hudson River Health Care 
Hundson Valley, NY 
Country of Focus: Mexico 
International Work: Partnering with a health 
department in Oaxaca, Mexico.  
 
 

3. Ed Hendrikson, Director of Environmental Health 
Salud Family Health Center 
Estes Park, CO 
Country of Focus: Mexico, Central America, and 
Swaziland 
International Work: Partnering with the Secretaria 
and the University of Guanajuato, Mexico. 
Hendrickson is also a UN ambassador.  

4. Maria Montanaro, CEO 
Thundermist Health Center 
West Warrick, RI 
Country of focus: Honduras 
International Work: Partnering with Shoulder to 
Shoulder 
 

5. Doug Smith, CEO 
Greene County Health Care 
Walstonburg, NC 
Country of focus: Iraq 
International Work: Host site for visiting Iraqi 
professionals.  

6. Harry Foster, CEO 
Family HealthCare Network 
Porterville, CA 
Country of focus: Central America, South America, 
and Southeast Asia 
International Work:  They have been working very 
closely with the populations they serve in their home 
countries. Foster is also the board chair for the 
NCFH. 
 

7. Neal R. Gorman, Director of Public Relations 
Lutheran HealthCare 
Brooklyn, NY 
Country of focus: Honduras 
International Work: Arranging medical missions and 
resources allocation.  

8. Paula Gomez, CEO 
Brownsville Community Health Clinic 
Brownsville, TX 
Country of focus: Mexico 
International Work: Partnering with the government 
of Mexico  

9. Tim Comeaux, Assistant Director of Social Services 
Brockton Neighborhood Health Center 
Brockton, MA 
Country of focus: Cape Verde and Haiti 
International Work: Coordinating medical missions, 
government partnerships, and recourse allocation.  

10. Leto Quarles, Clinical Medical Director 
Clinica Campesina Family Health Services - 
Thornton Clinic 
Layfayette, CO 
Country of Focus: Mexico 
International Work: Building Connections with 
medical students at the University of Colima, and 
creating partnerships with a clinic in Colima 

 

http://quickview.nachc.com/search/company.asp?company_name=Brownsville+Community+Health+Clinic&co_id=300155�


Current International Engagements: Activities of Health 
Centers Currently Working Abroad 3.2 

 

Activities of Health Centers Currently Working Abroad... a few examples 

 

 Improving the Health of Farmworkers 

MEXICO 
 

• A number of health centers have been working to establish international working relationships 
with other nations that yield high numbers of migrant farmworkers.  Health centers have 
specifically been working with the Mexican government since 1962 to create bi-national projects 
that involve sharing culturally competent educational resources, staff exchanges, and 
collaborating with clinics in Mexico. 
 

• Currently working in Oaxaca, Mexico, one health center has truly redefined the geographic limits 
of farmworker outreach by working directly with the Mexican Federal government and several 
Mexican state health departments.  The health center has partnered with a health department 
in Oaxaca, Mexico in response to the discovery of a large underground migrant population in its 
service area originating from Oaxaca. The health center signed an agreement with the Oaxacan 
Secretary of Health to collaborate in any way possible. 
 

 
 Sharing the US Community Health Center Model 

 
HONDURAS 
  

• A Rhode Island health center has partnered with Shoulder to Shoulder and their sister 
organization, Hombro a Hombro, to address the health issues and social needs of isolated 
communities in poor regions of Honduras. In just over six years, the partnership has successfully 
set up a health center in Honduras caring for over 20,000 patients a year.  The health center is 
organized and directed much like U.S. health centers. Over the years this partnership with the 
Honduras community has grown to include a community center, mental health services, and 
special outreach sites addressing the specific needs of the surrounding community. 

  
 IRAQ 
 
• A health center in North Carolina hosted a delegation of 15 Iraqi physicians and midwives in the 

fall of 2008. They taught them about that Health Center Program and how best to serve high- 
risk populations. 

 
 
 
 
 
 
 



Current International Engagements: Activities of Health 
Centers Currently Working Abroad 3.2 

 
 Reaching out to Similar Populations to form Partnerships 

 
CAPE VERDE 
 

• Another health center began working in Cape Verde in the spring of 2008.  Staff members from 
the health center volunteered to go to Cape Verde to exchange information, meet with doctors 
and government officials to discuss the AIDS epidemic, and establish connections with local 
health clinics. The President of Cape Verde, Pedro Pires, has in turn visited the health center in 
the U.S. and formal partnerships are being established. This health center has a particularly 
large Cape Verdean population, so all community members are excited. 

 
MEXICO 

 
• One health center with a high Mexican patient population is working with a nearby university’s 

Center for Global Health in establishing a relationship with medical students at the University of 
Colima in Mexico.  The intention of the health center is to collaborate with the medical students 
at the University of Colima in helping to educate them in best practices for community health.  
Eventually, the health center is hoping to establish a residency exchange where U.S residents 
would be able to spend a rotation at a health center in Colima, while Mexican medical students 
spend a rotation at the health center in the U.S. 

 
 Connecting with Foreign Government Partners Across the Globe 

 
GLOBAL 
 

• A New Jersey health center created a foundation to support their global missions. Their 
providers are participating in medical missions all over the globe, not just in developing 
countries.  The missions are based on invitations by foreign governments. Additionally, the 
founder of the foundation has been named the Goodwill Ambassador for the United Nations 
Economic and Social Council (UNESCO). 
 
MEXICO 
 

• A health center in Colorado has partnered with the University of Colorado and Baylor University 
to recommend a shared U.S. and Mexico policy on migrant workers, specifically on HIV/AIDS and 
tuberculosis. The Director of Environmental Health at this health center serves as the North 
American Delegate to the UNAIDS Programme. 

 
 
 
 
 



Current International Engagements: Primary Health 
Care in Action: WHO Country Profiles 3.3 

 

*Source: WHO: http://www.who.int/whr/2008/media_centre/country_profiles/en/index.html 

 
 

Countries Profiled include: 

 Bangladesh 

 Fiji 

 France 

 Madagascar 

 Oman 

 Portugal 

 Thailand 

 The Islamic 
Republic of Iran 

 

Primary Health Care in Action: World Health Organization’s Country Profiles 

The country profiles in this section are taken from the WHO’s 2008 World Health Report: 
Primary Care in Action.  Each country profile provides information on the state of primary 
health care in that country.  These country profiles can be used to better understand current 
international engagements relating to primary care, and to help begin the process of thinking 
about where your health center might go, should it decide to do work abroad. 

 

 

 

 

 

 

 

 

 

 

“This series of articles highlights the diverse country experiences – some positive, some less positive – of 
primary health care.  Some country experiences pre-date the Declaration of Alma-Ata 1978, such as 
France's country doctors and Cuba's neighbourhood clinics. Some, such as Fiji and Madagascar, took 
their inspiration from the Declaration. Others have revitalized their primary health care approach, for 
example New Zealand, with positive results. The series comprises abridged versions of articles published 
in the Bulletin of the World Health Organization in 2008 and texts derived from the World Health Report 
2008.  Figures for gross national product (GNP) per capita are provided in international dollars ($), a 
hypothetical currency that has been developed to enable meaningful comparison between countries. An 
international dollar has the same purchasing power as the US dollar has in the United States of 
America.” 

 –WHO World Health Report 2008: Country Examples Introduction* 

 



Bangladesh centre brings health care to rural 
area
The Gonoshasthya Kendra in Bangladesh has 
made great progress over the past four decades 
in breaking the cycle of poverty and poor health 
through its network of affordable rural health-
care units. 

The centre’s clinics and hospitals provide 
health care in 13 rural districts north-west 
of the capital, Dhaka, to 1.2 million people. 
In Bangladesh, one of the world’s poorest 
countries, about half of the population lives 
below the national poverty line. 

Gonoshasthya (meaning ‘health for the people’) 
Kendra (meaning ‘centre’ in Bengali) really 
lives up to its name. It runs a health insurance 
scheme and families pay a premium according 
to their ability to pay. The centre also runs 
supporting projects, including a medical college, 
agricultural cooperatives, community schools 
and a generic drug-manufacturing plant.

Project serves several districts
Although Bangladesh signed the Declaration 
of Alma-Ata in 1978, which called for the 
implementation of a primary health care 
approach as the key to achieving ‘health for 
all’, little has been done to make this approach 
a significant part of the national health care 
policy, says Gonoshasthya’s founder Dr Zafrullah 
Chowdhury.

While government-run hospitals offer low-
cost medical care, they are often inaccessible, 
crowded, understaffed and lacking medicines, 
he says. “In Bangladesh there are 4000 
[government-run] family and health-care 
centres,” he says, “but they are empty most 
of the time. The doctors come for three to four 
hours a day; a health centre should run 24 
hours a day.”

But at the Gonoshasthya`s hospital in Savar, 
patients are treated by female health workers. 
The women receive six months’ basic training, 
which includes learning how to take and test 
blood, taking urine and stool samples, inserting 
intravenous lines and diagnosing some 
diseases. 

Female health workers overcame doubts
Some elders and other villagers frowned on the 
idea of women talking about family planning 
and offering vaccinations. But in time people 
accepted that women could fulfil these roles 
too, says Beauty Rani De, who heads the health 
workers’ training programme.

Through its community-based approach, she 
says the centre has contributed to the success 
of several national public health campaigns, 
including the provision of oral rehydration salts 
to treat diarrhoeal diseases, family planning and 
immunization.

1Getting health to rural communities in Bangladesh, WHO Bulletin Vol 86: 2 http://www.who.int/bulletin/volumes/86/2/08-010208/en/index.html
2World Health Statistics 2008, Online version: http://www.who.int/whosis/data/Search.jsp  (accessed on 24/09/2008)

This is an abridged version of an article 
published in the Bulletin of the World Health 
Organization in February 2008

1
.

Bangladesh in numbers
2
 

Life expectancy (both sexes, 2006): 63 years
Gross National Product per capita (PPP in international $, 2006): 1230
Per capita total expenditure on health (PPP in international $, 2005): 57
Number of physicians (per 10 000 population, 2005): 3
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Gonoshasthaya Kendra’s City Hospital in Dhaka: an employee working at the reception area where patients register and pay 
fees
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Bangladesh Primary Health Care in Action

Rural health centre provides health care to 1.2 million Bangladeshis•	
Project operates a health insurance scheme and families pay a premium •	
according to their ability to pay 
Female medics overcame doubts to play key role in health•	
Centre runs medical college, agricultural cooperatives, community schools and  •	
a generic drug-manufacturing plant



Fiji’s drive towards primary health care stalled
The Fijian village of Natogadravu is a showcase 
for the well-being primary health care can bring 
with strong leadership and when the community 
gets fully involved.

“The number of people dying has decreased and 
not too many people are sick now compared to 
the olden days,” says Nacanieli Sosenabarar, 
who has witnessed many changes in the village, 
30 kilometres from Fiji’s capital, Suva.

Now in his 60s, he no longer lives in a bamboo 
hut, but a modern house made of iron and 
concrete. He no longer draws his drinking-
water from the potentially polluted nearby river; 
these days it comes from a tap in his house, 
which also has a water-seal flush toilet. 

High hopes for primary health care
These improvements in basic amenities, which 
have helped to improve the health of villagers, 
stem from the enthusiasm with which the village 
embraced primary health care as the means for 
achieving ‘health for all’ back in the late 1970s, 
after Fiji signed up to the 1978 Declaration of 
Alma-Ata.

Fiji sought to overcome its lack of resources 
by galvanizing communities to improve health 
across its 100 or so islands that are today 
inhabited by 844 048 people.

“We have experienced the benefits of primary 
health care and it is important that every 
village in Fiji take primary health care very 
seriously,” Sosenabarari says. “We have had 
the benefits because we have a very effective 
village committee that always works together 
with the people in the village to decide on every 
development.”

But in many other parts of Fiji, the results 
have been less impressive. Promising early 
developments lost momentum in many villages. 
Many initiatives stalled in the 1980s.

Inadequate resources
Dr Jona Senilagakali, who was the country’s 
Permanent Secretary for Health at the time of 
Alma-Ata, blames this stagnation on, among 
other things: poor government policy and a lack 
of central government support to the villages, 
inadequate resources and monitoring from 

central government; and a brain drain that has 
resulted in a shortage of doctors and nurses.

“I think 70–80% of the population has access 
to health services but only 40% has access 
to quality health services. There is no proper 
monitoring of the health standards in the 
communities or villages,” agrees Dr Josaia 
Samuela, Fiji’s National Adviser on Family 
Health. 

He says it is the government’s responsibility 
to act. “The government has to adjust now 
in order to deliver good health to the people 
to a required standard … What is the use of 
having a vision of health for all without providing 
adequate resources?”

1Primary health care: Fiji’s broken dream, WHO Bulletin Vol 86: 3 http://www.who.int/bulletin/volumes/86/3/08-020308/en/index.html - Homepage:  http://www.who.int/bulletin/en/
2World Health Statistics 2008, Online version: http://www.who.int/whosis/data/Search.jsp  (accessed on 24/09/2008)

This is an abridged version of an article 
published in the Bulletin of the World Health 
Organization in March 2008

1
.

Fiji in numbers
2
 

Life expectancy (both sexes, 2006): 69 years
Gross National Product per capita (PPP in international $, 2006): 4450
Per capita total expenditure on health (PPP in international $, 2005): 271
Number of physicians (per 10 000 population, 2005): 5

Jo
hn

et
y 

Je
re

ty

Dr Jona Senilagakali receiving gifts from a Natogadrravu villager
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Fiji Primary Health Care in Action

Fijian village health model shows what primary health care can achieve•	
Inadequate health financing and shortage of health workers hamper Fiji primary •	
health care efforts
70–80% of population has access to health services, but only 40% has access  •	
to quality health services 
Better government policy needed to achieve health for all•	



French rural doctors offer the personal touch
Since the time of King Louis XIV (1638-1715), 
the country doctor has been an integral part of 
French rural life, attending to the basic health 
needs of villagers. 

Country doctors offer the personal, one-to-one 
care that hospitals and specialist clinics cannot. 
Empathy, trust and an intimate knowledge of 
individual case histories – these are their stock 
in trade. 

While the country-doctor tradition goes back 
centuries in France, addressing people’s 
individual health needs – treating the whole 
person, rather than the disease – is a core part 
of the primary health care approach. Treating the 
patient as a whole person means going beyond 
a narrow clinical diagnosis to find the answer to 
the patient’s health problems. That can involve 
discussions of diet and other lifestyle issues or 
health advice on, for example, screening for 
cancer and regular health checks. 

“In medicine, there is on one side, the 
technology, and on the other, the relation 
with the patient.  For me, it is a 50/50  
distribution … A patient that trusts his doctor 
and keeps a positive attitude will heal better,” 
says Dr René Nicolas, the local doctor in the 
village of Genouillac in the central French 
department of Limousin.

Threat to country doctor
Several developments, however, threaten to 
erode the role of the country doctor – a key one 
being the difficulty of recruiting young doctors 
for rural areas due to perceived harder working 
conditions. In central and south–western 
France, in particular, hundreds of practices 
closed between 1996–2001 when the local 
doctor retired. 

Genouillac is a case in point. Five of the seven 
doctors practising in the region are over 50, 
including Nicolas himself. Indeed, the ageing of 
rural doctors is part of a larger challenge for 
policy-makers, that of providing health care for 
an ageing population. Much of Nicolas’s daily 
work involves treating the elderly.

For Dr Guenael Rodier, a French doctor who 
is a programme director at the World Health 
Organization (WHO) in Geneva, the work of the 
country doctor is in danger of being diminished 

by a fear of litigation and by  changed patient 
expectations. “They want the best services, so 
they all want to go to Paris or other bigger cities, 
where they can access larger hospitals,” says 
Rodier.

Adjusting to changes
This supposed diminishing role must be placed 
in the context of a relatively strong French health 
system overall. In a report published in 2000, the 
WHO ranked France’s health care system as one 
of the best in the world. 

In 2006, average life expectancy for women in 
France was 84 years (one of the highest in the 
world) and 77 years for men; and the system 
is constituted to ensure equitable geographical 
coverage and efficient interaction between the 
different sectors (i.e. public and private hospitals, 

1The French country doctor: caring for the sick through the centuries, WHO Bulletin vol 86 (10) http://www.who.int/bulletin/volumes/86/10/en/index.html - Homepage: http://www.who.int/bulletin/en/
2World Health Statistics 2008, Online version: http://www.who.int/whosis/data/Search.jsp  (accessed on 24/09/2008)

private practitioners, medical auxiliaries, the 
pharmaceutical industry).

Nicolas is more positive in his appraisal of the 
country doctor system. The system continues to 
work well, he says, and is facing the challenges 
cited by Rodier by adjusting to modern changes 
while maintaining the personalized service that 
has served patients so well for centuries.

Nicolas welcomes the advent of advanced 
scientific treatments but does not feel threatened 
by their presence. “Before, country doctors felt 
impotent at times, but things have improved,” he 
says.

This is an abridged version of an article published 
in the Bulletin of the World Health Organization in 
October 2008
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Dr René Nicolas checks the blood pressure of an elderly woman living in an old people’s home
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France Primary Health Care in Action

French rural doctors are an integral part of village life, offering personal, one-to-one care•	
Health care for ageing populations is major modern challenge for one of world’s best •	
public health systems
Right policy needed to attract more doctors to rural areas•	
Individual care provided by country doctor in France is in line with the primary health  •	
care approach 

France in numbers
2
 

Life expectancy (both sexes, 2006): 81 years
Gross National Product per capita (PPP in international $, 2006): 32 240
Per capita total expenditure on health (PPP in international $, 2005): 3406
Number of physicians (per 10 000 population, 2005): 34



Madagascar primary health drive achieves 
mixed results
When the first batch of 1500 young health 
aides was dispatched in 1980 to Madagascar’s 
villages, it was thought to herald a new era 
in health care for the island nation off the 
southeast coast of Africa.

The project was the centrepiece of the country’s 
primary health care programme, launched in 
1978 with high hopes of meeting the Alma-Ata 
goal of providing health for all by 2000.

The ‘health for all’ idea was not to eradicate 
every disease, but to attain an acceptable level 
of health, equitably distributed throughout the 
world. The results in Madagascar, however, 
have been mixed, with strong advances in some 
areas and little progress in others.

On the plus side, islanders today have never 
been more motivated to look after their health, 
says Professor Dieudonné Randrianarimanana, 
cabinet director of the Madagascar Ministry of 
Health, Family Planning and Social Protection.

Health has improved
Currently, average life expectancy is 59 years 
which represents an increase of about 6 years 
from its 1990 level. Poliomyelitis has been 
eradicated. Officials there say the prevalence of 
leprosy is less than 1 per 10 000; and infant 
mortality is decreasing (in 2006 the probability 
of dying in the first year of life was down to  
72 deaths per 1000 live births compared with 
84 in 2000 and 103 in 1990).

But 30 years on, only 60–70% of the population 
has ready access to primary health care, 
officials say. Many people still have to walk 10 
kilometres or more to receive treatment, though 
mobile health centres have been introduced in 
remote and sparsely populated areas.

Like Randrianarimanana, nurse Florentine 
Odette Razanandrianina has experienced the 
ups and downs of primary health care. She 
arrived in the village of Ambohimiarintsoa,  
200 kilometres from the capital Antananarivo, 
in October 2006 to run the health clinic.

She provides twice-weekly prenatal and 
postnatal check-ups. She also offers child 
immunization and vaccination, family planning 
services and disease treatment.

But five of the centre’s seven small rooms are 
in a poor state of repair and lack sufficient 
equipment, Razanandrianina says. “We have 
five mattresses for only one bed. Consequently,
we are often obliged to let patients sleep on the 
mattresses placed directly on the soil.”

Health workers receive mixed reception
There are many other health centres in a similarly 
poor state of disrepair across Madagascar, 
officials admit. 

Also, frictions can arise when modern practices 
are perceived as counter to traditional customs. 
Since moving to the village, Razanandrianina’s 
efforts to teach people about the need for 
personal hygiene have not always been 
welcome.

1Primary health care: back to basics in Madagascar, WHO Bulletin, Vol 86 (6), http://www.who.int/bulletin/volumes/86/6/08-010608/en/index.html 
2World Health Statistics 2008, Online version: http://www.who.int/whosis/data/Search.jsp (accessed on 26/09/2008)

Despite these setbacks, Razanandrianina has 
not curtailed her efforts. For example, when 
people from villages further away have chosen 
not to attend vaccination clinics, she has gone
to them.

“Every time we visit the remotest villages, people 
wait for us in a group. They really appreciate our 
visits,” Razanandrianina says.

This is an abridged version of an article 
published in the Bulletin of the World Health 
Organization in June 2008

1
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Madagascar in numbers
2
 

Life expectancy (both sexes, 2006): 59 years
Gross National Product per capita (PPP in international $, 2006): 870
Per capita total expenditure on health (PPP in international $, 2005): 33
Number of physicians (per 10 000 population, 2005): 3
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Villagers gather outside a house in a rural area of Madagascar 
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Madagascar Primary Health Care in Action

Life expectancy has increased since 1990, polio has been eradicated and infant mortality •	
is declining
Islanders have never been more motivated to look after their health•	
Only 60–70% of the population has ready access to primary health care services•	
Health centres in a poor state of disrepair•	



Oman creates successful health system
In the late 1970s, the Sultanate of Oman had 
only a handful of health professionals. Many 
people had to travel up to four days just to 
reach a hospital, where hundreds of patients 
would already be waiting in line to see one of 
the country’s few doctors, most of whom were 
expatriates. 

All this changed in less than a generation, 
thanks to political commitment to health and 
oil revenues. Oman has invested consistently 
in a national health service and sustained that 
investment over time. There is now a network of 
180 local, district and regional health facilities 
staffed by over 5000 health workers providing 
health care to the vast majority of Oman’s 
2.2 million citizens, with coverage now being 
extended to foreign residents. 

Over 98% of births in Oman are attended by 
trained personnel and over 98% of infants are 
fully immunized. Life expectancy at birth, which 
was less than 60 years towards the end of the 
1970s, now is about 74 years. The under-five 
mortality rate has dropped by a staggering 
94%.

Current five-year plan
The primary health care system is based on the 
wilayat, or district, the unit of local administration 
that is the closest to the community. The central 
role of community health work to a primary 
health care approach was placed firmly on the 
international health agenda by World Health 
Organization Member States in the Declaration 
of Alma-Ata in 1978.

Under the five-year health plan for 2006–10
1
, 

the Sultanate’s goal is to ensure that 100% of 
the population are served by health centres and 
mobile health teams. By that time, the goal is 
to have 90% Arabic-speaking staff, including 
doctors and nurses. All primary health centres 
are to be equipped with basic laboratory and 
maternity services. 

The goal is also to refine the hospital referral 
system through clear delineation of catchment 
areas, while medical records are to be digitalized 
in 75% of primary health centres to facilitate 
continued care. 

Oman’s primary health care successes are 
featured in the World Health Report 2008: 
Primary Health Care – Now more than ever

2
.

1MoH Sultanate of Oman. http://www.moh.gov.om/nv_menu.php?fNm=policy/programs.php&SP=1 (date accessed 26/09/2008) 
2World Health Organization, World Health Report 2008: Primary health Care: Now More than Ever, WHO, Geneva, October 2008.
2World Health Statistics 2008, Online version: http://www.who.int/whosis/data/Search.jsp  (accessed on 26/09/2008)

Oman in numbers
3
 

Life expectancy (both sexes, 2006): 74 years
Gross National Product per capita (PPP in international $, 2005): 19 740
Per capita total expenditure on health (PPP in international $, 2005): 390
Number of physicians (per 10 000 population, 2005): 17
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A woman learns about family planning in Oman
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Oman Primary Health Care in Action

Oman close to universal access to health care within a generation•	
Oman invested consistently in national health system•	
Under-five mortality drops 94% in 30 years•	
Oman health plan aims to provide health services to 100% of the population – •	
universal coverage



Portugal amongst world’s most successful in 
reducing mortality
Life expectancy at birth is now 9.2 years 
more than it was 30 years ago, thanks to one 
of the world’s most consistently successful 
performances in reducing mortality. 

Since the mid-1970s, infant mortality rates 
have halved every eight years to reach three 
per 1000 in 2006, on a par with levels in the 
rest of western Europe, and down from over  
40 in 1975.

Portugal’s success is the result of the 
development of a nationwide primary health 
care system, rooted in the principles of the 
Declaration of Alma-Ata in 1978 when World 
Health Organization Member States pledged to 
provide health for all based on primary health 
care.

Political pressure
Portugal recognized the right to health in its 
1976 constitution, approved two years after a 
democratic revolution ended over 40 years of 
authoritarian rule.

Political pressure to reduce the large health 
disparities led to the creation of a national health 
system, funded by taxation and complemented 
by public and private insurance schemes and 
out-of-pocket payments

The constitution describes the system as 
universal (for everyone), comprehensive  
(full-range of services) and free of charge.

A network of health centres staffed by family 
physicians and nurses progressively covered 
the entire country. Portugal considers this 
network to be its greatest success in terms of 
improved access to care and health gains.

Some imbalances
Nevertheless, some imbalances have emerged 
over the years, between hospital and primary 
care, for example, and between the numbers of 
nurses and physicians

1
.

As patients are still making intensive use 
of hospital emergency departments

4
, the 

2004-2010 National Health Plan aims to 
further decentralize primary care facilities. 
In this way, primary care – the first point of 

contact with the country’s health services – will 
be brought closer to the people through smaller 
scale family health units.

Portugal’s primary health care successes are 
featured in the World Health Report 2008: 
Primary Health Care - Now more than ever

3
.

1Health Systems in Transition, Vol. 9 No. 5 2007.  Portugal - Health system review.  Conclusions on p. 127–129. http://www.euro.who.int/Document/E90670.pdf
2Health Systems in Transition, Vol. 9 No. 5 2007.  Portugal - Health system review.  Conclusions on p. 127–129. http://www.euro.who.int/Document/E90670.pdf
3World Health Organization, World Health Report 2008: Primary health Care: Now More than Ever, WHO, Geneva, October 2008
4World Health Statistics 2008, Online version: http://www.who.int/whosis/data/Search.jsp  (accessed on 26/09/2008)

Portugal in numbers
4
 

Life expectancy (both sexes, 2006): 79 years
Gross National Product per capita (PPP in international $, 2006): 19 960
Per capita total expenditure on health (PPP in international $, 2005): 2034
Number of physicians (per 10 000 population, 2005): 34
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Portugal Primary Health Care in Action

Portugal has cut infant mortality by over 90% in past 30 years•	
Life expectancy has grown by over nine years since 1978 to 79 years •	
Health care is universal, comprehensive and free of charge•	
Health centres staffed by family physicians and nurses cover entire country•	



Volunteers vital for Thailand’s health successes
“Last year I still had to sit in a wheelchair when 
going out. But look at me now,” says 57-year-
old Suparat Chanakit as she practises Tai Chi 
in the grounds of the Wat Kae Nok Buddhist 
temple in central Thailand.

“I feel much better and stronger when coming 
here to exercise and meditate,” adds Chanakit, 
who had been using a wheelchair due to a heart 
condition and a problem with her legs.

Wat Kae Nok is among hundreds of Buddhist 
temples participating in Thailand’s Health 
Promotion Temple project, initiated in 2003 by 
the Public Health Ministry as part of the Healthy 
Thailand agenda.

Health promotion is key
Thailand’s primary health care programmes – in 
which health promotion and disease prevention 
are key – have had considerable success over 
the past three decades, with mortality in children 
aged under five dropping from around 75 such 
deaths

1
 per 1000 in 1975 to 8 in 2006

2
. 

Medical advances cannot take all of the credit 
for this success. Much of it is due to the efforts 
of community health volunteers working among 
Thailand’s 64 million people, health officials 
say. Buddhist monks and temples, for example, 
have been strongly involved in health promotion 
and education, working hard to prevent people 
getting sick in the first place, particularly in 
remote, rural communities. 

These activities may range from educating 
women on how to feed their infants to advising 
people about healthy life-styles and nutrition. 

There are more than 800 000 health volunteers 
across the country. They have played a crucial 
role in controlling many communicable diseases.
They were, for example, instrumental in the 
dramatic decline of protein-calorie malnutrition 
in preschool children.

Health care rooted in communities
The central role for community work was placed 
firmly on the international health agenda by the 
World Health Organization and its Member 
States in the Declaration of Alma-Ata in 1978. 
The goal these countries set themselves was to 
achieve universal health care, or ‘health for all’ 

by means of a primary health care approach by 
the year 2000.
 
The ‘health for all’ idea was not to eradicate 
every disease, but to attain an acceptable level 
of health, equitably distributed throughout the 
world.

For Dr Amorn Nondasuta, who heads the country 
primary health care programme: “Although we 
cannot achieve all the goals of the health for 
all declaration, we have been successful in our 
strategy of creating health volunteers,” he says. 
“As a result, the primary health care system 
today is deeply rooted in local communities.”

1World Health Statistics 2008 http://www.who.int/whosis/whostat/EN_WHS08_Table1_Mort.pdf
2World Health Report 2008, Chapter 1, page 2, figure 1.1 

3Thailand’s unsung heroes, WHO Bulletin, Vol 86 (1), http://www.who.int/bulletin/volumes/86/1/08-010608/en/index.html
4World Health Statistics 2008, Online version: http://www.who.int/whosis/data/Search.jsp  (accessed on 26/09/2008)

This is an abridged version of an article 
published in the Bulletin of the World Health 
Organization in January 2008

3
.

Thailand in numbers
4
 

Life expectancy (both sexes, 2006): 72 years
Gross National Product per capita (PPP in international $, 2006): 7440
Per capita total expenditure on health (PPP in international $, 2005): 323
Number of physicians (per 10 000 population, 2000): 4
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The elderly practise Tai Chi on the grounds of the Wat Kae Nok temple in Thailand’s Nonthaburi province
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Thailand Primary Health Care in Action

Thailand has cut infant mortality by over 80% in 30 years •	
Thailand’s universal coverage scheme provides health care for most of its  •	
64 million people 
Buddhist monks strongly involved in health education and promotion•	
Community volunteers, including Buddhist monks, play crucial role in primary •	
health care



Iranians open the door to health for all
They have been described as an “incredible 
masterpiece”. The Iranian health houses, 
introduced amidst the 1980–1988 war with 
Iraq have extended basic health services to the 
poorest, most far-flung corners of the Islamic 
Republic of Iran.

Despite initial opposition from experts who 
thought the scheme’s infrastructure was too 
ambitious and that the health workers lacked 
training, thanks to the scheme over 90% of 
the Islamic Republic of Iran’s 23 million rural 
population now has access to health services, 
officials say.

“At the beginning, we could never imagine 
such a breakthrough. We were at war and the 
country was in a miserable condition,” says Dr 
Sirous Pileroudi, a former senior official with the 
Ministry of Health and one of the founders of 
the Iranian health-care system. 

Community workers are key
Community health workers have made a 
significant contribution to the sharp decline in 
mortality rates in the past three decades, helping 
to reduce deaths among infants and pregnant 
women, and curbing contagious diseases, 
according to Health Minister Dr Kamran Baqeri 
Lankarani. In just two decades, the country has 
seen an eight-year increase in life expectancy 
(now 71) since 1990.

Health workers or behvarzan from the Farsi 
words beh (good) and varz (skill) are trained 
to meet the basic health-care needs of people 
living in rural areas. Community health workers 
are often from the village they serve.

There are about 17 000 of these rural medical 
posts, the most basic unit of the Iranian 
health system. On average, each health 
house serves 1500 people and just over half 
the 30 000 community health workers are 
women.

When needed, the health houses refer patients 
to rural health centres, which are responsible for 
emergency case management, supporting the 
health houses, and supervising both the health 
technicians and the behvarzan or community 
health workers.

Community health work is part of a primary 
health care approach. This approach was the 
strategy countries adopted in the Declaration of 
Alma-Ata in 1978 to achieve the goal of ‘health 
for all’ of their people by 2000. 

Shift to chronic diseases
“People enjoy primary health care services 
free of charge,” says Dr Mohammad Esmael 
Motlaq, the director of the Centre for Healthcare 
Promotion.  “The health workers are well familiar 
with the culture and traditions and that is a big 
advantage.”

Dr Kamel Shadpour, another of the Iranian 
health-care pioneers, says the health houses 
did well when the main issue was to contain 
contagious diseases. They are doing the same 

1Iranian health houses open the door to primary care, WHO Bulletin Vol 86: 8 http://www.who.int/bulletin/volumes/86/8/08-010208/en/index.html - Homepage: http://www.who.int/bulletin/en/
2World Health Statistics 2008, Online version: http://www.who.int/whosis/data/Search.jsp  (accessed on 24/09/2008)

now with chronic diseases like diabetes and 
hypertension.

This is an abridged version of an article 
published in the Bulletin of the World Health 
Organization in August 2008

1
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The Islamic Republic of Iran in numbers
2
 

Life expectancy (both sexes, 2006): 71 years
Gross National Product per capita (PPP in international $, 2006): 9800
Per capita total expenditure on health (PPP in international $, 2005): 677
Number of physicians (per 10 000 population, 2005): 9
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Iranian behvartz – community health worker – with a patient 
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The Islamic Republic of Iran Primary Health Care in Action

Over 90% of 23 million rural Iranians benefit from free health care•	
Primary health care has reduced infant mortality•	
Health workers are from the communities they serve •	
Health houses address changing health priorities•	



[SECTION 4: GETTING STARTED] Ready To Go Global? 

 

[4] GETTING STARTED: 

 

Making the initial decision to have your 

health center participate in various types 
of international work is a big first step.  
However, the process between making 
the decision to participate in work 
abroad and the final product can at times 
seem confusing and overwhelming. This 
section of the toolkit is designed to make 
that process a little easier by providing 
information on the benefits of working 
internationally, a checklist of things to 
consider before “going global,” 
information on the various areas health 
where centers are involved, suggestions 

on how to develop your approach, and advice for developing and sustaining skills for international work.   

Furthermore, many health centers who have already been through the process of establishing programs 
internationally have contributed their advice and training materials to this section, as well as their 
encouragement of the many benefits of working internationally. 

 

Included In This Section: 

• 4.1 – Benefits of Working Internationally 

• 4.2 – Is Your Health Center Ready to Go Global? 

• 4.3 –Potential Areas of Involvement for Health Centers Looking to Work Internationally 

• 4.4 – Developing Your Approach: Initial Considerations for  Your Health Center 

• 4.5 – Developing and Sustaining Skills for International Work 

o Level One 

o Level Two 

o Level Three 

• 4.6 –Information on Medical Evacuation Insurance 

 



Getting Started: Benefits of Working Internationally 4.1 

 
 
 

 BENEFITS TO THE HEALTH CENTER: 

 
Health centers engaged in these activities inform NACHC of the following value added to their U.S. 
centers: 

• Retention of current doctors and nurses; 
• A successful recruitment tool for new doctors and nurses.  “International Healthcare” is trendy 

today among new doctors and having an international component to the clinic is a way to win 
new doctors over to primary care; 

• Enables health centers to better understand the populations they are serving;  

• Improves cultural competency among staff, including foreign language competence and cultural 
awareness;  

• Boosts morale (reduces “burn out”);  

• Provides staff with improved communication skills and adaptive techniques to better serve their 
patients;  

• Supports quality improvement activities, particularly around patient self management and 
processes of care;  

• Mitigates the effects of borders and patient migration as barriers to providing continuous care; 

• Develops new strategies to improve health care, treatment, and education for severely 
impoverished communities;  

• Establishes new contacts in key areas; and  

• Increased local, national, and international recognition of the role of U.S. health centers in 
minimizing health disparities. 

 
 

 PROFESSIONAL BENEFITS  
 
Experiences gained overseas by health center staff contributes significantly towards their professional 
development and they return to their health center with enhanced clinical, organizational, and 
managerial skills which are of great benefit to their patients and profession. Overseas experience can be 
very valuable for rapid learning to: 
 

• Prioritize and allocate scarce resources 

• Plan, monitor, and audit 

• Develop project management skills and 
disciplines 

• Conduct health needs assessment for 
local populations 

• Integrate primary and secondary care 

• Manage change 

• Thinking on your feet and making things 
happen 

• Manage yourself, finances and 
organizations 

• Train, teach and develop human 
resources 

• Work in multidisciplinary teams and 
provide leadership 

Benefits of Working Internationally: 



Getting Started: Benefits of Working Internationally 4.1 

 

 
“We have doctors and nurses who 

are so invested in our Honduras 
program that they will not leave 
the clinic.  Also, the international 

component to our clinic has 
helped us win young doctors over 

to primary care.” –Maria 
Montanaro, Thundermist Health 

Center, Woonsocket, RI 

 

 
 PERSONAL BENEFITS: 

 
According to those who have worked in the field, NACHC has included the top ten personal benefits to 
working aboard.  
 

1. Global awareness 
2. Adaptability - coping with complexity and 

uncertainty 
3. Interpersonal skills - team-working and collaboration 
4. Handling responsibility, including leadership through 

communication and empowerment 
5. Stress management through more balanced 

perspectives 
6. Self-assurance 
7. Problem solving including coping with adversity 
8. Exchanging skills 
9. Strategic thinking 
10. Sense of humor 

 
These are critical skills for tackling the complexity of modernizing and transforming health services for 
the benefit of patients. They are also critical for personal career development. 
 
 
 

 ANECDOTAL BENEFITS: 
 
 “It is immensely valuable for personal inspiration, motivation, and sense of perspective”  Tim Comeaux, 
Assistant Director of Social Services, Brockton Neighborhood Health Center, Brockton, MA  

 
“I've never met anyone who's regretted working abroad. And it really 

does change your life”. Ed Henrikson, Director of Environmental 
Health, Salud Family Health Center, Estes Park, CO. 

 
Managers and clinicians alike find their experience immensely 
challenging, and fulfilling. Many describe how they have re-
discovered their original sense of vocation. 
 
Aid agencies stress the personal resourcefulness that is 
needed to work in difficult circumstances, in remote locations 

and in unfamiliar cultures with little direct peer support. 
 

“We provided training for Community Health Workers in Oaxaca 
and Puebla which raised the level of even this bi-lingual, culturally 

competent group” – Anne Nolon, CEO Hudson River Health Care,  



Going Global: Things to Consider 4:2 

 

Going Global: Things to Consider  

A health center’s first priority is to provide affordable and accessible quality care to its patients and 
surrounding community.  So although the benefits of international engagements can be great, it is first 
necessary to assess the capacity of the health center for such engagements.  The health center must 
ensure adding an international component to its current operations will not jeopardize its current 
stability and future sustainability.  Below are five essential competencies which help assess this capacity: 

 1: HEALTH CENTER MATURITY 
o Is the health center mature enough to take on additional operational, administrative, 

and financial responsibilities associated with starting up a project abroad, while 
maintaining a constant level of stability in its ability to provide timely, quality care to its 
patients at the home center? While adding an international project for a mature center 
might provide immense benefits, trying to extend the operations of a new health center 
prematurely might endanger the success of the health center’s current operations. 

 

 2: BOARD SUPPORT 
o  Is the board of the health center supportive and in consensus about starting up an 

international engagement?  It is important to involve in the decision process about 
whether or not to go global.  The prognosis of success with an international project is 
much greater if the board is actively engaged from the beginning. 

 

 3: ACCESS TO PARTNER ORGANIZATIONS 
o  Does the health center have access to quality, sustainable, and fiscally sounds partner 

organizations (such as academic medical programs) that could share the burden of cost 
and insure a stable supply of manpower to a new global project? Most health centers 
currently involved in international projects point to strong partnerships as a main reason 
for their success. 

 

 4: ABILITY TO HANDLE  EMOTIONAL CHALLENGES 
o Are the administrators, coordinators, staff, and volunteers at the health center prepared 

to handle the emotional and physical challenges, as well as the responsibility that come 
with working within the context new cultures and extreme poverty? These challenges 
can be just as difficult as those associated with securing finances and other logistics. 

 

 5: LANGUAGE CAPABILITIES 
o Does the health center staff possess the language capacities necessary to sustain the 

proposed international engagement?  Or, is the health center prepared to provide the 
tools necessary for their staff to increase their language capacity should it become 
necessary? 



Getting Started: Potential Areas of Involvement for 
Health Centers Looking to Work Internationally 

4.3 

 

Potential Areas of Involvement for Health Centers Looking to Work 
Internationally 

 

 Providing Resources. One activity is the donation of needed health care resources to 
underserved communities abroad. Some health centers are donating the most fundamental 
health care supplies, including medical equipment, computers, and clothes, to the regions in 
which they partner.  

 Global Exchanges. Health centers are engaged in a variety of international “give and take” 
activities. On the give side is providing expertise. Some health centers provide training and 
technical assistance to international communities on program evaluations, needs assessments, 
means for disseminating health information, and health care planning in under resourced areas. 
Health centers have also sent providers on global health care delivery missions. Some health 
centers have hosted foreign clinical providers and country dignitaries to help train them on the 
specifics of the health center program. On the take side, health center leaders have visited 
other countries to learn more about how community approaches to care can function in any 
environment, and then translate these lessons learned locally. Additionally, many health 
centers have developed partnerships with NGOs, governments, academics, and health clinics to 
create an avenue to share and exchange best practices. Some health centers are even using this 
information exchange to track a number of their patients across borders. 

 Residency Exchange.  Some health centers are looking to establish residency exchanges 
between U.S. health center residents, and residents abroad.  The intention is for the U.S. 
resident to be able to spend a rotation in a health center abroad, while the international 
resident spends a rotation at a U.S. health center.  The opportunity allows for cultural and 
professional development for both individuals, presents opportunities to learn best practices in 
different cultural and resource settings, connects international residents abroad with similar 
patient populations in the U.S., and furthers both residents commitment to global health. 

 Building Health Centers Abroad. At least two health centers have even established health clinics in 
other countries, though several others have expressed interest. These centers function much like 
their domestic sister centers. They are built on the community oriented primary care framework, 
provide comprehensive primary health care services, have at least a 51% consumer majority board, 
and provide care to all in need. This type of international work is intended to be a long term 
sustainable solution for a foreign community’s health care needs. The health centers abroad are 
staffed by full time providers from the country of residence, though U.S. centers often send their 
own staff for short periods of time 
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 Emergency Work:  Globally, the World Health Organization has technical responsibility for all the 
health aspects of disaster reduction and humanitarian assistance. Its emergency and humanitarian 
department maintains an intelligence network for advanced planning of emergency responses. The 
WHO website (www.who.int/en/ ) contains an immense wealth of material on current crises, as well 
as providing access to public health resources, emergency management essentials and guides to 
other resources. The International Federation of the Red Cross and Red Crescent Societies (IFRC) is 
the world's largest humanitarian organization, and plays a critical role in humanitarian emergencies.  

Humanitarian emergencies typically require rapid mobilization of a workforce already skilled in 
dealing with these emergencies, and there is a growing recognition and emphasis on post-conflict 
recovery, often after the international media spotlight has moved. Initial international experience 
has typically been acquired by working on development projects 

 Development Work:  There are projects and placements in most developing countries, and there 
are a wide variety of non-governmental organizations (NGOs) and governments involved in this 
work. Health Exchange (http://healthexchangenews.com) is a good starting point and provides a 
comprehensive list of NGOs active in this field.   
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Developing Your Approach: Initial Considerations for Your Health Center 

Once a health center believes it has the competencies necessary to work abroad in an international 
engagement, many questions will arise surrounding the logistics of the project’s impact on health center 
operations.   Addressing some of these inevitable questions from the beginning makes the later stages 
of planning and implementation process much easier, and reduces the chances of running into a 
logistical roadblock.  Below are some issues to consider: 

 

 How might you recognize and communicate to health center employees the value of 
international work for professional development, improving workforce retention, and 
promoting working with diversity in a different setting?  
 

 How can this recognition be turned into practical support for individuals? This should 
provide equity of opportunity for staff to benefit from the development afforded by 
international work.  
 

 What will be the scope for implementing new, or reviewing existing career breaks for 
those staff members who spend time abroad as part of the international engagement?  
 

 How will you separate the responsibility of operating the existing health center with the 
development of an international project?  
 

  What are some ways to garner the 
full potential of new expertise 
acquired through international 
experiences, and how can the 
health center sustain and build 
upon that knowledge over time? 
 

 Are there any NGO, government, or 
academic institutions currently 
working with the health center that 
might be interested in getting 
involved in the international 
project?  

 

Gail Reed, WHO  
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 Would the health center be interested in involvement with wider town/city networking 
initiatives with other local partners with the same country of interest?  
 

 How can the health center’s international work allow the health center access to 
additional funding? 
 

 Would the health center be interested in building international links and contacts 
through hosting international visitors, and through other learning opportunities? Would 
the health center potentially invite international partners to the states (NACHC is also 
happy to meet with individuals to provide a national overview).  
 

 What types of learning and training opportunities to tackle particular skill/experience 
requirements would the health center need to supply? 
 

 How might the health center best help its coordinators, staff, and volunteers develop 
culturally sensitive medical practices for use once abroad?  
 

 What are the realistic start-up costs for the project?  Who will be responsible for 
actively searching for grants? Be cognizant of hidden fees such as those for visas, work 
permits, lawyers, immunizations, etc.  
 

 How will the health center become familiar with the health policies and other national 
laws of the country and region in which it wants to work? 
 

 What is the target population and what are the reasons for choosing this particular 
population that the health center can provide to its home community? 

 

 What type of international engagement does the health center believe will best benefit the 
target population and the health center? 
 

 Will you need Medical Evacuation Insurance? (See Section 4.6) 
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Developing and Sustaining Skills for International Work: 

 

This section provides some more details about different skill levels and how health centers maybe able 
to classify staff when working on a project overseas.  

Three levels of skill for international work can be distinguished: 

 

1. Those who want professional development in international work and can contribute within a 
supervised structure 
 

2. Those with some international experience who can make a significant contribution 
 

3. Those with significant international experience who can function as senior consultants 

 

Note: Language skills can be useful and important at all levels, and can affect possible locations and the 
kinds of opportunities that will be available. 

 

 

 Level One: (Those who want professional development in international work and can contribute 
within a supervised structure) 

Example: A person who was working abroad for the first time either as a doctor, nurse, resident, 
or health professional.  They are learning the ropes but have proven to be capable of their 
current event.  

Requirements clearly vary depending on the type of working your health centers is doing, but 
step  one will typically require the following:  

• Initial professional qualification and registration 

• A commitment to the aims of the project 

• Personal resourcefulness 

• Team work skills 

• Cultural sensitivity 

• Languages 

• Commitment to transferring skills 
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 Level Two: (Those with some international experience who can make a significant contribution) 

Example:  This is a licensed and trained medical provider or other specific professional with a 
specific expertise.  This person has worked abroad before and may even have some familiarity 
with the local language or culture. 

For these postings agencies value: 

• The track record of previous international expertise 

• Country specific expertise 

• Specific clinical expertise 

• Some management expertise 
 
 
 
 

 Level Three: (Those with significant 
international experience who can 
function as senior consultants) 

Example:  These are individuals who 
work abroad at least once every 
other year.  They are capable and 
efficient in leading a team and 
understand the politics and culture 
of the country.  They typically have 
a solid foundation in the local 
language. 

For these postings agencies value 

• Substantial international experience 
and expertise is a pre-requisite, and 
program management expertise 
would normally be expected. 
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Information on Medical Evacuation Insurance 

 

What It Is: 

Medical Evacuation Insurance guarantees coverage should an employee need to be evacuated from a 
location for medical purposes.  This includes air transports which can cost anywhere between $25,000 
to over $100,000 depending on the location and type of evacuation. Although the need for medical 
evacuation insurance will depend on the specific type of international engagement of the health center, 
several health centers currently working abroad incorporate the cost of medical evacuation insurance 
into their operational expenses for their international projects. 

How it Works: 

Few insurance providers directly provide medical evacuations.  Rather, normally the insurance company 
subcontracts companies that focus on medical evacuations.  Once arrangements for coverage for 
medical evacuations have been secured, a call-collect number will be issued to be used should the need 
arise to discuss and or coordinate a medical evacuation.  In all cases, insurance companies will not pay 
for medical evacuations that are not coordinated through and by the insurance company.  In the event 
of an emergency where it is suspected a medical evacuation might be necessary, the injured party or a 
representative will contact the insurance company via the call-collect number.  The insurance company 
will often seek council from their medical doctors, and those at the scene of the incident to see if a 
medical evacuation is warranted for the patient.   If a medical evacuation is deemed necessary, the 
insurance company will send in a plane or helicopter, and often time medical personnel to evacuate the 
injured individual.  Each plan may work slightly differently, so it is important to know exactly what your 
plan would cover should you choose to purchase medical evacuation insurance.  Also, medical 
evacuations have different price tags depending on where the evacuation takes place.  It is therefore 
important to base the amount of coverage you chose on the location of your staff. 

For More Information: 

Contact your existing insurance company to learn about their policy concerning medical evacuations, or 
check the State Department’s website concerning medical insurance for travelers abroad 
(http://travel.state.gov/travel/cis_pa_tw/cis/cis_1470.html)  for suggestions about the type and amount 
of medical evacuation insurance to be purchased. 

http://travel.state.gov/travel/cis_pa_tw/cis/cis_1470.html�
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[5] PARTNERSHIP BUILDING INTERNATIONALLY: 

 

Many health centers involved in successful 

international engagements point to a strong 
and sustaining partnership as a key element of 
their success.  Establishing a three-way 
partnership between the health center, a 
partner program, and the organization abroad 
helps to more evenly distribute organizational 
responsibilities, manpower, and financial 
resources.   By sharing the burdens associated 
with international engagements, projects have 
a more favorable chance of success over a 
sustained period of time and a less likely risk 
of burnout.   

Although there are several organizations working internationally, an ideal partner is one that is 
financially stable, has a sustainable source of manpower, is structurally sound, and is able and willing to 
provide the balance of freedom and support the health center desires.  Often times these partners are 
universities or academic programs, Non-Governmental Organizations (NGOs) and International Non-
Governmental Organizations (INGOs), or government partners.  However, heath centers have also 
forged relationships with partners who might not fit into one of the previously mentioned categories. 

This section of the toolkit offers suggestions of possible contacts as you go through the process of 
forging lasting partnerships. 

 

 

Included In this Section 

• 5:1 – University and Academic Partnerships 

• 5:2 – NGO/INGO Partnerships 

• 5:3 – Government Partnerships 

• 5:4 – Other Types of Partnerships  



Partnership Building Internationally: University and 
Academic Partnerships 5.1 

 

University and Academic Partnerships: 

Many health centers working abroad have found partnering with medical schools with International 
Residency Programs in Family Medicine, or other international offerings for its students and residents 
to be a key component to their success.   Partnering with an academic institution provides both 
parties with much desired resources.  While the partnership gives the health center the necessary 
manpower to sustain international projects, the academic institution gain several benefits in their 
ability to provide their students with international medical experience.  Below you will find a list of US 
Medical Schools that have formalized International Residency Programs or international opportunities 
for its Medical Students and Medical Residents. 
 
 

 Medical Schools with Formal International Residency Programs: 
*(Source: www.amsa.org.global/ih./resprograms.cfm) 

 

Baylor College of Medicine (Houston, TX) 
 
Brown University (Providence, RI)  
 
Case Western Reserve: University Hospitals Family Practice (Cleveland, OH) 
 
Duke University (Durham, NC) 
 
Indiana University (Indianapolis, IN) 
 
Marshall University School of Medicine (Huntington, WV) 
 
Medical College of Wisconsin (Milwaukee, WI) 
 
University of Cincinnati (Cincinnati, OH) 
 
University of Hawaii (Mililani, HL) 
 
University of Massachusetts (Worcester, MA) 
 
University of Minnesota (St. Paul, MN) 
 
University of Nebraska Medical Center (Omaha, NE) 
 
University of Pittsburgh (Pittsburgh, PA) 

http://www.amsa.org.global/ih./resprograms.cfm�
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West Virginia University Byrd Health Sciences Center (Morgantown, WV) 
 
Yale Internal Medicine/Primary Care Medicine (New Haven, CT) 
 
 

 Medical Schools with International Opportunities: 
(Source: Foundation for Advancement of International Medical Education and Research: www.iome.faimer.org) 
 
 

Albert Einstein College of Medicine of Yeshiva University 

 Alpert Medical School, Brown University  

Boston University School of Medicine  

 Brody School of Medicine at East Carolina University 

 Columbia University College of Physicians and Surgeons  

Creighton University School of Medicine  

Duke University School of Medicine 

East Tennessee State University James H. Quillen College of Medicine  

Emory University School of Medicine  

Florida State University College of Medicine 

Howard University College of Medicine  

 Indiana University School of Medicine 

Jefferson Medical College of Thomas Jefferson University 

Joan & Sanford I. Weill Medical College of Cornell University  

 Johns Hopkins University School of Medicine  

 Loma Linda University School of Medicine  

http://www.iome.faimer.org/�
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 Loyola University of Chicago Stritch School of Medicine  

Medical College of Georgia 

Meharry Medical College  

 Mercer University School of Medicine  

Michigan State University College of Human Medicine  

Morehouse School of Medicine  

Mount Sinai School of Medicine of New York University 

Northwestern University Feinberg School of Medicine  

Ohio State University College of Medicine 

 Oregon Health and Science University  

Pennsylvania State University College of Medicine  

 Sanford School of Medicine of the University of South Dakota  

Southern Illinois University School of Medicine 

Stanford University School of Medicine  

 Stony Brook University School of Medicine 

 SUNY Downstate Medical Center College of Medicine 

Temple University School of Medicine  

 Texas Tech University Health Sciences Center School of Medicine  

Tulane University School of Medicine 

Uniformed Services University of the Health Sciences  

 University at Buffalo, SUNY School of Medicine & Biomedical Sciences 

University of Alabama at Birmingham School of Medicine 
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 University of Arizona College of Medicine 

University of Arkansas College of Medicine 

University of Chicago, Pritzker School of Medicine  

University of Connecticut School of Medicine  

University of Florida College of Medicine  

University of Hawaii John A. Burns School of Medicine  

University of Illinois College of Medicine at Peoria  

University of Illinois College of Medicine at Rockford  

University of Illinois College of Medicine at Urbana 

 University of Iowa Carver College of Medicine  

University of Kansas School of Medicine  

University of Kentucky College of Medicine  

University of Louisville School of Medicine  

University of Michigan Medical School  

University of Nebraska College of Medicine  

University of New Mexico School of Medicine  

 University of North Carolina at Chapel Hill School of Medicine 

University of North Dakota School of Medicine & Health Sciences  

University of Puerto Rico School of Medicine  

 University of Rochester School of Medicine and Dentistry 

University of South Carolina School of Medicine 

University of Tennessee College of Medicine  
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 University of Texas at Dallas Southwestern Medical School  

University of Texas Health Science Center at Houston 

University of Texas Health Science Center at San Antonio - Pediatrics  

University of Texas Medical Branch at Galveston  

University of Utah School of Medicine 

 University of Vermont College of Medicine  

University of Virginia School of Medicine 

Vanderbilt University School of Medicine 

 Virginia Commonwealth University School of Medicine  

 Wake Forest University School of Medicine  

Washington University in St. Louis School of Medicine  

Wayne State University School of Medicine  

West Virginia University, R. C. Byrd Health Sciences Center  

Yale University School of Medicine  
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NGO/INGO Partnerships: 

Creating successful NGO/INGO Partnerships can help assure the feasibility and sustainability of an 
international engagement.  Some organizations might be interested in direct involvement, while 
others may at least be able to provide resources or information to health centers new to international 
work.   Below is a short list of NGOs and INGOs for health centers to consider:

American Public Health Association 
http://www.apha.org/  
 
American Academy of Pediatrics 
http://www.aap.org/ 
 
American Red Cross 
http://www.redcross.org/ 
 
Center for Global Development (CGD) 
http://www.cgdev.org 
 
Center of Excellence in Disaster Management and 
Humanitarian Assistance 
http://coe-dmha.org/ 
 
Cross-Cultural Solutions 
http://www.crossculturalsolutions.org/ 
 
Doctors of the World Home Page 
http://www.dowusa.org/ 
 
Direct Relief International 
http://www.directrelief.org/  
 
East Africa Medical Assistance Foundation 
http://www.eastafricafoundation.org/ 
 
Freedom from Hunger 
http://www.freedomfromhunger.org/ 
 
Friends of the Global Flight 
http://www.theglobalfight.org 
 
GAVI Alliance 
http://www.gavialliance.org 
 

     Global Assistance 
http://www.globalassistance.org/ 
 
Global Health Council 

 
Global Health Education Consortium 
http://www.globalhealthedu.org 
 
Infectious Diseases Society of America (IDSA) 
http://www.idsociety.org 
 
International Committee of the Red Cross (ICRC) 
http://www.icrc.org/ 
 
The International Development Research Centre 
http://www.idrc.ca/en/ev-1-201-1-DO_TOPIC.html 
 
Panos 
http://panos.org 
 
Pathfinder 
http://pathfinder.org/site/PageServer 
 
PedsCCM: International Child Health 
http://pedsccm.org/ICHealth.php 
 
Treatment Action Group (TAG) 
http://www.aidsinfonyc.org/tag 
 
Mennonite Central Committee 
http://mcc.org/ 
 
Medicines for Malaria Venture (MMV) 
http://www.mmv.org 
 
Nelson Mandela's Foundation 
http://www.nmcf.co.za/index.php 
 
Project Concern International 
 http://www.projectconcern.org/site/PageServer 
 
Refugees International 
http://www.refugeesinternational.org/ 

http://globalhealth.org 
 

Volunteers in Technical Assistance 
http://www.vita.org
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Government Partnerships: 

Establishing relationships with U.S Agencies and other Intergovernmental Organizations can be useful 
as they can offer a plethora of resources due to their size and scope.  They can be a source of funding 
or be able to provide information on finding grants.  They also may be able to provide valuable 
information on the area of interest and the already present organizations doing similar work.  Below 
is a list of some US Agencies and Intergovernmental Organizations to consider: 

 

Centers for Disease Control and Prevention (CDC) 
http://www.cdc.org 
 
Global Fund to Fight AIDS, Tuberculosis and Malaria 
http://www.theglobalfund.org 
 
John E. Fogarty International Center 
http://www.fic.nih.gov 
 
National Institute of Allergy and Infectious Disease (NIAID) 
http://www.niaid.nih.gov 
 
National Institute of Child Health and Human Development (NICHD) 
http://www.nichd.nih.gov 
 
National Institutes of Health (NIH) 
http://nih.gov 
 
UNAIDS, the Joint United Nations Programme on HIV/AIDS 
http://www.unaids.org 
 
United Nations Volunteers 
http://unv.org 
 
United Nations Children’s Fund 
http://www,unicef,org 
 
United States Agency for International Development (USAID) 
http://usaid.gov 
 
World Health Organization (WHO) 
http://www.who.org 
 
World Bank Development Sources 
http://www.wds.worldbank.org 
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Other Types of Partnerships: 

Although Academic Institutions, NGO/INGO and Government organizations are common types of 
partnerships, they are not the only groups worth considering when building partnerships 
internationally.  Below you will find a list of Direct Care Service organizations, Community-Based 
organizations, and Foundations to use as a resource for building strong and sustainable international 
partnerships. 

Direct Care Service Organizations: 

CARE 
http://www.care.org 
 
Carter Center 
http://www.cartercenter.org 
 
Doctors without Borders/ Médecins Sans 
Frontières 
http://msf.org 
 
Family Health International (FHI) 
http://www.fhi.org 
 
International Trachoma Initiative 
http://www.trachoma.org 
 
Partners in Health 
http://pih.org 
 
PATH 
http://www.path.org 
 
 
Community-Based: 
 
African Christian Relief 
http://www.christianrelief.org/africa-
programs.html 
 
Catholic Medical Mission Board (CMMB) 
http://www.cmmb.org 
 

HandsNet 
http://handsnet.org 
 
National Center for Farmworker Health 
http://www.ncfh.org/ 
 
The St. Vincent Pallotti Center 
http://www.pallotticenter.org 
 
Foundations: 
 
Bill and Melinda Gates Foundation 
http://www.gatesfoundation.org 
 
Clinton Foundation 
http://www.clintonfoundation.org 
 
Elizabeth Glaser Pediatric AIDS Foundation 
http://www.pedaids.org 
 
The Foundation Center (for help finding other 
funders) 
http://foundationcenter.org 
Note: The Foundation Center has library/learning centers in New 
York, Atlanta; Cleveland; San Francisco; and Washington, DC; as 
well as other several cooperating collections that offer free access 
to information resources.  On their website you can find free 
access to search tools, tutorials, downloadable reports, and other 
grant databases.  There is also a more detailed database they 
offer which can be accessed by an online subscription for a fee.  

 
Kaiser Family Foundation 
http://www.kff.org 
 
Rockefeller Foundation 
http://www.rouckfound.org 
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[6] USEFUL TRAINING MATERIALS AND ARTICLE SUMMARIES: 

As you move forward in planning for your international project, there will inevitably be questions that 

your health center will have to confront.  Ethical questions might arise, such as, who is going to benefit 
most from your work abroad, the health center or the people receiving the health care?  Or, how do you 
make sure your work has significant and sustainable value for the target population?  Further questions 
of logistics might also surface concerning how you can introduce global health into your current 
residency program in a way that meets residency requirements, while also providing desired incentives 
for doctors interested in international work to pursue primary care. 

Included in this section you will find training materials 
and article summaries that will help you find answers 
to some of these questions, along with an example of 
a “Team Leader’s Handbook” used by one family 
medicine residency program to help prepare their 
residents for an international medical mission. 

This section was put together with the input of 
several health centers who are currently working 
abroad.  We would like to thank them for graciously 
offering their materials for other health centers to 
use while developing their international projects.     

 

Included in This Section: 
 
• 6.1 –International Medical Brigades: Who Benefits Most- Local Populations or Foreign Participants?  

By: Edward Zuoweste, MD; and Candace Kuge CRNP, CNM 
 

• 6.2 –Introducing Global Health in to CHC Residency Training Programs 
Information from “Going Global: Considerations for Introducing Global Health into Family Medicine Training 
Programs” by Jessica Evert, MD; Andrew Bazemore, MD, MPH; Allen Hixon, MD; and Kelley Withy, MD, PhD.  (Full 
article located in the appendix) 

 
• 6.3 –Channeling Medical Volunteerism Toward Sustainable Health Change 

From the “Shoulder to Shoulder: Model developed by Jeffery E. Heck, MD; Andrew Bazemore, MD, MPH; and Phil 
Diller, MD, PhD (Full article located in the appendix) 

 

• 6.4 –Example of a Team Leader’s Handbook Table of Contents 
Handbook used and developed by “Shoulder to Shoulder”.  (Full Handbook located in the appendix) 



Useful Training Materials and Article Summaries: 
International Medical Brigades- Who Benefits Most? 6.1 

 

International Medical Brigades –Who Benefits Most: Local Populations or 
Foreign Participants? 
 Edward Zuoweste MD; and Candace Kuge CRNP, CNM 
 

Introduction: 
 
Every year several thousand volunteer medical professionals and support staff travel abroad to 
participate in a variety of “medical brigades”.  Millions of dollars are spent on transportation, food, 
lodging, medications, and medical equipment during these traditionally rather brief trips to all of the 
developing countries of the world.  Many of us over the years, have questioned whether this type of 
activity has immediate and long term value to the medically underserved individuals that the brigades 
have targeted to help.  This brief paper is a small attempt to address these questions and is based on the 
published literature on the subject and a great deal of persona experience of the authors (a family 
physician) and a nurse (a nurse practitioner and nurse midwife) after several years of work in Mexico, 
Honduras and Guatemala. 

 
What Constitutes a Good/Effective Medical Brigade? 
 

 Sustainability –Return to the same location frequently over a long period of time 

 Cultural Sensitivity and Competence 

 There must be local provider and leadership buy-in.  They must provide the direction and 

priorities of the project. 

 There must be an emphasis on sustainable preventative health activities and programs 
 

 The program must be broad-based (water purification, sanitation, education, nutrition, housing 
and socioeconomic activities) 
 

 Ultimate goal should be to improve long term access to quality care that should then translate 
into improved health outcomes and improved quality of life. 
 

 Must build a sustainable local infrastructure collaborating with local public health system. 
 

 Should have ongoing, consistent evaluation of local health outcomes to demonstrate success or 
failure of health intervention strategies 
 

 Must demonstrate efficient use of resources (local and imported – human and material) 
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 Utilization and education of local health care providers –both traditional and non-traditional. 
 

 Extensive local/regional/national needs assessment with long and short term strategic plans for 
improvement 
 

 Identify “root causes” of disease and poor outcome data 
 

 Go Slow!! With small steps measuring the sustainable improvement of outcomes and adjusting 
course when appropriate in a timely manner 
 

 Should always strive to place Quality over Quantity 
 

 Must address/solve problems with the most impact on overall health first (latrines before X-ray 
machines) 
 

 All participants should display a caring/non-judgmental attitude in all activities 
 

 Always charge something for services (local control of collection and use of funds generated).  
This adds value to the services provided and maintains pride in the individuals who have 
received the services. 
 

 Any donated equipment must have a plan for repair and replacement 
 

 All projects should be designed locally because different situations tend to have significant 
variations on the individuals served and problems they encounter 
 

 Remember that providing comfort to individuals (emotional and physical) has great value 
 

 Knowledge gained by the participants on the brigade is important and can have a life changing 
effect that is often hard to measure 
 

 Remember that social structural issues of injustice or inequality may be critical factors 
determining health and poverty. 
 

 The Ultimate Goal is to recruit and train local providers and staff (traditional and non-
traditional) so that all that is needed is financial support (salaries/medications/equipment) and 
continuing medical education. 



Useful Training Materials and Article Summaries: 
International Medical Brigades- Who Benefits Most? 6.1 

 
What Constitutes a Poor/Non-Effective Medical Brigade? 

 Religious or medical tourism 

 Lack of pre-trip cultural competence training and education 

 Poor use and selection of resources (medications and equipment) 

 Inability or refusal to identify and  utilize the local health care infrastructure both traditional and 
non-traditional 
 

 Pure “Pill Dispensing Brigade” with emphasis on the number of patients seen, drugs dispensed, 
or procedures performed with no study of outcomes or long term improvement.  Remember, it 
does no good to repair a child’s clef lip only to have the same child die of malnutrition or 
diarrheal disease the following month 
 

 Medical arrogance (“Our way is the best/only way”), treating local providers like students or 
orderlies, not asking for advice nor accepting it when offered 
 

 Free handouts of food, medications and clothing are a very temporary fix that only instills 
dependence on a population and diminishes pride 
 

 The “medical brigade: may be competition to the local providers who cannot survive giving 
expensive medications and treatment for free or at a very low cost 
 

 Short-term missions may cosmetically mask deeper ills of social, political, and economic 
inequalities, thereby delaying or preventing long term solutions 
 

 Short-term mission trips are extremely expensive to arrange and complete 

 Short-term mission groups almost always do work that could be done (usually better) by 
individuals of the country they visit 
 

 The millions of dollars spent each year to spend physicians, dentists, nurses and students to 
developing countries could cover the salaries of thousands of full-time un-employed physicians 
and nurses in those countries who need work and already embody the language and cultural 
competency to do so 

 
 
 



Useful Training Materials and Article Summaries: 
International Medical Brigades- Who Benefits Most? 6.1 

 
Examples to Consider:  
 

1. Eighteen US college students raised $25,000 to fly to Honduras for Spring Break.  They 
painted an orphanage, cleaned the play ground and played with the children for seven 
days.  The students universally had a great time and loved it!  The orphanage’s yearly 
budget is $45,000 which covers staff salaries, building maintenance, food, and clothing 
for the children.  The staff of the orphanage was very grateful for the students visit and 
all of their help, however had a few important observations: “That one week use of 
$25,000 was over half our yearly budget –we could have done so much more with that 
money”.  “We could have hired two Honduran painters who needed the work, hired 
four more teachers, build a new dormitory for the children, and bought a new set of 
clothes for all the children”. 

 
Questions to Consider: 
 

• The students could have just raised the money and gone to Cancun for Spring Break, 
and given nothing to the orphanage 
 

• The students could have raised the money and just sent it of the orphanage –but then 
none of them would have any idea of the conditions of the orphanage, the children, or 
the culture of Honduras 

 
• This trip may have been a “life altering experience” for some of these students with far 

reaching future dedication to work or financial support to developing country activities. 
 

• The stories told by the returning students may have inspired future trips to the same 
orphanage or village and/or ongoing financial support for the orphanage  

 
• Could there have been a better way to approach this “mission”?  Collaborative planning 

with the leaders of the orphanage to determine their high priority areas of need?  
Maybe painting the orphanage was not high on their list, maybe the construction of a 
new dormitory had a much higher priority?  Maybe the work could have been done with 
a combination of donated time by the students and salaries paid to local painters to 
work and/or paid supervision of the student’s activities?  

 
• Pre and Post needs assessments and evaluation that could have included orphanage 

staff satisfaction survey.  What did we do well?  What could we have done better?  Next 
time what would you like to see us help you accomplish for the orphanage? 
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2.  Fifty-seven health care individuals traveled to Honduras from Baltimore, Maryland for a 

five day medical mission: 13 MDs (2 FPs, 3 Peds, 2 optho, 3 ob/gyn, 1 ped/ortho, 1 derm 
and 1 pod).  Each spent $1,200 for the trip --$68,000 total plus a “container” of “medical 
items” valued at $400,000. The “team took over the local small hospital for five days” 
and performed several varied surgical procedures (using much of the equipment that 
they had brought in the container), and saw a large number of outpatients with a wide 
range of complaints.  The dermatologist saw “400 patients in the 5 days”.  In describing 
the experience one of the physicians stated that “we had hoped to do a lot of teaching 
of the local physicians but we had sustained contact with only one of the local 
physicians, we assumed that the other staff physicians were intimidated or threatened 
by our presence”.   The one physician that was present and interested in learning from 
the team was described by the dermatologist as “a very poorly trained general 
practitioner who consistently misdiagnosed a variety of dermatological lesions not 
unlike my experience with many of the primary care physicians in the US.  So I gave him 
a copy of my dermatology textbook in Spanish hoping that he might be able to learn 
something.” 

 
Questions to Consider: 

• Do you think that a pre-trip orientation took place with this group and if so how 
effective do you feel, was the training in cultural competency? 
 

• How much value was realized from the $400,000 worth of equipment and 
medications that accompanied the group (Everything that was brought on the 
mission stayed in Honduras)? 

 
• Why do you think that the local physicians were not “present and interested in 

learning”? 
 

• What do you think that the local hospital physician did with the dermatology 
textbook that he was given? 

 
• How could think this trip could have been better organized? 

 
• Is there any value noted from this type of “medical mission trip” 

 
• Is it surprising to note that the dermatologist on the trip wrote an article about 

the “mission” in a local medical journal expounding on all of the “wonderful 
humanitarian health care that was provided by this trip to Honduras” and 
concluded with the contact information for his private dermatology practice and 
the title and method of acquiring his textbook? 
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3. This author (EZ) and another attending leader of a trip to Honduras several years ago to 

a “new site”, decided to do “something special” for the community through their own 
personal finances. Both of these individuals had extensive experience with travel and 
international work. They decided to buy paint for the very “worn appearing” Centro de 
Salud (health center) of this rural poor community and have (did not really give them 
much of a choice) the medical students and residents on the trip paint the center on 
Saturday and Sunday. Being “culturally competent” they took both the center’s nurse 
and the president of the local health committee with them to El Salvador to pick out the 
color of paint that would be used. The following weekend without too many complaints 
all the participants on the brigade worked many hours to paint the entire health center 
both inside and out with the paint purchased by these two attendings. Everyone 
congratulated each other on a job well done and were extremely pleased by the greatly 
improved appearance of the health center. At the end of the brigade, an exit meeting 
was held with the leaders of the brigade and the health committee and other 
community leaders. The president of the health committee gave a very heart felt speech 
thanking all the brigade members for the excellent care that had been given to her 
community over the previous two weeks. When asked by the brigade leaders to 
describe what might have gone better during the brigade, the president replied in a very 
respectful but firm manner the following comment: “We really appreciate all of the 
work that went into the painting of our health center, and it is very beautiful. However, 
for the money that you spent on buying the paint and all of the work that went into the 
project, we, the committee could have described several other projects that are a much 
higher priority for our community. So in the future if you have funding that you would 
like to give to the community, maybe we could be included in the planning stages and 
participate in the decision of how to use the funds.” Both of the brigade leaders looked 
at each other in embarrassment realizing that they had broken one of the “cardinal 
rules” of good/effective medical brigades. Always, always involve the local leaders in 
any project that you plan to “help the community”, never, never assume that you know 
what the community needs or wants. 

Questions to consider: 

• Is it ever OK for an individual or group to use their “own money” to provide something to a 
community that they are working with, without input from the community? 

• What did these two experienced attending physicians learn from this experience? 
• Who should be included in the decision making in a community? 
• What if there is not agreement on an issue or an issue is creating significant unrest or 

controversy in the community? 
• What are the guidelines for “how much” should be given to or provided for a poor 

community without some sort of reciprocal “matching” donated time or resources from 
the receiving community? 
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General Questions for Further Thought: 
 

1.  Why are we participating in a medical brigade (individually or as a group)? 
2. Why is this country so poor? 
3. What problems does the local population face? 
4. What has the United done to help or harm the country of interest? 
5. What can I/we do to help (here and at home) 
6. Are you teaching and learning from the local individuals you are in contact with during 

the trip? 
7. When you get home will you support organizations working to fight injustice and 

poverty? 
8. Are all of the activities you are involved with during this trip working toward long term 

solutions? 
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Introducing Global Health into CHC Residency Training Programs: 
 
Residents and medical students alike are showing a growing interest in working abroad as a 
result of increased evidence of the benefits of global health, including improved physical exam 
skills, increased resource consciousness when making diagnostic and treatment decisions, 
experience working with underserved populations, and increased interest in primary care. By 
capitalizing on this interest and incorporating global aspects into their residency and medical 
training programs, Community Health Centers can increase the attractiveness of primary care 
and achieve greater long term success at recruiting and retaining future doctors.   
 
This section offers insight and things to consider as you begin to develop your program, 
suggested components of a global health training curriculum, and possible solutions to 
potential hurdles you might encounter while developing a program to introduce global health 
into your primary care training programs. 
 
 
THINGS TO CONSIDERATIONS: 

 What are the goals of the proposed global health program?  Although the main goal is to 
provide residents training in the field of global health, there are often secondary goals for 
training programs such as delivering sustainable health services abroad, expanding the primary 
care model to other countries, and establishing longitudinal educational missions for residents 
to develop research and professional skills as part of a career mentoring program.  Whatever 
the specific goals might be, it is necessary to develop the program design mindful and reflective 
of these goals.   
 

 Identify who the “champions” are and engage them from the beginning.  These champions 
might come from diverse backgrounds (for example, chairpersons, program directors, and 
individuals with experience in refugee health may all be “champions”), but together their skills 
and dedication can provide essential academic, logistical, and/or financial support during 
program development.  Engaging these individuals and organizations from the beginning is a 
necessary component for health centers going global with their residency and medical training 
programs. 

 
 Identify what resources are available to permit global health training.   From the beginning of 

program development, assess the scope of the various resources you could use to develop and 
sustain your program.  Looking towards academic centers, the local community, religious 
organizations, teachers, deans, and other individuals and institutions who are interested in 
global health and might be willing to help develop a training program is a start.  It is also 
necessary to look for grantees, local and regional donors, and other entities with shared 
interests who might be willing to help fund the development of an international training site.  
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 What type of global health training best fits the program and its resources? The types of 
resources available will help determine if the residency program will offer formal, longitudinal 
programs, or simply permit or help arrange elective rotations for its trainees.  Programs may add 
didactic curricula focused on global health into their core didactics, offer off-site training in 
tropical medicine, or block global health classes.  The most successful programs will use the 
available resources in conjunction with new ideas to go forward creatively, to ultimately create 
a sustainable program in global health training. 
 

COMPONENTS OF A GLOBAL HEALTH TRAINING PROGRAM: 
 

 Didactics and Curriculum Development:  Conferences, speakers, presentations, and other 
didactic components of the training program need to be catered towards preparing residents for 
international work.  Residents might have varying degrees of global health knowledge and 
international experience and the didactic component of the program needs be designed with 
this in mind.  Often times more graduated discussions are beneficial to introducing the topic of 
global health and international medicine to those who have little background on the subject.  
When looking for individuals who can teach on global health, it is sometimes helpful to look to 
the surrounding community for those outside the medicine department.  Local schools of public 
health, other health professionals, experts in public policy and social sciences can be assets in 
helping to broaden the resident’s global health knowledge.  However, while the “what” that is 
addressed by factual competencies demanded in global health education, exposure to career 
opportunities within the realm of global health work is also important in order for the resident 
to also gain an understanding of “how” global health works.  See Table 1 in full article for 
Resources for Faculty and Curriculum Development in Global Health  
 

 Peer Education: Often times one of the best educational resources are the residents and 
medical students themselves.  Take advantage of the skills the trainees might already possess 
such as prior global health experience, or previous international medicine practice and 
incorporate them into the formal didactic programs with student-led seminars and journal clubs.  
Faculty members can help facilitate these activities by formulating a list of relevant journal club 
topics and articles that can be annually updated. Peer education helps the trainees enhance 
their factual knowledge as they learn teamwork, networking, and problem solving skills 
necessary for a work in the global health arena.  
 

 Experiential Learning in the International Setting: Implicit in incorporating global health into a 
residency training program is medical or health training experience in an international setting.  
Programs for experiential learning internationally are varied in nature and are unique to the 
goals of the program.  Some programs allow residents to participate in clinical rotations at their 
site, while others rely on the residents to organize the actual clinical rotations in its entirety.  
Other times residents will chose to participate in non-clinical global health opportunities. 
Community health centers with already established international programs can incorporate 
their residents and medical students into their programs abroad (as long as it is within the 
context of their curricular requirements). Other resources to help residents locate international 
opportunities are the International Health Opportunities Database maintained by the Global 
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Health Education Consortium, Students for Global Health, Child and Family Health International, 
and Doctors for Global Health.  

 
 Experiential Learning in the Domestic Setting:  With increasing globalization, it has become 

easier to integrate global and domestic educational activities for trainees.   This is especially true 
for residents at community health centers. Although resources in developing countries are 
usually significantly less than those available in the United States, the medically underserved 
populations community health centers serve domestically, encounter similar barriers as patients 
abroad such as low literacy rates, poor transportation, and limited financial resources.  Helping 
residents see the correlation between domestic and international medically underserved 
populations can help to justify and fund global health activities. 

 
 Preparation and Debriefing: When designing a global health program in community health 

center residencies, it is necessary to take into consideration how you will prepare the residents 
and medical students for their actual work abroad.  Their initial preparation levels will be varied, 
but preparation should be tailored accordingly.  Debriefing should include a formal mechanism 
for program evaluation, as well as practical training such as to how to keep the doctor healthy 
while abroad. 
 

 Mentoring: Providing strong mentorships for trainees is an essential part of any successful 
residency program. Ideally the mentors would have extensive training in global health.  
However, programs short on mentors with global health expertise should take advantage of 
existing global health networks in the community.  Programs can also look to annual and 
regional organizations that host meetings on global health, schools of public health and/or 
international affairs, and local non-profit organizations to provide guidance to residents.  See 
Table 2 in full article for lists some of these organizations. 
 

 Research and Scholarly Activities: Community based research is a good way for residents to 
learn about  how to assess the needs of a population at the community level using limited 
resources, while gaining experience in understanding the effectiveness of various interventions 
at meeting those needs.  Supervisors should be involved in the research process from the 
beginning to ensure feasibility of design given time and logistical constraints, and also that the 
research is of a beneficial nature to the community.  Mentors should provide careful oversight 
throughout the entire process and provide guidance on research ethics and how to design 
research projects with proper participation that provide previously unavailable resources to the 
community.   
 

 Program Evaluation: In order for a residency program to be sustainable and continue to receive 
funding, an evaluation process must be a part of the program. How the evaluation measures 
success can vary depending on what outcomes are most indicative to explaining how well the 
main goals established in the beginning of the program were achieved.  For example, program 
success might be measured by patient and staff satisfaction, increase in cultural competency 
levels, capacity building within host country or community, changes in specified outcomes, etc.  
Whatever the means for measuring success are, it is important to design an evaluation process 
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from the outset and be consistent throughout the program’s duration in collecting date for the 
chosen indicators of the program’s success.  Some health centers find issuing surveys before and 
after the program to be the easiest way to evaluate progress.  Health centers with the resources 
to do so might choose to also track health indicators of the population served, and the progress 
of the trainees throughout the entire duration of the program. 
 

HURDLES TO DEVELOPING GLOBAL HEALTH TRAINING PROGRAMS: 
 

 Financing: Financing global health experiences for both the trainees and CHC staff is always 
a hurdle.  However, there are a variety of resources to use when searching for these funds.  
Directors of the program will need to be familiar with their regional fiscal intermediary’s 
interpretation of the Center for Medicare and Medicaid Services rules on graduate medical 
education payments for residents on away electives.  The ultimate goal is to provide global 
health on site training without jeopardizing the financial sustainability of the program.  
Working through an established preexisting nonprofit or governmental program is advisable 
for programs without institutional or private financial support.  Below are a few possible 
places to begin looking for funding opportunities: 
 

o Private foundations or church organizations 
o The Foundation for the Advancement of Medical Education and Research 
o Mini-Fellowships are available through a Yale-Johnson & Johnson program 
o The Organ Health and Sciences University (see website for list of opportunities) 
o The World Health Organization 
o Industries with interests in the region trainees will be going 
o Department of Health and Human Services grants for residency training (for 

domestic or territorial activities) 
o International aid organizations 
o US National Institutes of Health John E. Fogarty International Center (see their 

Directory of International Grants and Fellowships in the Health Sciences) 
o National Institutes of Health (research grant opportunities) 
o Global Infectious Disease 
o The United States Agency for International Development (USAID) and Global Health 

Council (support grant mechanisms for improving health) 
o Country or continent-specific support 

 
 

 Supervision:  Most programs require resident supervision by a board-certified physician in 
primary care.  The challenge is often finding supervisors who meet these credentials at the 
international site.  Ideally, having an on-site faculty member can solve this problem.  
Alternatively, having a program or faculty member travel with the residents is another way 
to meet this requirement.  If it is impossible to have a faculty member on site, or traveling 
with the residents, this requirement can sometimes be side-stepped by having residents 
focusing on research instead of clinical work.  Partnerships with organizations that go on 
regular missions such as Doctors without Borders, is another way to bypass this 
complication should it arise. 
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 Employment Law: Residents may be contracted by hospitals, universities, or consortia.  The 
employers (i.e. the health centers) must follow state laws regarding worker’s compensation 
and disability insurance.  Some state programs will not cover overseas experiences, while at 
the same time it may be illegal for the program not to do so.  Make sure to contact the 
lawyers for your health center, as well as the university or hospital legal council for help 
interpreting state-specific regulations early on in the program development process. 

 

 Liability:  On international projects, the question of whether or not to cover one’s trainees 
and faculty commonly arises.  There is limited precedent for medical tort in most developing 
countries, although this is beginning to slowly change as a result of globalization.  Before 
deciding about coverage for residents and medical students, health centers and program 
directors should consult their own institutional policy for malpractice coverage while abroad 
and the policies of their insurer university.  It is also often helpful to contact global health 
peers in the country of interest to gather information on the specifics of malpractice law in 
that region.  It is also important to consider the nature of the international project.  
Sometimes research electives do not require the same coverage as clinical rotations.  
Additionally, sometimes host countries will agree to provide liability waivers to volunteer 
medical workers, and some universities will build medical evacuation insurance into their 
student health insurance.  (For more information specifically on medical evacuation 
insurance for health center faculty, please see section 4.6) 
 

 Sustainability: Sustainability in global health work is often times neglected, and often times 
as a result residents learn an ineffective model of global health involvement.  Many medical 
missions only provide short term solutions for acute problems, which goes against the 
principle of providing sustainable quality care embedded in the nature of health centers.  To 
avoid this, the program should favor experiences that (1) integrate with local health systems 
to ensure follow-up care and (2) address the determinants of health more broadly, exposing 
learners to the principles of community-oriented primary care, public health, and 
sustainable partnerships.  If building sustainability becomes a problem for the program, the 
program should look to some of the other sustainable projects and international 
engagements of community health centers to see if they might partner with them.  (For list 
of health centers currently working abroad see section 3.1) 
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Channeling Medical Volunteerism toward Sustainable Health Change: 
 
Rapid growth in medical volunteerism in resource-poor countries presents an opportunity for improving 
global health.  The challenge is to ensure that the good intentions of volunteers are channeled 
effectively into endeavors that generate locally acceptable, sustainable changes in health.  The Shoulder 
to Shoulder Model developed by Jeffery E. Heck, MD; Andrew Bazemore, MD, MPH; and Phil Diller, MD, 
PhD in 1990 in Honduras as a network of partnerships between family medicine training programs and 
communities in Honduras and other resource-poor countries, (See Appendix for full article) has outlined 
5 ways to channel medical volunteerism toward sustainable health change: 
 

 1. Empower Communities Through Partnerships: 
o Partners (local health board and volunteer clinicians) should work with rural 

communities to form active health committees.  These committees are nurtured to 
become capable of collaborating with their academic partners and the US communities 
they represent, so they can set the vision for the project and define the governance of 
the organization. 

 

 2. Address Determinants of Health Broadly 
o The community-oriented primary care (COPC) model used by health centers focuses on 

multiple determinants of health, including but not limited to health care, oral health, 
nutrition, water, sanitation, empowerment, and education.  Efforts should be made to 
ensure international engagements are rooted in these principles of COPC as developed 
and demonstrated by Sydney Kark and his team in South Africa more than 60 years ago.  
These principles are: (1) defining and characterizing the community, (2) involving the 
community as partners, (3) identifying or diagnosing community health problems, (5) 
monitoring the outcome of the intervention to determine if specific outcomes of the 
intervention to determine if specific measurable outcomes have been achieved, and (6) 
modifying the intervention as needed to achieve the intended goals. 

 

 3. Pursue Sustainability 
o US partners can help enhance the effectiveness of volunteers by returning to the same 

place year after year.  This enables health centers to engage in projects that are the 
priority of their community, have the approval and commitment of their community 
boards, and are realistically sustainable with limited funding and community 
participation. 
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 4. Leverage Resource Partner Money and Skills 
o Resources and personnel from US health centers are usually augmented by donated 

funds to establish sustainable community development in poor rural communities.  The 
national organization should support the development and startup of new programs.  
The US health center and its supporting community provide the financial support and 
volunteer efforts needed to sustain the partnerships.  Additionally, departments of 
family medicine working at sites should be capable of galvanizing the efforts of many 
medical and nonmedical departments. 

 

  5. Realize Economies of Scale Through Intra-Institutional Coalitions 
o The US communities also form an organization to support the common principles and 

share common staff and supplies and, most importantly, ideas.  This model thus 
combines an educational mission (training health professional learners) with long-term 
community development, and this is seen as an appealing form of volunteerism for 
medical educators and community practitioners.  By developing strong community 
boards in poor areas and a consistent local paid staff, the program offers visionary 
volunteer health professionals the infrastructure on which to build lasting programs that 
influence the health of communities.  They work in tandem to achieve a clear mission: 
to develop educational, nutritional, and health programs to help poor communities in 
resource-poor countries to achieve sustainable development and improve the overall 
health and well-being of their residents.  
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Example of a Team Leader’s Handbook Table of Contents 
 
The following is an example table of contents from a handbook developed by Andrew Bazemore, MD; 
and Christy O’Dea, MD for residents and doctors preparing for work abroad in their “Shoulder to 
Shoulder” partner program.  Your health center can use it as a model for developing your own materials 
to prepare your doctors and residents for international work.  The full handbook is located in the 
appendix at the back of the toolkit. 
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“We have an obligation to assure something more like fairness and 

equity in human health.  We do not have a choice, unless we plan to 

give up being human.  The idea that all men and women are brothers 

and sisters is not a transient cultural notion…   

It is a biological imperative”   

-- Lewis Thomas, The Fragile Species18 
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“You’ve got to be healthy and stay healthy.  Without your health, you 

don’t have anything.  You can’t provide for your family, you lose your 

job, you lose your house.  You ain’t got nothing without your health.” 

– Joe H., American from Wyandotte, Michigan. 
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Purpose 

 

In 2006, the health of the world’s citizens is remarkably uneven.  A child born today in Japan, 

for example, can expect to live to 82 years of age on average, whereas a it is unlikely that a 

newborn infant born in Zimbabwe will reach his or her 34th birthday.  These disparities exist in a 

world that is become more closely drawn together in all domains, including health.  The United 

States has a direct and growing stake in mitigating the global risks caused by such differences in 

health.  We have a long and enduring tradition of compassion that compels us to help those 

around us in need.  More than a humanitarian exercise, however, improving the health of people 

around the world directly serves our self-interest and our national security. 

 

The health of all peoples has been interdependent since time began.  In this current age of rapid 

travel, international commerce, and global communication, it is clear that artificial borders and 

geographic distances cannot isolate the health and safety problems and concerns of people in one 

community from those in another.  Thus, health of an individual, community, or nation is 

GLOBAL by nature.     

 

This Call to Action on Global Health by the U.S. Surgeon General is directed toward all 

Americans.  It is an invitation to enhance the national and international action on global health 

with the purpose of improving the world’s health. 
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The purpose of this Call To Action is: 

1)  to inform Americans on the importance of global health and the urgency of addressing 

the critical global health challenges of the 21st Century  

2)  to advocate for action to reduce the deepening disparities in global health  

3)  to protect the health of the American people, and 

4) to elicit global cooperation and collaborative support from national and international 

organizations, as well as the American public, in health research and action. 

 

 

What exactly is Global Health?  Why is it important? 

 

Simply put:  Global health is the health of populations -- of humanity at large.  It is ensuring 

health and safety millions of people at a time, just as family doctors care for one patient at a 

time.  The Institute of Medicine (IOM), part of the U.S. National Academy of Science, has 

defined global health as referring to “health problems, issues, and concerns that transcend 

national boundaries, may be influenced by circumstances or experiences in other countries, and 

are best addressed by cooperative actions and solutions.”   

 

Global health is about recognizing that the health problems seen around the globe are also 

seen in our own backyards.  Global health problems need to be directly faced, not only for purely 

selfish reasons, but because humanity will be better-off because of it.  We cannot overstate the 

reality that problems in remote parts of the globe can no longer be ignored.  Diseases that 

Americans once read about as affecting people in regions of the world that most of us would 
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never visit are now capable of reaching us directly.  The hunger, disease, and death resulting 

from poor food and nutrition create social and political instability in many nations, and that 

instability may spread to other nations as people migrate to survive.  The environmental 

conditions that poison our water and contaminate our air are not contained within national 

boundaries, but float on winds and waves to not-so-distant places.  Failing to address global 

health issues outside our national border will only make the problems that much more 

challenging when they enter our country.  

 

Global health is of fundamental moral, practical, and strategic importance to the United States 

for peace, prosperity, and well-being.   

 

Caring about the health of others is a moral value shared by people of all cultures and religions.  

All societies, cultures, and religions value human life.  All people harbor a compassion that 

drives us to help those who are suffering or in need.  If we see an accident victim, a 

malnourished child, or a sick or vulnerable adult, we are compelled to help.  We believe that to 

allow suffering to continue is inhumane.  Implicit in this is a shared moral perception that taking 

care of the basic health and well-being of our fellow men and women is the “right thing to do.”  

This is substantiated time and time again, particularly during times of crisis, such as the 2005 

hurricanes that ravaged the southern gulf and east coasts of the United States, the 2004 Tsunami 

that devastated Southeast Asia, or the flooding that destroyed lives and land in Haiti in 2004.  

People everywhere continue to reach out to help in whatever way possible to alleviate human 

suffering.  
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Caring about the health of others is also of practical significance because of the 

interconnectedness of the world and the ability of disease to spread rapidly across borders.  

Global health is the awareness that SARS can emerge in Hong Kong and almost immediately 

strike Toronto; it is the understanding that the Hantavirus, first seen in Korea, can turn up years 

later in New Mexico; it is the recognition that the hemorrhagic fever of the African interior may 

take root in a Western metropolis or that an influenza pandemic could emerge in humans almost 

anywhere in the world and spread globally within days.  Global health grasps that viruses, 

bacteria, and parasites can cross all borders -- so the fight against them must do the same. 
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Caring about the health of others is of strategic significance since health diplomacy, or working 

with other nations on shared health goals, promotes international cooperation, is critical to the 

long-term health and security of the American people.   It is the way to protect, promote, and 

advance the health and safety of the nation.  A global health perspective also recognizes that 

health cooperation is a critical aspect of international cooperation and diplomacy.  Health 

diplomacy also acknowledges that poor health contributes to political and economic instability, 

two factors that threaten world peace.  In countries with an adult HIV-prevalence rate of more 

than 20 percent, gross domestic product (GDP) can shrink by as much as 1 to 2 percent annually.  

Similarly, malaria in Africa reduces annual GDP growth by one percent.  This decrease 

exacerbates poverty and economic stagnation, and seriously undermines the viability of affected 

states.  Health is the common currency that can be used to help countries achieve their fullest 

potential and improve international relations. 
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In sum, increased action to improve global health improves lives, reduces the spread of disease, 

and contributes to global political stability and economic growth.   

 

 

Why now? 

 

In 1997, the seminal U.S. Institute of Medicine report America’s Vital Interest in Global Health, 

concluded, “…the direct interests of the American people are best served when the United States 

acts decisively to promote health around the world.”  Since 1997, the need for greater U.S. 

investment in global health has only deepened.  The challenges we face are extraordinary, but we 

are not starting from ground zero:  The United States is a leader, a catalyst, and a partner in 

global health.   

The new century has brought a myriad of new challenges and opportunities in global 

health.  Vaccines, antibiotics, clean and available water, proper environmental sanitation, and 

other breakthroughs in scientific and health research and technology are among the many 

contributions to improved health.  Improved health literacy is also critical to helping people 

improve their own health and the health of those around them.  Health literacy is the ability of an 

individual to access, understand, and use health-related information and services to make 

appropriate health decisions.  Yet new emerging diseases like the Human Immunodeficiency 

Virus/Acquired Immunodeficiency Syndrome (HIV/AIDS), Severe Acute Respiratory Syndrome 

(SARS), and Avian Influenza provide new challenges to a nation’s public health capacity.  

Chronic diseases such as diabetes, heart disease, and asthma have reached epidemic levels.  

Unprecedented flows of people and goods across borders strain existing early warning disease 
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surveillance systems.  Poverty and health disparities are major contributors to the numerous 

challenges to global public health.  The time to react and respond is now. 

The multiple connections and interactions which are integrating countries, economies, 

and populations are usually today described as “globalization.”  We live in an age of 

globalization, in which there is no longer a distinction between domestic and international health 

problems.  Pathogens know no boundaries, and infectious diseases are carried, sometimes within 

hours, to our shores via travel and trade.  The movement of two million people each day across 

national borders and the growth of international commerce contribute to health risks ranging 

from infectious disease spread by travelers to contaminated foodstuffs.  Our response to these 

threats must match or surpass their speed of transmission.  Failure to do so will have devastating 

consequences on more than just the physical health of our citizens; it will also have serious 

repercussions on the health of the U.S. economy and on our national security. 

Globalization is also a positive force that has lead to improvements in social, economic, 

and political conditions worldwide.  It also allows for increased information sharing for disease 

control and prevention.  However, because of social and economic inequalities, not everyone 

reaps the benefits of globalization at the same time, and such disparity contributes to instability.  

Globalization means that countries are more interdependent than ever.  No country can truly “go 

it alone” or try to shut out the rest of the world with respect to public health matters.  To be 

successful in efforts to improve health status and prevent the occurrence of new disease 

outbreaks, Americans must adopt a global view of health.  We must think beyond our borders:  

therefore, health is a legitimate driver of our national foreign and economic policy, and a benefit 

of globalization.   
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The new challenges and opportunities in global health increase the urgency to develop a 

proactive global health strategy.  The United States has been a leader in addressing global health 

problems and continues to renew its commitment to improving global health.  Through private 

contributions, government assistance, and other forms of technical cooperation, Americans have 

made significant improvements in health and development across the globe.  These 

improvements have included developing systems for clean water and community environmental 

sanitation, providing basic immunizations and basic medications, and developing educational 

and related activities which support health systems.  Together with its international partners, the 

United States has the demonstrated capacity to improve health and quality of life for millions.   

 

Key messages 

• Global health is important because it has a direct impact on our lives as Americans 

• There are things everyone can do to improve global public health 

• Partnerships, formed within the United States and globally, have the capacity to improve 

health and quality of life for millions 

 

The next section will examine a few of the global health issues that must be addressed by 

Americans and the global community.  These examples do not cover the vast spectrum of 

pressing global health issues.  Rather, they are intended to be illustrative of some of the most 

critical and complex issues at hand.   
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DID YOU KNOW?  As stated in Article 25 of the Universal Declaration of Human Rights, 185 

adopted by the General Assembly of the United Nations on December 10, 1948:   186 

“Everyone has the right to a standard of living adequate for the health and well-being of himself 187 

and of his family, including food, clothing, housing and medical care and necessary social 188 

services, and the right to security in the event of unemployment, sickness, disability, widowhood, 189 

old age or other lack of livelihood in circumstances beyond his control.” 190 
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Part II:  Global Health Issues 

 

The following sections will address just a few areas of global health that directly affect us 

all and are emblematic of the threats we are likely to face in the future.  The people in the stories 

are fictional, but they represent real world experiences.  As you read this section, keep in mind 

that each area raises the moral, practical, or strategic concerns we described in Section I.  

Perhaps more importantly, this Section considers human tragedies that are often preventable or at 

least can be managed to reduce the threat to global health.  Using health diplomacy to alleviate 

these tragedies is both a moral imperative and in our vital long-term national interests. 
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Disease 208 

209  

Miriam was worried.  She suspected that her husband, David, was unfaithful to her when he was 210 

away from home on his job as a long-distance truck driver.  One of her neighbors in their small 211 

village in Africa had contracted HIV from her husband, who worked for the same trucking 212 

company as Miriam’s husband.  Miriam tried to talk to David about his sexual behavior, but he 213 

told her that it was none of her business.  “How could it not be my business?” she asked herself, 214 

“Don’t I have a right to protect myself and my unborn baby from the deadly disease AIDS?”  215 

She tried to get David to use a condom when they had sex, but he refused, and she had no way to 216 

force him to do so or to deny him sex.  To make it worse, her husband refused to let her go to the 217 

doctor by herself, and if she did, he would be furious and might hurt her.  If it turned out she was 218 

HIV positive, she and her husband would be shamed.    She felt trapped, alone, scared, 219 

depressed, and angry, but she had nobody she felt she could talk to about this, even though she 220 

knew of a nearby clinic that provided people with medication.  So Miriam just hoped and prayed 221 

that she and her baby would be lucky and spared the devastation of AIDS.   222 

 223 

If Miriam and her baby developed AIDS, it would have been a preventable tragedy.  Miriam and 224 

her unborn child would face intolerable and unnecessary suffering and injustice.  She is not 225 

empowered to take control over her health and the health of her family.  Furthermore, if David 226 

was being unfaithful and he was HIV positive his indiscretions would spread the disease rapidly 227 

across large distances.  The spread of the HIV/AIDS has already proven to have dramatic effects 228 

on entire populations in Africa, where thousands of adults and children are suffering and dying 229 

prematurely from a preventable disease.  The disease has already spread rapidly to people on 230 
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other continents, including the thousands in the United States who are infected as well.  There 231 

still is no cure, and treatment for the disease remains extremely expensive, in economic and 232 

human terms.  As a result, HIV/AIDS and other diseases contribute to political and economic 233 

instability in many countries.  By their nature, they can spread rapidly across national borders, 234 

and hence require international cooperation to be controlled, particularly in the area of 235 

prevention.  Disease must thus be viewed as a global problem. 236 
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 Disease has been a part of life since early times.  Paintings and drawings from ancient 

civilizations such as that of Egypt depict humans exhibiting the symptoms or consequences of 

diseases such as polio.  The human race learned long ago that infectious diseases do not respect 

national borders.  The Black Death (bubonic plague) of the Middle Ages, for example, swept 

across Europe and killed an estimated one-quarter of the population.  The worldwide influenza 

pandemic of 1918 resulted in some twenty to fifty million deaths.  Health authorities predict that 

a future flu pandemic could infect anywhere from 20 to 50 percent of the world population, 

resulting in huge social and economic disruption, as well as extensive loss of life. 

 Many factors contribute to one’s vulnerability to disease.  Being poor, of a disadvantaged 

minority group, a migrant or refugee, a child, a prisoner, or having a weak immune system due to 

HIV or substance abuse or malnutrition are all factors that may lead someone to become ill.  

Physical and social environments also exert a profound effect on health.  A wide range of 

conditions, such as poor sanitation, chemical toxins, inadequate access to health care, political 

instability, risky behavior, violence, etc., can all influence health and cause disease. 

Infectious Disease 252 
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Despite the development of vaccinations, antibiotics, and other medical technologies, 

one-third of all deaths worldwide in 2003 were caused by infectious diseases according to the 

World Health Organization (WHO).  Six global diseases (acute respiratory infections, 

HIV/AIDS, diarrhea, tuberculosis, malaria, and measles) accounted for roughly 90 percent of 

worldwide deaths from infectious diseases.  It is especially distressing that many deaths due to 

infectious diseases could be prevented by existing public health strategies and the use of 

vaccines.  Making vaccines and treatment more widely available, as well as developing vaccines 

and treatments against diseases for which none currently exist, would save millions of lives a 

year. 

HIV/AIDS may be the defining medical and public health issue of our time.  By 2005, 

HIV, the virus that causes AIDS, had infected a cumulative total of more than 60 million people, 

a third of who have died.  More than one million Americans are living with HIV, and HIV/AIDS 

is an urgent and cascading problem in developing countries.  According to the most recent global 

estimates by UNAIDS and the WHO, about 40 million people are infected with HIV globally, 

and 3.1 million adults and children died of AIDS in 2005.  HIV/AIDS remains a constant crisis.  

Over the next twenty years, HIV/AIDS is expected to cause a decline in life expectancy in 51 

countries.  The disease, which is the fourth largest killer globally, is not spread evenly 

throughout Earth’s population; about 95 percent of those infected are in the developing world 

and most of those are in Sub-Saharan Africa.   HIV is causing enormous social disruption in 

many countries: millions of children have become orphans, and health care workers and facilities 

in many areas have been overwhelmed by the number of HIV/AIDS patients requiring medical 

care.   
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 Women are more vulnerable to HIV than men because of biological and cultural factors.  

For example, because of the anatomy of their reproductive tract women are subject to more 

frequent infections of the reproductive tract than men which render them more vulnerable to 

infection with HIV.  But cultural factors are even more important than biological ones with 

respect to the danger of women acquiring and spreading HIV/AIDS.  In many populations 

women lack the power and economic independence to negotiate safe sex with their partners, for 

example, under many circumstances they cannot insist on the use of a condom and women who 

exchange sex for income are in even a weaker position to insist upon safe sex.  (Germain, 2002) 

 

Early Warning Systems:  The importance of surveillance 284 

One of the most valuable elements in global health is the ability to detect the first signs of 285 

an outbreak of infectious disease anywhere in the world.  As a result of the AIDS pandemic and 286 

the concern about a pandemic influenza, particularly the current H5N1 strain of avian influenza, 287 

or “bird flu,” an effective global surveillance network is a high priority.  Stimulated in part by 288 

the AIDS pandemic, national and international groups, including the National Science and 289 

Technology Council in 1995 and the G-8 in 1997, called for the establishment of a global early-290 

warning system for infectious diseases.  Countries have been working together to help develop a 291 

global early-warning system that includes surveillance and outbreak response.  Important 292 

progress has been made at the regional level, with the establishment of such international 293 

programs as the Caribbean Epidemiology Center's disease surveillance network; the Amazon and 294 

Southern Cone networks in South America; the Integrated Disease Surveillance and Epidemic 295 

Preparedness and Response Project in Africa; the Mekong Basin Disease Surveillance system in 296 
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Southeast Asia; and the International Circumpolar Surveillance system in Alaska, Canada, 297 

Greenland, and the circumpolar regions of Europe.  298 

 An immediate priority for the United States lies in disease surveillance along our borders 299 

with Mexico and Canada.  Under the Security and Prosperity Partnerships of North America, 300 

HHS works to enhance infectious-disease surveillance capabilities within North America by 301 

creating public-health emergency preparedness systems along and across the U.S.-Mexico and 302 

the U.S.-Canada borders.  Information about disease occurrence in the areas across and along the 303 

Southern and Northern borders is both a public health and national security imperative.  The 304 

programs in development focus on early detection, accurate identification, and prompt reporting 305 

of infectious-disease outbreaks associated with potential bio-terrorism agents or other major 306 

threats to public health.  The areas of primary emphasis include the training of epidemiologists, 307 

laboratory and clinical personnel, and information-technology specialists. 308 
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 While HIV/AIDS attracts a great deal of international attention, other infectious diseases 

also have a significant impact on global health.  Malaria, caused by several species of parasites in 

the genus Plasmodium and transmitted to humans by the bite of an infected mosquito, is another 

deadly infectious disease that continues to plague our world.   

In spite of an overall decline in cases world wide since 1930, malaria cases in Africa has 

actually increased during the past few decades, and the disease remains endemic in Southeast 

Asia and the Americas.  An estimated 500 million cases of malaria occur each year, which 

results in one to two million deaths, mostly children less than 5 years of age.  In areas of Africa 

with high malaria transmission, an estimated one million people die of malaria each year, over 

2,700 deaths per day, or two deaths per minute.  The associated morbidity of this disease is 
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incalculable because many of the children who survive are repeatedly infected, with resultant 

poor nutrition, impaired development, and, perhaps, increased susceptibility to comorbid 

infections and associated disease.  In Latin America, approximately forty percent of the region’s 

818 million people are at risk for malaria.  Malaria morbidity and mortality numbers for the 

Americas region are 909,788 (based on number of positive blood slides), and 99 deaths, 

respectively for 2003.  Latin America has made improvements in combating morbidity and 

mortality from malaria, but neglect will prejudice those improvements.  Further, with evolving 

technology, we can reach the hard-to-serve in ways not previously possible.  

Controlling malaria will contribute significantly to the internationally agreed upon 

development goals contained in the United Nations (UN) Millennium Declaration, which all 193 

UN Member States have pledged to achieve by 2015.  Beyond reducing the disease burden, a 

successful fight against malaria will have far-reaching impact on child morbidity and mortality, 

maternal health, and poverty, which in turn could increase global stability.   

Malaria treatment, control and prevention should be an integral function of an effective 

health system, supported by strong community involvement.  Sustained success in malaria 

reduction calls for development of the health sector; improved case management, the use of 

intermittent presumptive treatment programs for pregnant women, insecticide-treated bed nets, 

and spraying of households with insecticide.  

In the past, chloroquine and sulfadoxine-pyrimethamine were highly effective standard 

treatments for preventing and treating malaria, but now some of the parasites have developed 

drug-resistance.  In May 2005, the World Health Assembly (WHA), the supreme governing body 

of the WHO, passed by consensus Resolution WHA 58.2 for malaria control.  This resolution 

calls for increased allocation of domestic resources; rapid scale-up of prevention, including free 
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344 
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347 

or highly subsidized distribution of insecticide-treated nets to vulnerable groups; support for 

expanded household insecticide spraying; access to artemisinin-based combination therapy 

(ACT); and the development of new medicines to treat malaria, especially for children and 

pregnant women.   

 

Roll Back Malaria 348 

The WHO, the United Nations Children’s Fund, the United Nations Development 349 

Programme and the World Bank launched Roll Back Malaria in 1998.  The goal is to 350 

halve the burden of malaria by 2010.  Reducing malaria requires commitment, 351 

coordination and financial support. The core technical strategies of RBM for the 352 

sustainable control of malaria are the following: 353 

Improved and prompt access to treatment; increased use of insecticide-treated bed 354 

nets and control of mosquitoes; early detection of and response to malaria epidemics; and 355 

improved prevention and treatment of malaria in pregnant women in highly endemic 356 

areas. Stated simply, the RBM strategy is to combine both prevention and cure.  To be 357 

successful, malaria control must be incorporated into all health and development policies, 358 

strategies and programs. 359 

360 

361 

362 

363 

364 

365 

 

Tuberculosis (TB) also continues to be a major killer.  Tuberculosis is a contagious 

disease, caused by the bacteria Mycobacterium tuberculosis (Mtb), and is spread, much like the 

common cold, by coughs, sneezes, talk or spit.  A person can become infected when even a few 

infected droplets are inhaled.  One third of the world’s population (approximately two billion 

people), is infected with Mtb.  Most people who are infected are able to fight off active infection, 
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but may retain a latent TB (a time of infection with no signs or symptoms of active disease), 

while others appear to clear the organism completely.  However, the WHO estimates that nearly 

eight million people develop active TB every year, almost 98 percent of whom live in the 

developing world.  Although a cure was discovered over fifty years ago, TB kills between two 

and three million people every year, and not just in the developing world.  In 2003 the 50 states 

and the District of Columbia reported 14,517 cases of tuberculosis.  Tuberculosis has re-emerged 

along the U.S.–Mexico border.  Mexicans and immigrants from other countries who move 

through Mexico cross this border to migrate to the United States.  A quarter of all foreign-born 

tuberculosis patients in the United States are Mexican, and the United States and Mexico have a 

bilateral program to issue TB bi-national cards so treatment for tuberculosis can continue in both 

countries. 

Of the approximate two million people who become sick with infectious tuberculosis 

each year, 300,000 have infections that are resistant to the first-line drugs used to treat TB.  

Tuberculosis is most often is found in the homeless and in those with HIV/AIDS.  One third of 

the estimated 40 million people living with HIV/AIDS are also infected with tuberculosis.  Each 

disease makes the other worse, accelerating the pathology caused by each infectious agent and 

hastening the death of the individual. Both diseases should be treated when they are present but 

there are times when an immune reconstitution syndrome develops with treatment of the HIV 

infection and fatal complications, such as TB meningitis, occur.  There are many clinical trials, 

supported by the US National Institute of Allergy and Infectious Diseases, underway which are 

investigating the best timing of treatment for people infected with both pathogens.  Another 

complication of co-infection is that TB is harder to diagnose in HIV-positive patients; therefore, 

treatment for tuberculosis often has been absent, inconsistent or inadequate, which may 
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contribute to the development of drug-resistant tuberculosis.  Even where effective drugs are 

available, curing TB demands a long continuous pattern of treatment, six to nine months or 

perhaps even life, until a cure is achieved in an HIV infected person. 

 

The Global Fund to Fight AIDS, Tuberculosis and Malaria 393 

394  

The Global Fund is a public-private foundation created to finance a dramatic turn-395 

around in the fight against AIDS, tuberculosis, and malaria. The Global Fund 396 

receives most of its funding from national Governments; the United States is the 397 

largest contributor to the Fund, and has provided almost one-third of the $3.7 398 

billion that it has received. The President’s 2006 budget requested an additional 399 

$300 million.  AIDS, tuberculosis and malaria kill over six million people each 400 

year, and the numbers are growing.  To date, the Global Fund has committed 401 

U.S.$ 3 billion in 128 countries to support aggressive interventions against all 402 

three diseases.  By funding the work of new and existing programs, it can save 403 

millions of lives, stop the spread of disease and halt the devastation to families, 404 

communities and economies around the world.  As a partnership between 405 

Governments, civil society, the private sector and affected communities, the 406 

Global Fund represents an innovative approach to international health financing.  407 

The Global Fund is a results-based, grant-making body to which stakeholders 408 

from developing countries submit program proposals in a competitive, peer-409 

reviewed process.  HHS is a leader in facilitating these reviews.  The submission 410 
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process was designed from the start to be inclusive of community and faith-based 411 

organizations, as well as representatives from Governments.   412 
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 Global spread of infectious diseases is not restricted to human-to-human transmission.  

Diseases found in animals that can infect humans are known as “epizootic” diseases.  These 

diseases become particularly dangerous when they mutate to allow for human-to-human 

transmission.  The spread of West-Nile Virus and strains of influenza, including Avian Influenza 

A H5N1, is initially caused by animal-to-animal transmission.   

Avian Influenza H5N1 has gained significant international attention.  Most experts today 

view the increasing possibility of a pandemic influenza as the most significant global health 

emergency on the immediate horizon.  A pandemic is a global disease outbreak, and an influenza 

pandemic occurs when a new influenza A virus emerges for which there is little or no immunity 

in the human population, begins to cause serious illness and then spreads easily from person to 

person worldwide.  Historically, pandemics have traveled along sea-lanes, with global spread 

completed within six to eight months.  Air travel has shortened this timeline considerably. 

The 20th Century saw three influenza pandemics.  500,000 Americans died during the 

“Spanish flu” of 1918, and across the world approximately 20 million to 50 million people died.  

In 1957-58, the “Asian flu” caused 70,000 deaths in the United States.  Then in 1968-69, the 

“Hong Kong flu” caused about 34,000 deaths in this country.  Viruses containing a combination 

of genes from a human influenza virus and an avian influenza virus caused both the 1957-58 and 

the 1968-69 pandemics.  Many scientists believe the cause of the 1918 pandemic was an avian, 

or bird, influenza virus, like the H5N1 influenza virus that is currently circulating in many parts 

of the world.   Scientists think the present situation might resemble that before the 1918 
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pandemic.  Similarities between the H5N1 strain of highly pathogenic avian influenza A and the 

1918 virus include the gradual adaptation of an avian virus to a human-like virus, the severity of 

disease, its concentration in young and healthy people, and the occurrence of primary viral 

pneumonia (which cannot be treated) in addition to secondary bacterial pneumonia (which 

responds to antibiotics).   

While no one can predict the timing of influenza pandemics, rapid international spread is 

certain once a virus with the appropriate characteristics appears.  The speed of the spread of a 

disease does not predict how deadly it will be, but it raises questions about the surge capacity of 

health systems in our country as well as across the world if almost simultaneous outbreaks occur.  

Countries, including the United States, are already working together to take preventive measures 

to prepare for a possible global outbreak of pandemic influenza.   

 

Children and Immunizations 446 

 Children are especially vulnerable to disease and injury, but the information and 447 

technologies exist to save the lives of millions of these children each year.  Yet coverage 448 

of many basic interventions has either slipped or stagnated.  In the 1990s, levels of 449 

immunization coverage stagnated or dropped in many countries.  The WHO estimates 450 

that 2.5 million children died in 2002 from diseases preventable by vaccines currently 451 

recommended by WHO, plus vaccines that are soon expected.   These vaccines include 452 

measles (540,000 deaths), Haemophilus influenza type B (Hib) (386,000 deaths), 453 

pertussis (294,000 deaths), neonatal tetanus (180,000 deaths), and tetanus (non-neonatal; 454 

18,000 deaths).  Additional deaths among children due to rotavirus, meningococcus, and 455 

pneumococcus approximate 1.1 million.  A recent assessment by the Bellagio Study 456 
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Group on Child Survival indicates a stark and representative contrast between evidence 457 

and application in resource-poor settings.  The deaths of an estimated two-thirds of 458 

children less than five years old could be averted with proven interventions that can be 459 

deployed in low-income countries. (Bellagio Study Group, 2003) 460 
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 While the aforementioned diseases capture significant attention in the media and 

elsewhere, many other infectious diseases, continue to kill huge numbers of people worldwide.  

Childhood diarrhea is one such deadly condition, sometimes caused by rotavirus (other causes 

will be discussed in other sections), a highly contagious infection that affects 130 million infants 

and children worldwide by age two.  The virus causes diarrhea and vomiting which results in 

dehydration and the most serious cases require hospitalization for intravenous fluids.  

Worldwide, rotavirus diarrhea results in hundreds of thousands of child deaths a year.  In the 

United States rotavirus causes more than three million cases of childhood diarrhea each year, and 

leads to 55,000 to 100,000 hospitalizations and 20-100 deaths.  Clinical trials for rotavirus 

vaccines are underway and when they are available widespread vaccination could save $500 

million in health-care costs in the United States and worldwide could reduce deaths by 30 

percent, and saving as many as one million children each year.  

 

DID YOU KNOW?   Just one vaccine-preventable disease, measles, was responsible for 476 

about 745,000 deaths in 2001.  The measles vaccine is safe, effective and cheap, costing 477 

approximately U.S. $0.30 a dose, including needle, syringe, and disposal, and results in near-zero 478 

death rates.  Some countries include measles mortality reduction strategies into their health care 479 
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programming, which may include vitamin supplementation, insecticide treated bed-netting, and 480 

other vaccinations.  With intensified efforts to improve measles vaccine coverage in Africa, 481 

measles deaths fell to 454,000 in 2004, according to WHO and UNICEF. 482 
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Chronic Disease 

 Infectious diseases, however, are by no means the only cause of illness, disability and 

death in the world.  The WHO estimated that in 2004, for example, non-communicable diseases 

accounted for about 60 percent of global deaths and almost half (47 percent) of the global burden 

of disease.  The leading non-communicable diseases are cardiovascular diseases, cancers, 

respiratory disorders, digestive disorders, and neuropsychiatric disorders.  Chronic diseases are 

not exclusive to the developed world.  Rather, the developing world is becoming increasingly 

burdened with both chronic and infectious disease, partly due to the rapid adaptation of 

behaviors and lifestyles that adversely affect health. 

 The World Health Organization (WHO) reports that in 2002, approximately 16.7 million 

people died from cardiovascular disease (CVD).  Cardiovascular disease includes coronary heart 

disease, stroke, hypertensive heart disease, inflammatory heart disease, rheumatic heart disease, 

and other heart diseases.  Risk factors for CVD vary between developed and developing 

countries.  However, among both developed and developing countries, most CVD is attributable 

to tobacco use, high blood pressure, high cholesterol and obesity.  Coronary heart disease is 

decreasing in many developed countries, but it is on the rise in many developing and middle-

income countries.  Experts at the WHO and elsewhere attribute this change to increased 

longevity, urbanization, and lifestyle changes.  In fact, the WHO reported in “The Atlas of Heart 
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Disease and Stroke” in 2004 that more than 60 percent of the global burden of coronary heart 

disease occurs in developing countries.   
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 Moreover, approximately 15 million people worldwide suffer a stroke every year.  

Approximately 5 million of these people will die, while another 5 million are left permanently 

disabled, leaving a burden on their families and communities.  The WHO reports that while the 

incidence of stroke may be decreasing in many developed countries, largely as a result of better 

control of high blood pressure and reduced smoking, it continues to increase world wide.  This is 

likely attributable to the aging population, as well as uncontrolled increased blood pressure.  The 

risk factors for cardiovascular disease and hypertension can be greatly reduced through proper 

diet, exercise, and medication.  In fact, treating hypertension can reduce the risk of stroke by up 

to 40 percent.  Key to achieving this reduction in risk, however, is improved health literacy.   

 

DID YOU KNOW?  Heart disease and stroke together constitute the leading cause of 515 

death worldwide, resulting in about 17 million (about one-third of) all deaths per year.  516 
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 Diabetes has become one of the major causes of premature illness and death in most 

countries, especially because it increases the risk of CVD.  An estimated six deaths per minute, 

or 3.2 million deaths per year, are attributed to diabetes or related conditions.  In addition to the 

deaths resulting from the disease, diabetes leads to various disabilities, including loss of limbs 

and or vision, which frequently carry economic and social consequences.  In 2003, the Pan 

American Health Organization (PAHO) reported that expenditures associated with permanent 

and temporary disabilities from diabetes were over 50 billion dollars in Latin America and the 
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Caribbean alone.  These costs are in addition to those for insulin and other drugs, hospitalization, 

and other medical care for persons with the disease. 

 The World Cancer Report (Stewart and Kleihues, 2003) predicts that cancer rates are set 

to increase globally at an alarming rate, as much as 50 percent by 2020.  Malignant tumors were 

already responsible for 6.2 million deaths internationally in 2000.  Cancer has emerged as a 

major public health problem in developing countries, matching its effect in industrialized 

nations.  The three leading cancer killers are lung, stomach and liver cancer.  The Cancer Report 

indicated that one-third of cancer cases could be prevented through reduction of tobacco 

consumption, healthy lifestyle and diet, and early detection through screening.  

 Tobacco is the second major cause of death and the fourth most common risk factor for 

disease worldwide.  It is responsible for approximately five million deaths each year.  The 

economic costs of tobacco are also high, estimated to be $200 billion a year globally, with a third 

of this loss occurring in developing countries.  The WHO reports that if current smoking patterns 

continue, it will cause some 10 million deaths each year by 2020.  Half the people that smoke 

today -approximately 650 million people- will eventually be killed by tobacco.  Tobacco control 

measures can have a significant impact on reducing tobacco consumption, hence decreasing the 

burden of disease and death due to tobacco use.  

 

The Framework Convention on Tobacco Control  543 

The World Health Organization (WHO) Framework Convention on Tobacco Control 544 

(FCTC) is the first global health treaty negotiated under the auspices of the WHO.  This 545 

convention is an evidence-based treaty that reaffirms the right of all people to the highest 546 

standard of health.  It represents a paradigm shift in developing a regulatory strategy to address 547 
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addictive substances; in contrast to previous drug control treaties, the WHO FCTC asserts the 548 

importance of demand reduction strategies as well as supply reduction issues.  The WHO FCTC 549 

was developed in response to the globalization of the tobacco epidemic. The spread of the 550 

tobacco epidemic is exacerbated by a variety of complex factors with cross-border effects, 551 

including trade liberalization, direct foreign investment, global marketing, transnational tobacco 552 

advertising, promotion and sponsorship, and the international movement of contraband and 553 

counterfeit cigarettes.  554 

There are currently 168 countries who are signatories to the FCTC, and 128 who are 555 

parties to it (i.e., their national legislative bodies have approved the country’s participation).  556 

While the United States signed the FCTC treaty in May 2004, Congress has yet to ratify the it, 557 

therefore the United States has not yet become a formal party to this agreement.  558 
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 Mental illness also takes a heavy toll in human misery and death.  It is estimated that 

nearly 450 million people are afflicted with mental, neurological or behavioral problems 

worldwide at any given time.  Moreover, the WHO estimates that depression was found to be the 

second leading cause of disability worldwide.  Even though mental illness has high economic 

and social costs, stigmatization of mental health continues to have a tremendous effect on 

individuals who are in need of care.  It causes enormous suffering and should be considered life-

threatening, with approximately 873,000 people who commit suicide annually.   

Nonetheless, the world has been slow to recognize and respond to mental illness.  Mental 

health problems are frequently not considered as high a priority in health care systems as 

physical problems, because people often do not recognize the seriousness of mental illness and 

frequently lack understanding about the benefits of care and treatment. As the WHO points out, 
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policy makers, insurance companies, health and labor policies, and the public at large – all 

discriminate between physical and mental problems.  Furthermore, the WHO reports that most 

middle and low-income countries devote less than 1% of their health expenditure to mental 

health. Consequently mental health policies, legislation, community care facilities, and 

treatments for people with mental illness are not given the priority they deserve.  The 2005 

Mental Health Atlas, published by WHO shows no substantial change in global mental health 

resources since 2001, while there continue to be marked and growing differences in availability 

between high- and low-income countries. For example, the WHO survey of 192 countries does 

show a slight increase in the total number of psychiatrists from 3.96 to 4.15 per 100,000 people 

worldwide, distribution across regions ranges from 9.8 in Europe to just 0.04 in Africa.  

 There are numerous other important diseases (e.g., arthritis, asthma, and pneumonia), 

both infectious and non-communicable, that contribute to global health care problems, but will 

not be discussed here due to space constraints.  While not exhaustive, this section was intended 

to highlight some of the diseases that are facing the global population. 

 

 

Women’s Health 587 

 Numerous studies have demonstrated that women’s health is directly linked to 588 

women’s education and empowerment.  As primary caretakers in many societies, women 589 

play a critical role in curbing the spread of disease.  Educated women are also in a better 590 

position to care for themselves and their children.  Despite improvement in the status of 591 

the world’s women, they still face substantial discrimination in many ways.  Large gaps 592 

exist between women and men in access to education, health, nutrition, and political 593 
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power.  These inequalities directly and indirectly lead to significant health problems for 594 

women that also have an impact on their families and communities.   595 

 Today many of the health challenges facing women worldwide (such as high rates 596 

of maternal mortality, HIV infection, and sexual violence against women and girls) stem 597 

from a basic denial of women’s rights as human beings.  Inequality between men and 598 

women is a major threat to women’s health.  In some societies where it is unacceptable 599 

for women to leave the house without their husbands’ permission, pregnant women who 600 

need medical assistance face a risk of serious complications and death if their husbands 601 

are not home to grant them permission to seek medical care.  Pregnant and childbearing 602 

women die because their basic nutrition is compromised, their reproductive rights are 603 

violated, and their access to medical care is denied as a result of gender inequality 604 

(Germain, 2002).  As long as these inequalities persist, health outcomes will remain far 605 

from optimal; not only for women, but for the vulnerable populations they traditionally 606 

care for, including children and the elderly. Allowing such disparity to persist presents a 607 

significant moral challenge to all populations.   608 
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Food and Nutrition 

 

Diane was a self-proclaimed couch-potato, with a love for all things chocolate.  615 

Unfortunately, her 13 year old daughter, Sarah, had followed her example from an early 616 
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age and was already nearing 165 pounds on her 5’1” frame.  Lately Sarah had been 617 

complaining of being more tired than usual, would sometimes get light headed, and she 618 

was constantly drinking any beverage she could get her hands on.  Diane was starting to 619 

become concerned, so she took her daughter to the pediatrician.  The doctor took some 620 

blood samples and called them back to let them know that Sarah had developed Type II 621 

diabetes.  She would need to go on a strict diet and exercise regimen or face insulin 622 

shots.  Moreover, she needed to start monitoring her glucose level several times a day.  623 

They left the office stunned.  Diane always believed that Type II was an adult disease, but 624 

yet her adolescent daughter was diagnosed.  The doctor said the girl’s obesity, triggered 625 

by too many sweets and junk food, and sedentary lifestyle were to blame.  Diane realized 626 

that the time had come for a change in both their lives. 627 

 628 

Food is the sustenance of life.  Yet, every year millions of people across the globe develop 629 

some form of disease related to their diet, just like Sarah.  Too much of the wrong kinds 630 

of food, just as well as too little of nutritious foods contribute to disease and premature 631 

death.  With all the knowledge, wealth, technology and transportation mechanisms the 632 

world has developed, there is little reason why any child or adult should suffer from poor 633 

nutrition resulting in malnourishment or obesity today.  The solutions to both problems 634 

are well known.  Yet, every nation faces issues related to food supply, food safety, and 635 

proper nutrition.   636 
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 Food and health are intimately related.  Not getting enough to eat can lead to reduced 

physical capacity, higher rates of illness, and premature death.  Diets that are deficient in certain 
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vitamins or minerals can result in disease and disability.  UNICEF reports that deficiencies of 

micronutrients such as iron, iodine, vitamin A, and folate affect nearly one-third of the world’s 

population, and result in reduced mental and physical development of children, poor pregnancy 

outcomes, diminished work capacity of adults, and increased morbidity and premature mortality 

among populations.   

The 2006 UNICEF report “Progress for Children:  A Report Card on Nutrition” cites that 

more than one quarter of all children under the age of five in developing countries are 

underweight, many to a life-threatening degree.  Poor nutrition remains a global epidemic 

contributing to more than half of all child deaths, about 5.6 million per year.  Malnourished 

children in South Asia, Bangladesh, India and Pakistan account for half of all the world’s 

underweight children: approximately 47 percent of India’s under-five population is underweight, 

dragging down the regional average.  In the famine-prone Eastern and Southern Africa region 29 

percent of children under-five years of age are underweight.  Despite some improvements several 

countries are falling behind again, with drought-related food crises and the rise of HIV/AIDS 

impacting the populations dramatically.  Some reports indicate that the Western and Central 

African regions have done better, partly due to strides made by some countries to support 

exclusive breastfeeding for infants and community-based health care.   

 Females are much more likely to suffer from malnutrition and associated health problems 

than males.  Girls and women receive less food than men and boys when food is scarce. Women 

also generally receive less protein-rich food than men even when they are pregnant or nursing.  

This is true even though women are responsible for most of the world’s food production, 

processing and preparation.   
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Bilateral cooperation to prevent birth defects 663 

Nearly a decade of activity between HHS/CDC and the Chinese Ministry of Health (MOH) on 664 

the control of spina bifida offers a model for collaboration.  The community intervention 665 

program conducted by the Chinese MOH in collaboration with HHS/CDC demonstrated that an 666 

inexpensive nutritional supplement of folic acid (to prevent folate deficiency) taken before and 667 

during early pregnancy could reduce the occurrence of spina bifida (and anencephaly, a more 668 

severe form of the defect) by 85 percent in the northern part of China (around Beijing), where the 669 

defect is approximately 10 times more common than it is in the south around Shanghai.  This 670 

definitive study has lead to the implementation of folic acid supplementation around the globe.   671 
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 Maternal malnutrition is a serious problem that affects both children and their mothers.  

Folate deficiency results in approximately 200,000 babies born yearly with severe and crippling 

neural tube defects every year.  Each year millions of children in the developing world suffer 

from growth retardation directly related to their intra-uterine conditions.  Furthermore, iodine 

deficiency, the leading cause of preventable mental retardation, results in as many as 37 million 

babies a year born with learning disabilities.  According to UNICEF and the Micronutrient 

Initiative (2004), iodine deficiency is estimated to have lowered the intellectual capacity of 

almost all of the 80 nations reviewed by as much as 10 to 15 percent.  Decreased intellectual 

capacity reduces Gross Domestic Products (GDP), diminishes productivity, and impairs 

development of populations.  Iron deficiency is a major cause of maternal deaths, and in the 6 to 

24 month age group impairs the mental development of 40 percent to 60 percent of the 

developing world’s children.  Iron deficiency in adults is so widespread that it is lowering the 
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energies of nations and the productivities of workforces—with estimated losses of up to 2 

percent of the GDP in the worst affected countries. 

685 

686 

 Vitamin A deficiency compromises the immune systems of approximately 40 percent of 687 

the developing world’s pre-school children, leading to mortality of an estimated one million 688 

children each year.  In addition, nearly three million preschool children are rendered blind as a 689 

result of vitamin A deficiency.  Yet, solutions can be as simple as a capsule of vitamin A costing 690 

just a few cents delivered during immunization – a program currently saving around 350,000 691 

lives per year by boosting immune systems.  Furthermore, fortifying staple foods with key 692 

nutrients like iron and iodine is a proven way to protect millions of children against damaging 693 

deficiencies and developmental delays. 694 

Clearly, thousands in the developing world still suffer from hunger and malnutrition, and 695 

so those who can look elsewhere for sustenance do.  This contributes to waves of migration, both 696 

legal and illegal, to countries with more resources.  These countries, including the United States, 697 

while better off, are not always prepared for the burden of caring for the incoming population.  698 

Working with the countries of origin, to prevent hunger and resulting migration, benefit both 699 

sides.   700 
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DID YOU KNOW?  Malnutrition is the most common risk factor causing disease and injury.  

 Not all nutrition-related health problems are due to lack of food or of particular nutrients, 

however.  Too much food can make an individual overweight, even obese, increasing the risk of 

diabetes, heart disease, and other health problems.  Foods high in saturated fats can increase the 

body’s cholesterol level, a risk factor in heart disease and stroke.  Nonetheless, even healthy 

foods, if consumed in excessive amounts, can result in obesity and related risks.  
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The links between diet, physical activity and diseases such as diabetes, hypertension and 

heart disease are well established.  Research has demonstrated that obesity increases the risk of 

developing diabetes, hypertension, heart disease, stroke, colon cancer, post-menopausal breast 

cancer, osteoarthritis and a variety of other health problems.   

In the United States, obesity has become an epidemic.  Changes in lifestyles over the past 

few decades, such as reduced demands for physical work and an increase in dining out and 

consuming fast foods, have led to an increase in the weight of the average American.  The U.S. 

Department of Health and Human Services’ Centers for Disease Control and Prevention (CDC) 

reported that the proportion of overweight adults increased 50 percent in ten years, and the 

proportion of overweight children more than doubled between 1976 and 2000.  The CDC 

estimates 3,000 Americans a year die from complications related to obesity, and the country 

spends 117 billion dollars a year on disease related to overweight and obesity.   

This epidemic of obesity is not unique to the United States.  The WHO estimates that one 

billion adults worldwide are overweight, and at least 300 million are clinically obese.  It is a 

serious threat to health in other countries as well, both developed and developing countries.  As 

people in developing countries adopt Western lifestyles of unhealthy high fat, high sugar, low 

fiber, high calories diets, along with lower levels of exercise, obesity increasingly becomes a 

problem.  Due to these lifestyle changes, diseases traditionally associated with developed 

countries, such as hypertension and heart disease, are increasing significantly in developing 

countries as well. 

 Food can also be a source of disease in another way.  Food that has been contaminated by 

microorganisms, pesticide spray residues, or other agents can make people sick.  In 2004, for 

example, 317 people became ill in Kenya and 125 died as a result of consuming maize affected 
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by a toxic mold (Aflatoxin) that can grow on certain crops.  Many food products are imported 

daily to the United States from other countries, and the U.S. Food and Drug Administration of 

the Department of Health and Human Services works closely with foreign growers to ensure that 

those food products are safe.  In addition to accidental poisoning, health officials must also be 

alert these days to the possibility of individuals such as terrorists intentionally introducing 

poisonous agents into the food supply.  Emergency preparedness can play a critical role in 

preventing such an incident from occurring.  Food production systems and corresponding food 

safety and security vulnerabilities vary widely with agricultural systems, production methods, 

and amount of government regulatory oversight.  Only by working with the countries from 

which the food originates can a safe and sufficient food supply be ensured. 

 

Water and Air 

 

Raul’s rural village in South America never had the luxury of being connected to city 744 

water pipes, with clean, chlorinated water.  Instead, he and his neighbors had to collect 745 

water from rain-water collection buckets they placed outside their homes. Sometimes, 746 

though, when the rains did not come, they had to collect water from the nearby river.  747 

The rains had not come in a while, and Raul was forced to collect drinking water from 748 

the river.  While there, he also collected some vegetables to eat that had been watered 749 

with water from the river.  Over the next few days, he and his wife suffered terrible bouts 750 

of diarrhea and fever.  They grew increasingly weak and had no energy to go look for 751 

food or help.  There was no doctor for miles around to treat them, and even if there was, 752 

she doubted they would be able to pay for any medicines the doctor might recommend.   753 
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 754 

Raul had no way of knowing for sure that the river was polluted by human excrement due 755 

to rains and heavy flooding upstream.  However, even basic public health precautionary 756 

methods like handwashing and boiling of water or charcoal filtering can be difficult to 757 

undertake in the poorest and most remote areas.  Lack of infrastructure, coupled with 758 

lack of access to health care, can create hazardous living conditions.   759 
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 The physical environment exerts an enormous influence on global health.  In particular, 

the air we breathe and the water we drink plays a major role in the state of our health.  Water and 

air are essential to life, but can become sources of disease or factors exacerbating disease if 

contaminated. 

 Globally 2.3 billion people suffer from diseases associated with contaminated water – 

mostly the poor from virtually all developing countries.  Water-related diseases cause an 

estimated 12 million deaths a year, nearly half of them due to diarrheal diseases, with children 

being the most likely victims.  Some of the most prevalent water-borne diseases include:  

cholera, enterotoxigenic Escherichia coli, and typhoid fever.  These types of diseases are 

prevalent where there is a lack of clean water and basic public health practices such as 

handwashing, proper washing of foodstuffs, and sewage removal. 

 

DID YOU KNOW?  Nearly 80 percent of childhood diseases that result in death are caused by 773 

contaminated water.  (WHO and UNICEF, 2000) 774 

775  
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 Water shortages usually lead to problems of water quality since sewage, industrial waste 

and agricultural and urban run-off overload the capacity of bodies of water to break down or 

dilute these wastes.  Other causes of water crises may arise from natural disasters, such as 

hurricanes and earthquakes, often leave many thousands of residents of the affected areas 

without access to safe drinking water for days and weeks after these incidents.  The earthquake 

and tsunami of December 2004 is an example of such a disaster that left thousands temporarily 

without access to safe drinking water.  Yet, simple preventive public health measures were 

rapidly implemented, and massive outbreak of disease was averted.   

 

Rivers, oceans and the atmosphere cross national and international borders.  Pollution of 

air and water is thus not confined to the countries in which it occurs.  For example, high levels of 

toxic chemicals known as polychlorinated biphenyls (PCBs) have been found in Inuit people 

living in some of the most remote areas of the Artic Circle.  Ingested PCBs can be stored in the 

fatty tissue of animals, and in this case elevated concentrations of PCBs were found in the 

blubber of whales and seals, one of the major food sources for the Inuits.  (Population, 2000)  

Protecting the Earth’s air and water to ensure the health of humans is therefore a global task. 

 Fresh water is considered a renewable resource, but there are limits on the supplies 

available.  In many countries or regions, shortages of fresh water are the main obstacles to 

agricultural and industrial production.  The U.S. Agency for International Development (USAID) 

reports that nearly half a billion people in 31 countries face serious water shortages today.   

 In addition to being contaminated by disease-causing microorganisms, water can be 

polluted by chemicals that are injurious to health.  The contamination of water by heavy metals 

such as lead and mercury is a problem for developing and industrialized countries alike.  Birth 
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defects, bone malformations, and brain damage are but a few of the many health problems 

attributed to heavy metal pollution.  Uncontrolled emissions from industrial plants and the 

contamination of water sources from mining operations threaten drinking water quality globally.  

(Chanlett, 1979) 

 The use of pesticides is also of concern to health officials, scientists, and government 

leaders around the world.  These chemicals can persist in the environment for long periods of 

time, and are often found in the fatty tissues of animals and humans exposed to them.  Release of 

these chemicals into the air or water can negatively affect the health of biological organisms 

many miles from the point of discharge.  Runoff from pesticides used on food crops, for 

example, can enter and contaminate lakes, rivers and other bodies of water.  Chlorinated 

hydrocarbon pesticides are much more closely regulated than they once were, but they can still 

pose a threat to health, especially since they decompose slowly and can remain in the water or 

soil for long periods of time.  Even the less dangerous and less persistent pesticides introduced in 

recent times can have negative effects on health.  When such chemicals are found in water 

supplies, they usually occur in small amounts.  Nonetheless, if consumed they may potentially 

cause chronic health problems such as organ failure, cancer, or birth defects.  (Population, 2000) 

Air pollution is a major environment-related health threat to children and a risk factor for 

both acute and chronic respiratory disease.  While second-hand tobacco smoke and certain 

outdoor pollutants are known risk factors for acute respiratory infections, indoor air pollution 

from biomass fuel is one of the major contributors to the global burden of disease.  Indoor air 

pollution from the combustion of coal or unprocessed biomass fuels such as wood or waste 

represents perhaps the largest energy-related source of ill health.  In fact, biomass fuels are used 

to meet the energy needs of half of the world’s population.  They are often burnt in open fires or 
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inefficient stoves in poorly ventilated houses and give off smoke and chemicals that contribute to 

diseases of the lungs and heart.  Because of the presence of known cancer-causing chemicals in 

the indoor air, there is also an increased risk of lung cancer.  Women are generally responsible 

for cooking and looking after children in these homes, and they and their children are at the 

greatest risk.   

In addition, outdoor air pollution is a serious problem in cities throughout the world, 

particularly in the megacities of developing countries.  WHO estimates that a quarter of the 

world population is exposed to unhealthy concentrations of air pollutants.  Of those exposed, 

children are particularly at risk due to the immaturity of their respiratory organ systems. 

Outdoor air pollution is largely and increasingly a consequence of the combustion of fossil fuels 

for transport, power generation and other human activities.  Combustion processes produce a 

complex mixture of pollutants that comprises both primary emissions, such as diesel soot 

particles and lead, and the products of atmospheric transformation, such as ozone and sulfate 

particles formed from the burning of sulfur-containing fuel.  The removal of lead from gasoline 

has been a major improvement to the overall health of millions of people especially children 

whose developing brains were most affected, as well as to the environment.  This was achievable 

through massive international cooperation and understanding of this issue.  

 Another effect of air pollution is that the ozone layer in the stratosphere above Earth’s 

atmosphere is being damaged by the release of various chemicals used in refrigerants, aerosols, 

and other equipment, as well as organic solvents.  Depletion of the ozone layer is likely to lead to 

higher levels of ultraviolet radiation reaching the Earth’s surface.  Certain wavelengths of this 

radiation increase the incidence of skin cancer and cataracts in humans.  (WHO, 1992; WHO, 

1993) 
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 A related issue concerns the build-up of greenhouse gases in the atmosphere, which is 

believed likely to lead to global warming and a rise in the sea level.  The climate changes that 

would result from global warming could have various direct and indirect effects on the health of 

humans.  For example, heat stress and heat stroke, which can be fatal, may become more 

common, especially among susceptible groups such as older adults, children, and those with 

heart problems.  The distribution of insects and other organisms that serve as hosts to the 

microorganisms that cause infectious diseases is likely to be affected.  This could lead to changes 

in disease patterns.  For example, malaria might appear in areas where it is currently unknown 

because of the spread of the mosquito that carries the disease.  Global warming could also 

adversely affect health if changes in rainfall diminished the variety or quantity of crops available, 

which could lead to or aggravate food shortages.  (WHO, 1992; WHO,1993) 

 

 

Injuries and Violence 

 

Joe Williams was enjoying his vacation abroad with his wife, 10-year old daughter, and 860 

8-year old son.  They were in the second week of their trip, and the large city they were 861 

visiting was crowded but exciting.  Joe was a little nervous about driving in a foreign 862 

country where he was unsure of local driving customs and regulations, especially in this 863 

city, where the traffic was so heavy.  But he gamely drove out of the hotel parking area 864 

that evening to search for a restaurant across town that was recommended by his guide 865 

book.  Rush hour traffic was particularly bad that day, and suddenly a car cut in front of 866 

Joe.  He hit the brakes but could not stop in time.  The next thing Joe remembered was 867 
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waking up in the hospital with a broken leg.  He was relieved to learn from a nurse that 868 

his wife and the children were not seriously injured.  Joe reflected that they had been 869 

lucky, although the accident sure put a damper on their vacation plans.   870 

 871 

Joe was one of millions of people injured in traffic crashes every year.  In this age of 872 

global travel, it is becoming more common for persons to become involved in traffic 873 

crashes in countries other than their own.  Being involved in a crash is traumatic enough 874 

in itself.  Having to deal with police, insurance and the health care system in a foreign 875 

country makes the situation that more stressful. 876 
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Injuries are one of the great unrecognized problems for global health.  Injuries continue to rank 

among one of the leading causes of death and disability, regardless of age, sex, or income.  The 

WHO reports that almost 50 percent of the world’s injury mortality occurs in young people aged 

15-44 years, the most economically productive members of the global population.  They write:   

“Injuries have traditionally been regarded as random, unavoidable “accidents”. Within 

the last few decades, however, a better understanding of the nature of injuries has 

changed these old attitudes, and today both unintentional and intentional injuries are 

viewed as largely preventable events.  As a result of this shift in perception, injuries and 

their health implications have demanded the attention of decision-makers worldwide and 

injury policy has been firmly placed in the public health arena.  Furthermore, the growing 

acceptance of injuries as a preventable public health problem over the past decade or so 

has lead to the development of preventative strategies and, consequently, a decrease in 

the human death toll due to injuries in some countries.”  
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 World wide, an estimated 1.2 million people are killed in road crashes every year, and as 

many as 50 million are injured.  The WHO estimates that roughly 70 percent of the deaths occur 

in developing countries.  Sixty-five percent of deaths involve pedestrians, and 35 percent of 

pedestrian deaths involve children.  Five issues are directly involved in creating safer roads and 

better drivers:  speed, alcohol, helmets, seat belts, and visibility.  In the United States, a person 

dies in an alcohol-related traffic crash every three minutes.  Thousands are injured every year, as 

well, and all are preventable through responsible behavior.  Abroad, Americans and travelers 

visiting foreign countries are often unaware of the hazards of international road travel and may 

not understand road regulations, cultures, and conditions.   

As countries grapple with how to reduce and eliminate such injuries, meaningful 

dialogues about strategies and models to prevent injury can benefit the global community.  In 

fact, the theme for World Health Day in 2004 was “Road safety is no accident.”  The idea behind 

the slogan is to change the perception that injuries and deaths resulting from crashes are 

accidental.  Indeed, such harm is completely preventable through proper interventions and 

behavior change.   

Violence and injuries significantly affect the lives and health of people in all countries.  

The 2002 WHO World Report on Violence and Health noted that each year more than 1.6 

million people lose their lives to violence.  It is the leading cause of death for people aged 15-44 

years worldwide, accounting for about 14 percent of deaths among males and 7 percent among 

females.  Yet with prevention, the disability and deaths they cause on a daily basis can be greatly 

reduced.  Weapons, terrorists, and other contributors to violence daily cross national borders.  

Refugees fleeing areas of violence also move across borders, which can sometimes create 
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stresses on the host country if it is not prepared.  Inappropriate housing settlements can become 

epicenters for disease outbreaks and environmental health problems, resulting in further 

suffering, disease spread, and potential clashes with local populations.  Violence contributes to 

instability of governments and institutions, making the world less safe.  People often enter into 

conflict – nationally or internationally - because they lack resources, including good health.  

However, health can serve as a common currency among opposing groups and can, in fact, 

potentially reduce further violent outbreaks.  Health diplomacy can help reduce violence and 

improve health.    

It is only in recent decades, however, that violence has been treated as public health 

issues.  The CDC, for example, began studying injuries in the 1970s and violence prevention in 

the 1980s.  In fact, Surgeon General Julius Richmond in the 1979 Surgeon General’s Report 

“Healthy People, stated that the consequence of violent behavior could not be ignored in the 

effort to improve the nation’s health.  This issue was later echoed in 1991, when former Surgeon 

General C. Everett Koop wrote: 

“Identifying violence as a public health issue is a relatively new idea….Over the years we 

have tacitly and, I believe, mistakenly agreed that violence was the exclusive province of 

the police, the courts, and the penal system….But when we ask them to concentrate more 

on the prevention of violence and to provide additional services for victims, we may 

begin to burden the criminal justice system beyond reason.  At that point, the professions 

of medicine, nursing and the health-related social services must come forward and 

recognize violence as their issue and one that profoundly affects the public health.”   
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The 2002 World Report on Violence and Health divided the subject into seven topics: 

child abuse and neglect by caregivers, youth violence, violence by intimate partners, sexual 

violence, elder abuse, suicide, and collective violence.  The report emphasized that in addition to 

death and disability, violence contributes to a variety of other health consequences, including 

depression, alcohol and substance abuse, smoking, eating and sleeping disorders, and HIV and 

other sexually transmitted diseases.  It also stressed, however, that violence is preventable.   

936 
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DID YOU KNOW?  Data from the WHO indicates that more than five million people die each 942 

year as a result of violence or injuries.   943 
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The cost of violence is not only lives lost.  In fact, a substantial portion of the cost of 

violence comes from the impact on victims’ health and the related burden on health institutions.  

Injuries can often result in disability, chronic pain, and drastic changes in lifestyle.  Whether or 

not someone survives a serious injury, and the chances that he or she will suffer a long-term 

impairment, depends on such factors as prompt and appropriate medical attention, timely 

transportation to a medical facility, and an adequate health care infrastructure.  Furthermore 

millions are disabled and/or suffer psychological trauma due to violence or injuries.  The mental 

health consequences of violence are just as serious as physical injuries and are often long lasting.   

Collective violence can result from conflicts between nations and groups, state and group 

terrorism, gang warfare and other causes.  It is estimated that 191 million people, a staggering 

number, died as a direct or indirect result of conflict in the twentieth century, well over half of 

them civilians.  Death rates due to collective violence are disproportionately high in low and 

middle-income countries, about six times the rates seen in high-income countries.  In addition to 

the loss of life, large numbers of people suffer physical, often disabling, injuries in violent 

conflicts each year.  Numerous others suffer from various psychological and behavioral 
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problems, and conflicts can also interfere with food production and distribution, resulting in 

famine.   

Women are the overwhelming majority of victims of sexual and intimate partner 

violence.  In various surveys, anywhere between 10 percent and 69 percent of women responding 

have reported that they were physically assaulted at some point by an intimate partner.  Physical 

violence in these relationships is also often accompanied by psychological abuse.  Sexual 

violence is also often linked to intimate partner violence, with the evidence suggesting that 

almost one in four women experience sexual violence by an intimate partner.  Sexual violence 

affects both the physical health and psychological well-being of its victims, resulting in such 

problems as unwanted pregnancies, HIV/AIDS, depression, post-traumatic stress disorder, and 

suicide.   

Suicide is one of the leading causes of death globally, and was responsible for 

approximately one death every forty seconds in 2000.  Although many more women report 

attempting suicide than men, men successfully commit suicide about three to four times as often 

as women.  Psychiatric and social problems, as well as substance abuse, are significant risk 

factors in suicide.   

 The public health community has embraced the concept that violence and injuries are 

predictable and preventable.  They are global in that they can happen to anyone, anywhere, at 

any time.  They are human-made problems amenable to rational analysis and countermeasures.  

While they involve multiple segments of society, such as the criminal justice system and civil 

engineering, public health has a major role to play in attacking these problems by developing 

appropriate surveillance systems and science-based prevention strategies. 

 

 44



Health Systems 982 

Central to achieving good health is the presence of a functioning health system.  The 983 

ideal health system would empower people to obtain convenient, good quality, and affordable 984 

health information and services.  What are the elements that would make this dream a reality?  985 

What exactly is a health system?  The World Health Report 2000 defines health systems as “all 986 

the organizations, institutions and resources that are devoted to producing health actions.”  The 987 

four vital functions of the health system include service provision, resource generation, 988 

financing and stewardship.  Different kinds of systems develop or evolve for various political, 989 

sociological, or historical reasons.  A system can be mixed private and public, like in the United 990 

States, where care is provided by private physicians or practitioners and paid for with private 991 

health insurance, as well as public financing (Medicare and Medicaid).  Or the system could be 992 

largely public, as in many other countries, where a Ministry or Department of Health employs 993 

physicians, owns hospitals, and assumes a larger burden of the cost of health care.   994 

Health systems in all countries, developing and developed, are in need of reform.  995 

According to the World Bank, public and private expenditures on health care worldwide were 996 

$1,700 billion, about 8 percent of world economic output. (IOM, 1997)  In spite of the increasing 997 

costs of health care, large portions of the world’s population have little or no access to affordable 998 

health services.  Even in wealthy countries such as the United States, the health system is not 999 

working efficiently and effectively in making decent health care available to every citizen.  1000 

Many countries are working to reform their health systems in an attempt to reduce costs, improve 1001 

the quality of care, and assure universal access to health services.   1002 

The Institute of Medicine reports, however, there has been unfortunately relatively little 1003 

exchange of information and experience among these countries.  In addition, there is little 1004 
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support for health systems research.  A recent review (Travis, et al, 2004) points the scarcity of 1005 

health systems research globally, compared to drug development or intervention effectiveness 1006 

research.  Without the opportunity to learn from others’ experiences, policy makers are left with 1007 

a great deal of uncertainty regarding the best approaches for strengthening their health systems.  1008 

Researchers and policy makers are also confounded about what works in health systems because 1009 

of the absence of agreement on how to measure health systems outcomes.  There is a general 1010 

consensus that a health system’s performance should be judged on its ability to achieve improved 1011 

access, equity, quality, efficiency and sustainability of the system, but these ideals are hard to 1012 

measure.  Because of the complexity of this subject, international collaboration in defining health 1013 

systems and health system outcome measures, cooperation in health systems research, as well as 1014 

exchange of information on what works are high priorities on the list of requirements to achieve 1015 

improved global health. 1016 
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Conclusion - 

 Disease, food and nutrition, water and air, and injuries and violence have a direct impact 

on the health of all people around the globe.  The problems are similar, and the solutions are 

similar, regardless of the country or population.  The issues described in this section are more 

than a problem for underdeveloped countries that are far away from the United States.  Even the 

most seemingly remote public health crisis can make its way to our shores, thanks to trade, 

travel, and nature, itself.  The world is more interconnected now than it has ever been in history, 

and each person has a role to play in addressing global health concerns. 

 46



1028 

1029 

1030 

1031 

1032 

1033 

1034 

By sharing knowledge and best public health practices broadly, and by working together 

across nations, nations are better suited to better address the public health threats that affect all 

humans.  Working together in health will help break down international barriers that sometimes 

even contribute to health problems.  In short, by recognizing shared problems, countries can take 

steps to address them collaboratively in a way that benefits all.   

 

 

Health Disparities:  Poverty and health 1035 

In spite of the remarkable advances in medicine and public health, disparities in global 1036 

health status, as revealed by numerous measures, are striking.  While one-fifth of the world’s 1037 

population enjoys an average life expectancy approaching eighty and a life comparatively free of 1038 

disability, two-thirds of the world’s population, living in the least well-off countries of Africa, 1039 

Asia and Latin America, suffer overwhelmingly from the world’s burden of illness and 1040 

premature death.  It has been estimated that the peoples of Sub-Saharan Africa and India together 1041 

bore more than 40 percent of the total global burden of disease in 1990, although they make up 1042 

only 26 percent of the world’s population.  (Murray and Lopez, 1996)  1043 

 Poverty and health are inextricably intertwined.  The conditions typically associated with 1044 

poverty, such as poor nutrition and lack of access to health care, lead to disease, disability and 1045 

death, as well as social instability.  On the other hand, disease and poor health is an impediment 1046 

to economic progress through decreased labor productivity.  It is estimated than more than one-1047 

fifth of the world’s population lives in extreme poverty.  And the gap between the income of the 1048 

richest 20 percent and the poorest 20 percent of the world’s population doubled between the 1049 

1960s and the 1990.  Nonetheless, according to former WHO Director-General Gro Harlem 1050 
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Brundtland, approximately 90 percent of global health resources are concentrated on 10 percent 1051 

of the world’s health problems.  Those who cannot read, obtain clean water, or avoid 1052 

environmentally induced disease, and who are permanently under the threat of physical violence 1053 

and the effects of crime - are invariably poor - whatever their income. (IOM, 1997) 1054 

  Health disparities are by no means limited to developing countries.  Great disparities 1055 

exist within the populations of industrial nations as well, often based on race and class.  In the 1056 

United States, African Americans live, on average, five years less then the white population, and 1057 

death rates for Hispanics in 2001 were significantly greater than those of the non-Hispanic white 1058 

population for the four leading causes of death.  Sudden infant death syndrome among American 1059 

Indians and Native Alaskans occurs 2.3 times higher than among whites.  Asian women have 1060 

five times the rate of cervical cancer that white women do.  Minorities and low-income 1061 

populations have a disproportionate burden of death and disability from a variety of health 1062 

conditions.  These populations are less in general less likely to have health insurance and access 1063 

to good medical care.   1064 

1065  

International Health Regulations 1066 

 1067 

Another aspect of U.S. health diplomacy has been active participation in the shaping of new 1068 

revisions of the International Health Regulations (IHRs).  The IHRs provides tools governments 1069 

and public health officials can use to control the spread of dangerous diseases.  The IHRs, 1070 

approved in 1969, were originally designed to help monitor three serious infectious diseases—1071 

cholera, plague, and yellow fever.  By the Twenty-First Century, they sorely needed updating.  1072 

This need was clear during the SARS outbreak of 2003, and then because of international 1073 
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concern about pandemic and avian influenza.  In May 2005, the WHO approved a new set of 1074 

health regulations to manage public health emergencies of international concern, to come into 1075 

force by July 2007.  The revisions to the IHRs took years of often-difficult negotiations.    The 1076 

2005 IHRs give expanded temporary authorities to the WHO during public-health emergencies 1077 

of international concern.  The regulations respect the rights of sovereign States, while setting 1078 

forth clear guidelines for open and responsible disease reporting.  They carry obligations for 1079 

Member States to strengthen prevention activities, report suspect cases and share tissue samples, 1080 

as well as to take appropriate safety measures at airports, ports and ground crossings to prevent 1081 

and contain the spread of disease, thereby ensuring the maximum security against the 1082 

international spread of diseases with minimum interference with world traffic.  Global health 1083 

would clearly be enhanced if all countries voluntarily adhered immediately to the IHRs.   1084 
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Part III:  The Way Forward 

 This Surgeon General’s Call to Action on Global Health makes clear that health issues 

cannot be successfully dealt with solely within national boundaries.  The agents that cause 

infectious diseases cross national boundaries with people, animals, and products.  Water, air and 

other elements that make up our environment cannot be confined within the borders of individual 

nations and the quality of these environmental resources impact on our health in important ways.  

In today’s world, the economies of nations are closely interconnected and are significantly 

affected by health conditions.  Many health problems and factors that influence health are 

common to multiple, or in some cases all, nations.  Knowledge gained in one country about a 
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particular disease or risk factor is likely to be applicable in other countries as well.  It is essential 

that nations share information and cooperate in actions related to health.   

Eliminating health disparities, both among and within countries, is predicated on 

increasing health literacy.  Even the seemingly simple things that people can do to stay healthy 

and safe, such as getting regular medical check-ups and eating healthy foods, can be struggles for 

many families.  Yet, people around the globe, including highly educated individuals, have 

trouble understanding basic health information.  Health literacy is the ability of an individual to 

access, understand, and use health-related information and services to make appropriate health 

decisions.  It is estimated that in the United States alone, low health literacy adds as much as $58 

billion per year to health care costs.  Low health literacy is a threat to the health and well-being 

of all people and to the health and well-being of health care systems.  Basic health education can 

be communicated through schools, family members, health professionals, lay community health 

workers, public and private institutions, and the media.  Everyone has a role to play. 

No one nation can independently improve health systems and health outcomes across the 

world.  There is little question that the people of the United States will not only join with other 

nations help to shape the future of global health, but will offer American medical and technical 

expertise and economic support at the same time.  A public that is literate and knowledgeable 

about health and works as private individuals to reduce its own risk factors and those of families 

is highly desirable.  It is equally important that experts respectfully and effectively communicate 

concerning health as a regular matter, and redouble their efforts in times of crisis or impending 

crisis.  Although great progress has been made on vaccines, drugs, improved sanitation, control 

of disease-transmitting insects, and effective prevention to reduce the threat of many once 

damaging or lethal diseases, such as HIV/AIDS, polio, malaria, smallpox, diphtheria, typhoid 
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fever, rubella and measles in the United States, and in some cases, worldwide, the work that 

remains overshadows what has been achieved. Biomedical research and concepts of global 

medicine in medical education as well as scientific exchanges need continual support.  

 Countries can learn from one another in their struggle to protect and improve their health 

of their populations.  This exchange of information is a two-way street.  Although it is true that 

developing countries can benefit from knowledge and use of the advanced health technologies 

available in industrialized nations, there is also much that the latter can learn from the former.  

For example, disadvantaged groups in the United States share similar health risks with resource 

poor nations, such as tuberculosis, micronutrient deficiencies and peri-natal infections.  Thus, 

there are lessons to be learned domestically from research conducted in low- and middle-income 

nations.  For example, landmark studies conducted in Tanzania demonstrate that unless drug 

treatment for tuberculosis is properly supervised tuberculosis rapidly becomes resistant to 

available drugs.  This finding has been applied in community health programs in metropolitan 

New York and other cities where tuberculosis is a public health problem.  Moreover, the most 

daunting problem facing national health care and national economies in the 21st century will be 

the increasing public share of today's health care bill, which in the United States is projected to 

grow to a 1.6 trillion to a 2.3 trillion in 2015.  To guide health care reform, the United States and 

other nations can benefit from experiences of other countries which have achieved high health 

status and reduced health care costs in such fields as primary and ambulatory care, and other 

areas.   

 Governments and non-governmental organizations around the world are already engaged 

in many programs that contribute to global health.  In the United States, for example, President 

Bush in 2003 announced his Emergency Plan for AIDS Relief, committing $15 billion over five 
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years for the hardest hit countries, including continuing bilateral support for more than 120 

countries and enhanced focus in 15 countries in Africa, the Caribbean and Asia.   The 

Department of Health and Human Services (HHS) draws upon the technical expertise found in 

its agencies, including the Centers for Disease Control and Prevention (CDC), the National 

Institutes of Health (NIH), and the FDA, to further global health goals in a number of ways.  

Through the Centers for Disease Control and Prevention, for example, the Department provides 

substantial funding and technical support to the WHO Global Polio Eradication Initiative.  HHS 

is also actively supporting health reconstruction in war-torn countries, such as partnering in the 

establishment of women’s teaching clinics in Afghanistan.  Through the National Cancer 

Institute, HHS is partnering in the establishment of the King Hussein Cancer Center in Jordan as 

a regional cancer treatment facility.  HHS works internationally across a broad range of health 

issues confronting our nation and the world.  

 Non-governmental organizations (NGOs) are becoming increasingly important in 

implementing global health programs.  (Gellert, 1996)  It is estimated that NGOs, many of them 

quite small, provide approximately 20 percent of health aid to developing countries.  (IMVA 

website)  Various American NGOs are involved in global health activities.  Global Links, for 

example, recovers unused medical supplies, equipment and furnishings from American hospitals 

and makes them available to hospitals and clinics serving the poor in developing countries.  

(Global Links website)  Satellife develops solutions, through innovative applications of 

information and communications technology, to fulfill the information needs of health 

professionals working in communities around the world where medical journals and the internet 

are not readily available or affordable.  The Global Health Council identifies important world 

health problems and reports on them to the American public, international and domestic 
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government agencies, academia, and the global health community in an effort to make global 

health a priority for everyone.  

 Governments and NGOs around the world are contributing to the advancement of global 

health.  Two examples of international health activities of the French government, for example, 

are the provision of support for malaria research and training in Africa through its Institut de 

Recherché pour le Développment and a contribution of over 5 million dollars in 2003 to 

strengthen the battle against HIV/AIDS in Mozambique.  (IRD website; Multilateral Initiative on 

Malaria website; Global Health Council website)  The Japanese government has invested about 

118 million dollars to provide grants and technical cooperation to Vietnam’s health sector since 

1991.  These projects cover preventive medicine as well as treatment.  With respect to NGOs, 

examples of their contributions include the efforts of United Kingdom-based Healthlink 

Worldwide to improve the health of disadvantaged and vulnerable communities in developing 

countries through the use of health communications and support for advocacy initiatives, and the 

program of the Africa Foundation (based in South Africa) to provide access to drinking water to 

rural communities in Africa.  (Healthlink website; Africa Foundation website) 

 In addition to governments and organizations of individual countries, various 

international bodies are also involved with global health.  Most prominent among these is the 

World Health Organization (WHO) and its various regional offices, such as the Pan American 

Health Organization (PAHO), which is the specialized health agency of the United Nations 

(UN).  WHO is a collaborative effort of the nations of the world, and is governed by 192 member 

states through the World Health Assembly.  WHO is involved in more global health activities, on 

its own or in cooperation with governments, NGOs, and others, than can be enumerated here.  

Just to mention a few examples, it organizes vaccination campaigns and emergency relief health 
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services, collects and publishes health statistics and reports, and develops international 

agreements on health issues such as tobacco control.  Another international body involved with 

health is the United Nations Children’s Fund (UNICEF), which operates programs in areas such 

as vaccination, nutrition and HIV/AIDS.   

 One of the global health efforts sponsored by United Nations was the development of the 

internationally agreed upon goals contained within the Millenium Declaration signed by 189 

countries (including the United States) in 2000 (commonly referred to as the Millenium 

Development Goals).   These goals include targets for improving health in a number of areas, 

such as maternal health, child mortality, environmental sanitation and HIV/AIDS.  The 

Declaration calls for the achievement of its goals by 2015.   

 Academic institutions (especially schools of medicine, nursing and public health), 

corporations (especially in the health sector), and other institutions have also played, and must 

continue to play, a vital role in global health.  The efforts on the part of all of these groups have 

led to significant improvements in health on a global basis in recent decades.  Smallpox was 

eliminated in the 1970s, and polio is close to being eradicated worldwide.   

 There are many other examples that could be cited, but a common element in all of these 

achievements has been a highly effective social mobilization.  For example, the Bellagio Study 

Group on Child Survival Study noted that:  “The child survival revolution of the 1980s was a 

worldwide movement that reached beyond the public health community to mobilize parents, 

teachers, village chiefs, rock stars, prominent sports people, and presidents.  The actions needed 

were simple, clear and communicated consistently through all available channels.”   

The WHO has urged that all medical education include an international component.  This 

would strengthen skills in treating patients in places with no hospitals and little health care, and 
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include more knowledge of diseases endemic in other countries.  A time spent in a health-care 

system in another country and other forms of exchange programs would broaden the skills of 

these new internationally skilled health-care workers.  The professional visits of foreign 

scientists and engineers and the training of highly qualified foreign students are important for 

maintaining the vitality and quality of the U.S. research enterprise.  This research, in turn, 

underlies national security and the health and welfare of both our economy and society.  It is 

clearly in our national interest to help developing countries fight diseases such as AIDS, improve 

their agricultural production, establish new industries, and generally raise their standard of 

living. There is no better way to provide that help than to train young people from such countries 

to become broadly competent in relevant fields of science and technology.  

 Thus there is room for optimism when it comes to improving global health.  However, it 

will take the kind of social mobilization noted above, involving people from all walks of life, to 

achieve the desired outcomes.   In addition, strong and unified leadership will be needed at the 

international, national and community level.  The following factors are among those that will be 

needed for success in the endeavor to improve global health: 

• research and evidence-based decisions; 

• an educated and informed public; 

• broad partnerships between governments, NGOs and development agencies; 

• recognition of the role of women; 

• systems of public health that promote equity and efficiency; 

• complementary steps in strengthening education; 

• adequate and targeted human and financial capital; and 

• awareness and commitment to action by all sectors of society. 
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The understanding and support of the American people in improving global health and a 

sure knowledge of its relevance to their daily lives is of vital importance.  An alert and informed 

public will help in safeguarding families and communities and in lending a hand elsewhere.  

Some concepts are familiar, such as the provision of aid during humanitarian disasters.  Working 

with the great international health agencies will help us plan and work effectively with other 

nations and regions of the world.  Health diplomacy, while not new, is increasingly important to 

improving global health, increasing the stability and security of our nation as well as benefiting 

others.  Understanding the possibility of global disease spread helps each one of us to be alert to 

the health of the rest of the world.  Health diplomacy extends the benefits of America’s medical 

research, among the best gifts to the world, to improve health and increase world security.   

But beware the simple answer.  The cure of one disease, no matter how deadly, is not the 

answer.  Even a cure, an absolute eradication of HIV/AIDS, will not end the need for attention to 

better global health.  Vigilance, collaboration and coordination are key.  Preparing for an avian 

flu pandemic, whether it appears this year or the next, teaches many lessons and raises serious 

questions about planning.  It will undoubtedly improve the ability to respond to other health 

emergencies, whether manmade or natural in origin. Improving the health of the peoples of the 

world demands a steady commitment of resources, minds and souls.  To that end, the 

participation in and awareness of all Americans in a broad and purposeful global health endeavor 

will serve us and future generations. 

 We share one earth, regardless of our place of birth.  Public health, now more than ever, is 

global health.  We must recognize that, as human beings, we are all connected. 
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CALL TO ACTION: 

 

There are steps that can be taken by individuals, institutions and governments to advance global 

health.  The Surgeon General has identified as priorities the following activities for immediate 

action by the American public, health and related professionals, government, the private sector 

and the media to improve the situation regarding global health.  With the cooperation of all of 

these segments of society, Americans can make a substantial contribution to the goal of 

improving global health. 

 

A.  American Public 

The American public must become better informed on issues of global health.  We suggest that 

Americans as individuals and in groups:  

o Support increased U.S. investment in global health; 

o Encourage policy makers to make global health initiatives a higher priority; 

o Support non-governmental organizations involved in global health through donation of time 

or cash; 

o Promote public awareness of what global health is and why it is important for the country; 

o Improve their own health literacy as a means to improve their health and the health of the 

world around them;  

o Practice basic hygiene, such as hand washing to prevent illness and staying home when sick 

to prevent transmitting your illness to others;  

o Explore and promote the infusion of global health awareness in the education system; and 
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o Work to decrease stigmatization of individuals and nations with respect to particular diseases 

or other heath problems. 
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B.  Professionals 

 Health workers and other professionals involved with health must be become more 

knowledgeable and proactive with respect to global health activities and education.  We suggest 

that professionals: 

o Work to incorporate global health as an integral part of the curriculum of public health 

education; 

o Encourage their professional associations to become better informed about changing 

patterns of disease associated with globalization; 

o Support mid-level professionals and community health workers to become 

knowledgeable about global health and integrate a global approach in their work; 

o Develop and implement research and demonstration programs around specific global 

public health issues; 

o Encourage partnerships across disciplines and geographical borders; 

o Support time-limited projects through grant funding; 

o Promote and sustain projects that work, and share “best-practices” and evidence-based 

strategies that could be utilized globally; 

o Promote health literacy as means to improve health; and 

o Promote policies, activities, and partnerships that decrease “brain drain” 
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C.   Government 1303 

1304 

1305 

1306 

1307 

1308 

1309 

1310 

1311 

1312 

1313 

1314 

1315 

1316 

1317 

1318 

1319 

1320 

1321 

1322 

1323 

1324 

1325 

Governments at all levels can have a major impact on global health through their policies and 

actions.  Specifically we suggest the U.S. Federal Government: 

o Review current global health activities and develop a strategic approach for the U.S. 

Government in global health; 

o Consider expanding assistance to improve the health of people around the world as an 

element of U.S. foreign policy; 

o Consider the health of people around the world as an element of U.S. foreign policy; 

o Respect the value of multilateral partnerships for health, as well as enhance effective 

collaboration between governments to promote global health; 

o Promote cooperation and exchange in health of states and cities with global partners;  

o Adhere to the revised International Health Regulations (2005) as soon as possible; and 

o Ratify the Framework Convention on Tobacco Control. 

 

D. Private Sector 

Commercial enterprises and non-profit institutions have an important role to play with respect to 

promoting global health.  We suggest that the private sector undertake the following activities:   

o Prioritize the development of products which respond to major global health needs; 

o Promote corporate social responsibility and measures that improve public health; 

o Explore and develop ways to improve health in the settings/countries where they are active, 

not just for their own workers; 

o Increase the level of partnership designed to promote global health; and 

o Work together, particularly with non-governmental organizations, to mobilize public support 
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E.  Media 

 The media has a significant influence on the thinking of the public, government officials, 

industry executives, and all Americans.  Therefore it can make a substantial contribution to the 

area of global health.  We suggest the media: 

o Work to expand health literacy and recognize that it can be used as tool to extend health 

to the world; 

o Promote awareness of global health through media campaigns, programming and other 

outlets; 

o Provide professional education for media professionals on global health; 

o Foster international media collaboration to combat myths (such as the notion that polio 

vaccination causes sterilization); 

o Encourage development of educational materials for medical professional dialog with 

international clients; 

o Engage media personalities in promotion of global health; 

o Encourage global media to integrate global health into content and advertising; and 

o Encourage global media industries to partner/mentor/support developing country media 
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From the Department of Family and Community Medicine, University of 
California-San Francisco (Dr Evert); Robert Graham Center for Policy 
Studies, Washington, DC, and Virginia Commonwealth University-Fair-
fax Family Practice Residency Program (Dr Bazemore); and Department 
of Family Medicine and Community Health (Dr Hixon) and Area Health 
Education Center (Dr Withy), University of Hawaii.

Interest in global health among US medical trainees 
has increased substantially in the past 2 decades. In 
1984, 6.2% of graduating US medical students under-
took international health experiences. In 2006, 27% of 
students participated in such experiences.1,2 

Medical schools are responding to increased stu-
dent demand by increasing global health curricula 
and experiences.3 Graduate medical education (GME) 
in fields as varied as surgery,4 emergency medicine,5 
pediatrics,6 internal medicine,7 and family medicine8 
are also responding to increased demand. The field 
of emergency medicine has gone so far as to create a 
consensus and standards for fellowship programs in 
international emergency medicine, and 6.8% of US al-
lopathic emergency medicine programs currently offer 
such fellowships.9 Additionally, some GME activities 
in global health are being formally linked to training 
for underserved domestic populations.10  

Family medicine residency programs are increas-
ingly interested in expanding their global health train-

ing activities. A 1998 study found that 45% of programs 
surveyed offered some form of global health exposure, 
and 15% offered financial or curricular support for such 
activities.11 Program directors are responding in part 
to a growing body of evidence of the benefits of global 
health training, including improved physical exam 
skills, increased resource consciousness when making 
diagnostic and treatment decisions, experience working 
with underserved populations, and increased interest 
in primary care.12-15 Further, at a time when medical 
students’ interest in family medicine is on the wane, 
programs are increasingly aware of the recruiting value 
of global health offerings.7,8,16 

Program directors and faculty interested in expand-
ing or establishing global activities can learn much 
from the lessons of existing programs. This article 
reviews considerations and challenges facing pro-
gram directors who wish to establish or expand their 
global health training in family medicine residency 
programs.

Considerations in Establishing Global Health 
Training in Family Medicine

When considering the addition of global health com-
ponents to their training activities, program directors 
must consider a number of questions. These questions 
pertain to goals, champions, resources, and the type 
of training being considered.

Going Global: Considerations for Introducing Global 
Health Into Family Medicine Training Programs

Jessica Evert, MD; Andrew Bazemore, MD, MPH; 
Allen Hixon, MD; Kelley Withy, MD, PhD

Medical students and residents have shown increasing interest in international health experiences.   
Before attempting to establish a global health training program in a family medicine residency, 
program faculty must consider the goals of the international program, whether there are champions 
to support the program, the resources available, and the specific type of program that best fits with 
the residency. The program itself should include didactics, peer education, experiential learning in 
international and domestic settings, and methods for preparing learners and evaluating program 
outcomes. Several hurdles can be anticipated in developing global health programs, including 
finances, meeting curricular and supervision requirements, and issues related to employment law, 
liability, and sustainability.

(Fam Med 2007;39(9):659-65.)
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What Are the Goals of the Proposed Global 
Health Program? 

In addition to training residents in the field of global 
health, there are often secondary goals of global health 
programs. It is important to explicitly define such goals 
at the outset of program development and to adopt the 
infrastructure necessary to meet those goals. 

For example, a program aiming to deliver sustainable 
health services abroad with a mission of international 
education might wish to explore the formation of non-
profit entities capable of supporting extradepartmental 
fund-raising and the staffing needs necessary to sup-
port this aim. Formed to complement the interna-
tional education activities of the Department of Family 
Medicine at the University of Cincinnati, the nonprofit 
transnational organization Shoulder-to-Shoulder17 now 
supports year-round global health service delivery and 
community development at sites visited by family medi-
cine educators and trainees from six institutions. These 
include educators from the University of Cincinnati, the 
University of Rochester, the University of Pittsburgh, 
the University of North Carolina, Virginia Common-
wealth University, and the University of Wyoming. 

Educators may choose to establish a longitudinal 
educational mission for trainees. Family medicine 
educators in sites such as, for example, the University 
of California-San Francisco, University of Cincinnati, 
Marshall University, University of Rochester, and Case 
Western Reserve University have all started global 
health tracks to develop residents’ research and pro-
fessional skills through scholarly projects and explicit 
career development mentoring. Other programs, such 
as those at the University of Hawaii, Maine Medi-
cal Center, and University of Colorado have created 
educational opportunities for trainees amidst a larger 
goal of expanding the family medicine model to other 
countries. A variety of goals are possible, and being 
cognizant of these during program development leads 
to more-valuable program evaluation and legacy. 

Who Are the Champions? 
Successful global health educational programs are 

frequently built through the tireless efforts of a few 
champions who can navigate the inevitable challenges 
of program development. Chairpersons and program 
directors with interest but no experience in global health 
education may find champions among departmental 
leadership but may also want to look in less-obvious 
places for expertise and support. Discussions with 
faculty, trainees, administrators, alumni, community 
members, and others may all help to identify early 
champions and spur the development of an organizing 
committee. 

Individuals with experience in a variety of domains 
can be useful for global health program develop-
ment, including refugee health, public health, cultural 

competency, regional studies, economics, patent law, 
infectious disease, maternal-child health, and political 
science. Even a little financial and academic support 
of such a champion can yield great results, as exempli-
fied in the work of an individual like Dr Paul Farmer 
of Harvard University through his efforts to develop 
Partners in Health.18

What Resources Are Available to Permit 
Global Health Training?

Understanding the landscape of support for global 
training in one’s academic center, hospital, or com-
munity setting is essential to the long-term success of 
a program. Are there deans, chairpersons, hospital ad-
ministrators, consultants, teachers, community leaders, 
church leaders, and others who are interested in global 
health and who might help in developing the training 
program? Are there local or regional donors, corpo-
rate entities, or grants makers with shared interests or 
global activities that may seed the development of an 
international training site? A baseline assessment and 
documentation of one’s resources, allies, and barriers 
to success is important for the establishment of a suc-
cessful program. Program directors may also benefit 
from contact gathering and information gathering at 
national conferences of global health educators, such 
as those sponsored by the Global Health Education 
Consortium (GHEC) and the American Academy of 
Family Physicians (AAFP).

What Type of Global Health Training Best Fits the 
Program and Its Resources? 

Depending on the resources identified, some pro-
grams elect to offer tracks in global health (“tracks” 
usually designate a formal, longitudinal program), 
while others simply permit or help to arrange elective 
rotations for trainees. Programs may add didactic cur-
ricula, including lectures, integrated into their core 
didactics, block global health courses, or off-site train-
ing in tropical medicine.19,20  Other programs provide a 
domestic correlate to global health activities, usually 
focusing on underserved and immigrant populations. 

It is critical for a program to understand that there 
is no uniform mold for global health program devel-
opment. By understanding the landscape at one’s in-
stitution, a unique global health program can evolve. 
The most successful programs will be those that take 
stock of their preexisting resources (which are often 
scattered), unite these resources, and go forward with 
creativity in a spirit of sustainability.

Components of a Global Health Training Program
Didactics

Traditional didactic activities, such as conferences, 
visiting speakers, and faculty presentations, help build 
a foundation of knowledge for trainees. Tailoring these 
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Table 1

Resources for Faculty and Curriculum Development in Global Health
 

Resource Location Description

Supercourse—Epidemiology, the 
Internet, and Global Health: 
University of Pittsburgh www.pitt.edu/~super1/index.htm

More than 2,000 archived lectures, with users in 
developing countries in mind

Modules Project:
Global Health Education 
Consortium www.globalhealth-ec.org/GHEC/Home/Modules.htm

100 PowerPoint-based modules in development 
for use in undergraduate and graduate medical 
education

Global Health Bibliography: Global 
Health Education Consortium

www.globalhealth-ec.org/GHEC/Resources/GHbiblio_
resources.htm

Comprehensive core citations for use by students 
and faculty interested in global health

Global Health Wikipedia: Child and 
Family Health International www.cfhi.org/

A wiki site (like Wikipedia) for global health; 
currently in development 

E-Learning Modules: University of 
Wales Swansea and University of 
Ibadan www.medicine.swan.ac.uk/inthealth.html

E-learning modules on global burden of disease, 
TB, malaria, HIV/AIDS, obesity, parasitology

GapMinder www.gapminder.org
Free software to create visual aids from human 
development and world health statistics

Global Health E-Learning Center: 
USAID www.globalhealthlearning.org/

Online courses on a variety of public health, 
maternal health, disease burden topics

Information Sources: Global Health 
Council www.globalhealth.org/sources/ Information resources by a unifying organization

American Society of Tropical 
Medicine and Hygeine Certificate 
Training Programs www.astmh.org/certification/courslst.rtf

Lists and describes 10 US and five international 
courses in tropical medicine and hygiene open 
to the public

International Health in the 
Developing World course: 
University of Arizona www.globalhealth.arizona.edu/IHIndex.html

Intensive problem-based orientation course for 
senior medical students and residents about to 
embark on a field experience

USAID—United States Agency for International Development

activities to trainees’ level of interest, experience, and 
future plans is important. Some residents will require 
introductory global health training, while others with 
more experience in the field may need career develop-
ment guidance and more-graduated discussions. 

Many programs are challenged to find individuals 
who feel comfortable teaching about global health 
topics. It is often necessary to go beyond the family 
medicine department to maximize the quality and 
breadth of didactic sessions. For instance, neighboring 
schools of public health, other health professions, public 
policy, and social sciences can be excellent sources of 
individuals not only with qualifications and experience 
to teach global health but to expand the horizons of 
family medicine residents’ education. Resources for 
programs developing global training are outlined in 
Table 1, including published curricular resources for 
global health education.3,21-23  

The competencies addressed by didactics and other 
forms of global health training have not been firmly 
established by the medical education community. There 
are currently efforts to do so within GHEC and other 

bodies. Houpt et al propose undergraduate competen-
cies that span three domains: burden of global disease, 
traveler’s medicine, and immigrant health.24 Addition-
ally, for graduate medical education, it is appropriate 
to incorporate exposure to career opportunities, both 
part time and full time, available to licensed physi-
cians. Residents often seek guidance as to the “how” 
of global health work, rather than the basic “what” 
that is addressed by factually based competencies of 
undergraduate education.  

Peer Education
One of the best resources for developing and ex-

panding global health education for residents may be 
the residents themselves. Programs can augment their 
formal didactics with resident-led seminars and journal 
clubs. More and more students are entering medical 
school with significant global exposure and some with 
significant accomplishments in global health. Programs 
can capitalize on these trainees by facilitating peer 
education opportunities. Faculty can facilitate this 
process by creating or borrowing a core list of journal 
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club topics and articles that can be annually updated, 
such as the Global Health Bibliography created by the 
GHEC.25 Peer education not only builds the factual 
knowledge base but also allows residents to network 
and problem solve around the challenges of embarking 
on a career in global health.

Experiential Learning in the International Setting
When residency applicants inquire about global 

health opportunities on interview day, they often em-
phasize the opportunity to do international rotations. 
Implicit in global health training is the international 
experience component. 

There are a variety of mechanisms through which 
residents can access training in the international setting. 
Resources to help residents locate international oppor-
tunities include the International Health Opportunities 
Database maintained by GHEC, Students for Global 
Health,26 Child and Family Health International,27 and 
Doctors for Global Health.28

Some programs, such as the University of Cincin-
nati, have a longitudinal partnership with an overseas 
site that receives residents and medical students for 
clinical rotations. Other programs rely on residents 
to organize clinical rotations abroad. There are also a 
multitude of nonprofit organizations that facilitate such 
international rotations. 

Some residents choose to do non-clinical global 
health experiences. These can range from month-long 
internships at the World Health Organization to con-
ducting a local needs assessment or research project.

 
Experiential Learning in the Domestic Setting

The process of globalization has made local corre-
lates to global health training readily available. Many 
residents’ interest in global health is linked to a dedica-
tion to domestic underserved populations. Programs, 
such as the University of Cincinnati’s Family Medicine 
International Health/Care of Underserved Populations 
track, have intertwined global and domestic didac-
tics and activities together, offering opportunities 
for residents to care for underserved populations at 
home and abroad. These programs permit residents 
to longitudinally serve or rotate through community 
health centers and clinics that serve local refugee and 
immigrant communities. 

Although resources available in developing countries 
are usually significantly less than those in the United 
States, the challenges created by low health literacy, 
poor transportation, and limited financial resources 
are comparable. Thus, domestic correlates among 
underserved and multicultural US patient populations 
can complement global health training programs and 
serve residents’ educational goals. In addition, correla-
tion between domestic and international underserved 
populations can help to justify and fund global health 
activities. 

Preparation and Debriefing
Preparing the learner for work in a global setting is an 

essential consideration in designing new global health 
training opportunities in family medicine residencies. 
Learners will be entering the program with varying 
degrees of experience, so preparation should be tailored 
accordingly. Synopses on the topic can be used to guide 
such preparation,22,29 which should include faculty men-
toring and research skills. Debriefing should include a 
formal mechanism for program evaluation.

Mentoring. Structured mentoring is a critical aspect 
of training residents in global health. Programs short 
on mentors with global health experience should 
take advantage of existing networks of global health 
educators and relationships within their institution 
and community. Systematically identifying and listing 
available mentors with a description of their expertise, 
experience, and global contacts can foster connections 
between learners and mentors appropriate to their 
global health interests and desired experiences. 

Programs can look to annual and regional organi-
zations that host meetings and listserves, schools of 
public health/international affairs, and local nonprofit 
organizations. Table 2 outlines key organizations. 

Research and Scholarly Activities
 Many block electives and international experiences 

are built around project work, community surveys, and 
formal research activities. Community-based research 
is an excellent vehicle for residents to learn about the 
needs of global host communities and the effectiveness 
of interventions aimed at ameliorating those needs. 
Research can be performed through brief community 
assessments or participation in ongoing research proj-
ects that span visits from multiple residents. 

Regardless of the form of research, significant care 
must be taken to ensure that residents are prepared to 
perform research, that the projects are feasible within 
trainees’ time constraints, that the research is accepted 
by and beneficial to the community, and that there is 
mentoring and support for such efforts. 

Preparing residents should involve teaching residents 
the fundamental principles of community participatory 
research and basic principles of research ethics.30-32 Re-
search projects with proper preparation often provide 
resources to the community not previously available 
and can spur community capacity building. Needs 
assessments help trainees and their hosts focus ener-
gies on projects that create long-term improvements 
in health when forethought is given to sustainability 
and long-term program evaluation. The importance of 
a longitudinal commitment by the sponsoring depart-
ment or institution to a host community or institution 
cannot be overstated. 
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Program Evaluation
Evaluation is an important component of successful 

program continuation and funding. Program success 
can be defined by a variety of outcomes, including 
resident job satisfaction, applicant volume, patient sat-
isfaction, faculty job satisfaction, cultural competency 
levels, scholarly achievements, career impact, capacity 
building within a host country, changes in health out-
comes, attention to underserved communities, patient 
volume, funding secured, and program recognition.  

However a program decides to measure success, 
it is important to do so consistently and gather such 
data from the outset. A common method is to survey 
residents before and after participation in global health 
programming to detect the effects of such programs. 
Programs with the capacity to do so may also wish 
to track health indicators in the population served; to 
compare pretests and posttests of learner knowledge, at-
titudes, and cultural competency; and to track students 
after graduation to determine longer-term influences 
of global activities.

Hurdles to Developing Global Health 
Training Programs
Finance

Financing global health experiences for learners 
and faculty is a hurdle all programs face, and sources 

of funding beyond participants themselves are avail-
able. Directors will want to become familiar with their 
regional fiscal intermediary’s interpretation of the 
Center for Medicare and Medicaid Services rules on 
graduate medical education payments for residents on 
away electives; these rules vary by location. Soliciting 
advice from peers at more-experienced programs may 
be helpful—with creative structuring of electives, some 
programs have been able to minimize loss of funding 
for resident participants on global rotations. 

Private foundations or church organizations have 
provided considerable funding for international activi-
ties. The Foundation for the Advancement of Medical 
Education and Research also provides resources for in-
ternational research and training, and opportunities for 
mini-fellowships are available through a Yale-Johnson 
& Johnson program.33 In addition, the Oregon Health 
and Science University outlines a number of opportuni-
ties at its Web site.34 

Other places to seek funding include the World 
Health Organization, industry with interests in a pro-
gram’s regional work or activity, Department of Health 
and Human Services grants for residency training (for 
domestic or territorial activities), and international aid 
organizations. The US National Institutes of Health 
John E. Fogarty International Center publishes the 
Directory of International Grants and Fellowships in 

Table 2 

Organizations for Networking in Global Health

Organization Web Site or Listserve Notes

Global Health Council www.globalhealth.org
An umbrella organization for global health entities. 
Annual meeting a great source of contacts.

Global Health Education 
Consortium www.globalhealth-ec.org

Global health educators from across North America; 
Web site, annual meeting, and members-only 
listserve provide resources for new programs

American Medical Student 
Association-Global Health 
Action Committee www.amsa.org/global/

A free dynamic listserve run by a national medical 
student organization

University Coalitions for Global 
Health

Web site: www.ucgh.org
Listserve: ucgh-subscribe@yahoogroups.com

An initiative by Global Health Council to support 
program development and integration at US 
academic institutions

World Organization of Family 
Doctors (Wonca) www.globalfamilydoctor.com/

An association of national organizations of family 
medicine. A resource for disseminating the family 
medicine model

American Academy of Family 
Physicians International 
Workshop

www.aafp.org/online/en/home/aboutus/specialty/
international.html

Conference for Global Health Educators in Family 
Medicine

Society of Teachers of Family 
Medicine International 
Committee www.stfm.org

Family medicine educators interested in global health 
training and idea sharing—a resource for networking

Shoulder to Shoulder www.shouldertoshoulder.org
Nonprofit supporting academic family medicine to 
form community partnerships in developing settings 
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the Health Sciences.35 Research funding opportunities 
include the National Institutes of Health (NIH) Global 
Infectious Disease Research Training Program Award36 
and Research Training in Population Health.37 The 
United States Agency for International Development 
(USAID) and Global Health Council support grant 
mechanisms for improving health.38,39 Country- or 
continent-specific support may be found as well.40 
Working through an established preexisting nonprofit 
or governmental program is advisable for programs 
without institutional or private financial support. 

Curricular Requirements
The Accreditation Council for Graduate Medical 

Education (ACGME) and the American Board of 
Family Medicine (ABFM) develop specialty-specific 
curricular guidelines. These guidelines determine the 
maximum amount of elective time a program may of-
fer and set minimum patient numbers to be seen in the 
family medicine continuity clinic. The ABFM requires 
40 weeks in the continuity clinic in any given year 
and does not allow more than 2 months in a row away 
from the clinic. While these rules promote continuity, 
they limit the amount of time available for out-of-town 
rotations. Programs must thus plan carefully for global 
health experiences if they are to meet the requirements 
for residency.

Supervision
Most programs require resident supervision by a 

board-certified physician in the specialty that is the 
focus of the rotation. Such individuals, however, may be 
limited or unavailable at many international sites. Hav-
ing an on-site faculty member is the ideal way to meet 
the requirement. Alternatively, having program faculty 
or volunteer faculty travel with small groups of residents 
is another way to meet the requirements. Additionally, 
having residents focus on research versus clinical work 
may sidestep the requirement, as may partnering with a 
larger organization that goes on regular missions, such 
as Doctors Without Borders.

Employment Law
Residents may be contracted by hospitals, universi-

ties, or consortia. The employer must follow state law, 
including regulations related to worker’s compensation 
and disability insurance. Some state programs will not 
cover overseas experiences, and it may be a violation of 
state law to not provide this coverage, thus creating a 
challenging legal situation.  University or hospital legal 
counsel will generally need to be contacted to interpret 
state-specific regulations. 

Liability
“Do I cover my trainee and faculty member or not?” 

is a frequent subject of discussion in the listserves and 

conference halls of global health education. There is 
limited precedent for medical tort in most countries of 
the developing world, but this is slowly changing amidst 
economic globalization. Before deciding about cover-
age for participants, program directors must determine 
their institutional policy for malpractice coverage while 
abroad and the policies of their insurer or university 
self-insurance office. If there is any flexibility left in 
decision making at that point, soliciting advice about 
malpractice law and precedents from host country 
contacts or global health peers may be helpful. 

In some cases, liability waivers from the host govern-
ment for volunteer medical workers can be obtained.  
Research electives may not require the same medical 
liability coverage as clinical rotations. 

Finally, protecting participants by requiring or 
purchasing travel insurance, with specific coverage of 
medical evacuation, should be considered. Some uni-
versities build this into their student health insurance, 
and otherwise it may be purchased from a wide array 
of commercial vendors.

Sustainability 
When global health experiences involve care deliv-

ery, there is a risk that the learner’s exposure will be 
limited to short-term treatment for acute problems. 
Such experiences should be avoided in favor of experi-
ences that (1) integrate with local health systems to en-
sure follow-up care and (2) address the determinants of 
health more broadly, exposing learners to the principles 
of community-oriented primary care, public health, 
and sustainable partnerships.  Absent these consider-
ations, residents may learn and subsequently repeat 
an ineffective model of global health involvement. If a 
residency program is unable to build sustainability into 
its programming, the program may wish to partner with 
existing programs emphasizing sustainability, such as 
Child and Family Health International and Shoulder 
to Shoulder, Inc. 

Conclusions
Despite the hurdles just discussed, family medicine 

residency programs are increasingly responsive to 
learner demand for global health training and experi-
ence. By strengthening the global health components of 
family medicine training, the field will be increasingly 
attractive to internationally minded medical students 
amidst a diminished primary care applicant pool. This 
will only increase as learners recognize the skills that 
training in family medicine offers the future global 
health provider. 

The family medicine community should work to 
achieve information sharing, collaboration, and co-
ordinated advocacy among global health educators. 
Family medicine educators should take part in interdis-
ciplinary efforts to establish core competencies and to 
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standardize graduate medical global health education. 
Only through engagement can we hope to improve the 
quality of these endeavors and their impact on trainees 
and on global health. 
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Resource-poor countries enjoy a steady stream of en-
ergetic and talented health volunteers, expending time, 
talent, and finances in hopes of improving the health 
of poor communities.1 However, the insufficiency of 
a primary care infrastructure in these countries often 
impairs the effectiveness of the health care aid that 
is offered.2 For example, aid programs offering free 
medicines, vaccines, or disease-specific interventions 
frequently fail for lack of health facilities or a short-
age of equipment, trained providers, and staffing. In 

addition, the failure to view health as a consequence 
of a broad range of social determinants overestimates 
the potential value of a narrowly focused health care 
intervention. The trend of volunteerism in some ways 
runs counter to a growing body of literature suggest-
ing that (1) health systems rooted in primary care as 
opposed to specialty care tend to show improvement 
across a wide array of health outcomes and in a wide 
variety of settings throughout the world3,4 and (2) that 
poor communities value self determination more than 
outright external and unilateral support.5

The traditional model of aid to resource-poor coun-
tries and medical volunteerism can be restructured 
to promote sustainable community development that 
improves health outcomes by building a primary care 
infrastructure that is also equipped to address a com-
prehensive range of social and biological determinants 
of health.6 This mandate is embodied in the Shoulder to 
Shoulder model, which is described in this report.

The Shoulder to Shoulder Model—Channeling Medical 
Volunteerism Toward Sustainable Health Change

Jeffery E. Heck, MD; Andrew Bazemore, MD, MPH; Phil Diller, MD, PhD

Background: Rapid growth in medical volunteerism in resource-poor countries presents an oppor-
tunity for improving global health. The challenge is to ensure that the good intentions of volunteers 
are channeled effectively into endeavors that generate locally acceptable, sustainable changes in 
health. Methods: Started in Honduras in 1990, Shoulder to Shoulder is a network of partnerships 
between family medicine training programs and communities in Honduras and other resource-poor 
countries. The program involves short-term volunteering by US health professionals collaborating 
with community health boards in the host countries. The program has been implemented in seven US 
family medicine training programs and is supported by a small international staff. Results: During 
the 16 years of program operation, more than 1,400 volunteers have made visits to host countries, 
which include Honduras, Ecuador, and Tanzania. Clinics have been established, school-based food 
programs and community-based water filtration programs developed, and cancer screening and 
pregnancy-care programs put in place. These and other programs have been implemented on a 
budget of less than $400,000, raised through donations and small grants. Conclusions: The Shoulder 
to Shoulder model allows health care professionals to channel short-term medical volunteerism into 
sustainable health partnerships with resource-poor communities. The resulting network of partner-
ships offers a powerful resource available to governments and foundations, poised to provide in-
novative interventions and cost-effective services directly to poor communities. 

(Fam Med 2007;39(9):644-50.)
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Methods
The Shoulder to Shoulder Model

The Shoulder to Shoulder model operates via mul-
tiple, longitudinal, short-term volunteer efforts in a 
single community. Volunteers are encouraged to initiate 
community assessments of the important determinants 
of health and work together to improve health using an 
existing informal community network as infrastructure. 
Such an approach views the determinants of health from 
a broadly defined set of influences on health (Figure 
1). This new model of short-term volunteerism, which 
involves a long-term commitment from the organiza-
tion providing volunteers, is a collaboration with the 
community and broadly views the social determinants 
of health results in a model that contrasts sharply with 
the traditional model (Table 1).

The Shoulder to Shoulder model, which combines an 
educational mission (training health professionals) with 
long-term community development, is a form of vol-
unteerism for both medical educators and community 
practitioners. By developing strong community boards 
in poor areas and a consistent local paid staff, Shoul-
der to Shoulder offers volunteer health professionals 
the infrastructure on which to build lasting programs 
that can influence the health of a community. They 
work in tandem to achieve a clear mission: to develop 
educational, nutritional, and health programs that help 
poor communities in resource-poor countries achieve 
sustainable development and improve the overall health 
and well-being of their residents. There are five key 
components of the Shoulder to Shoulder model.

(1) Empower Communities Through Partnership. 
Partners (local health board and volunteer clinicians) 
work with rural communities to form active health 
committees. These committees are nurtured to become 
capable of collaborating with their academic partners 
and the US communities they represent, so they can set 
the vision for the project and define the governance of 
the organization.

(2) Address Determinants of Health Broadly. The 
community-oriented primary care (COPC) model is 
embraced by the Shoulder to Shoulder model. COPC 
focuses on multiple determinants of health, including 
but not limited to health care, oral health, nutrition, 
water, sanitation, empowerment, and education. Ef-
forts at each site are rooted in the principles of COPC, 
as developed and demonstrated by Sydney Kark and 
his team in South Africa more than 60 years ago.7,8 

Participants learn firsthand how to operationalize the 
COPC principles of (1) defining and characterizing the 
community, (2) involving the community as partners, 
(3) identifying or diagnosing community health prob-
lems, (4) designing and implementing an intervention 
to “treat” the community health problems, (5) moni-
toring the outcomes of the intervention to determine 
if specific measurable outcomes have been achieved, 
and (6) modifying the intervention as needed to achieve 
the intended goals. 

(3) Pursue Sustainability. US partners enhance the 
effectiveness of volunteers by returning to the same 
place year after year. They engage in projects that are 
the priority of their community, have the approval 

and commitment of their community 
boards, and are realistically sustainable 
with limited funding and community 
participation.

(4) Leverage Resource Partner Mon-
ey and Skills. Resources and personnel 
from US health centers are augmented 
by donated funds to establish sus-
tainable community development in 
poor rural communities. The national 
organization of Shoulder to Shoulder 
supports the development and startup 
of new programs. The US health center 
and its supporting community provides 
the financial support and volunteer 
efforts needed to sustain the partner-
ships. Additionally, departments of 
family medicine working at Shoulder 
to Shoulder sites have proven adept at 
galvanizing the efforts of many medi-
cal and nonmedical departments. The 
original program at the University of 

Figure 1

Theoretical Model: The Shoulder to Shoulder Approach 
to Impacting Health in a Community
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Cincinnati has leveraged the skills and efforts of most 
disciplines with its medical center, as well as those of 
students and faculty from schools of nursing, pharmacy, 
anthropology, geography, romance languages, educa-
tion, and others.

(5) Realize Economies of Scale Through Intra-Insti-
tutional Coalitions. The US communities also form 
an organization to support the common principles and 
share common staff and supplies and, most importantly, 
ideas. This model thus combines an educational mis-
sion (training health professions learners) with long-
term community development, and this is seen as an 
appealing form of volunteerism for medical educators 
and community practitioners. By developing strong 
community boards in poor areas and a consistent local 
paid staff, Shoulder to Shoulder offers visionary vol-
unteer health professionals the infrastructure on which 
to build lasting programs that influence the health of 
communities. They work in tandem to achieve a clear 
mission:  to develop educational, nutritional, and health 
programs to help poor communities in resource-poor 
countries achieve sustainable development and improve 
the overall health and well-being of their residents.  

Organization, History, and Honduran Roots
Shoulder to Shoulder is a private, nonprofit, nongov-

ernmental (NGO) organization formed in 1990 as a 
network of family medicine-led coalitions at academic 
centers across the United States. These academic medi-
cal centers partnered with nongovernmental commu-
nity health boards in poor communities in Honduras 
to improve health through self-determined but col-
laborative interventions. By tapping into the wealth of 
skills and resources at their academic institution, the 

US partner is able to leverage resources and multidisci-
plinary teams to assist these local community boards in 
building a permanent primary care infrastructure that 
also addresses multiple other determinants of health 
such as nutrition, education, oral health, sanitation, 
and water. Shoulder to Shoulder, by being attentive 
to the needs of the community and by collaborating 
with local Hombro a Hombro (Shoulder to Shoulder) 
health boards, is able to make changes in the health of 
the communities served. 

The nonprofit entity Shoulder to Shoulder was 
initially created as an initiative to provide supervised 
international experiences for University of Cincin-
nati College of Medicine medical students, nursing 
students, and residents, but the organization evolved 
in tandem with the interest of faculty and trainees 
for improving the health of the communities through 
development in partnership with their Honduran col-
laborators. These learners and their faculty began 
providing health care services in the Honduran state 
of Intibuca and collaborating with NGOs to provide a 
broader range of services such as nutritional support, 
educational programs, water projects, and other public 
health interventions. With the goal of local empower-
ment, Shoulder to Shoulder next worked with local 
community leaders in the mountainous town of Santa 
Lucia to form Hombro a Hombro, a grassroots com-
munity-based, nonprofit NGO registered in Honduras 
since 1996. The history of the Santa Lucia Project is 
shown in Table 2. 

Honduras is the home of the majority of Shoulder to 
Shoulder activities. Honduras is the third poorest coun-
try in the Western Hemisphere, with a per capita gross 
national income equivalent to $1,120 US per year. The 
poverty rate, defined as households living on less than 

Table 1

Types of Short-term Volunteer Efforts

 Traditional Short-term Volunteer Effort New Model: (Shoulder to Shoulder Model)

Number of visits to the community One-time visit Multiple visits over time

Collaboration with the host 
community

Minimal—limited to caring for the needs of the visitors 
during a “brigade”

Extensive involvement in planning, prioritizing 
projects, and monitoring effectiveness

Types of medical conditions treated Acute care, surgical procedures, and sometimes 
initiation of treatment for chronic conditions

Acute and chronic care, prevention and health 
education

Type of volunteers utilized Primarily doctors, dentists, nurses, and general helpers Medical and dental personnel, including allied health, 
engineers, medical anthropologists and geographers, 
administrators, teachers, etc

Public health Brief health education Water, sanitation, and hygiene 
Health education

Determinants of health that are 
addressed

Biomedical Biomedical, nutritional, educational, cultural, 
environmental, etc

Continuity None Available through local services and on follow-up 
visits
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$2 per day, is 40%, while the childhood malnutrition 
rate is 17%.9 However, poverty and malnutrition rates 
are thought to be as high as twice the national average 
in the rural remote areas of western Honduras. 

As the University of Cincinnati partnership with 
Santa Lucia grew, other academic health centers under 
the guidance of the more-established partnership estab-
lished comparable relationships in other communities.   
Shoulder to Shoulder now works in six geographic 
regions not only in Honduras but also Ecuador and 
Tanzania (Figure 2).

Missions and Partners
Missions. Shoulder to Shoulder has three missions. 
The first is to provide medical and dental care, nutrition 
services, and community development in resource- 

poor communities. The second is to provide faculty- 
supervised experiences for health care providers in an 
international setting that enhances skills in community 
health, tropical medicine, cross-cultural medicine, and 
working in resource-poor environments. The third is 
to provide a setting for reflection and personal growth 
through service.

Partners. Seven partners (affiliates), connected through 
a national nonprofit hub, form Shoulder to Shoulder 
(Figure 3). Bound together by a common vision for 
sustainable development and a comprehensive view of 
health, these partners also share resources, personnel, 
infrastructure, ideas, and experience. The key partners 
and the details of each partnership can be found at 
www.shouldertoshoulder.org.

Table 2

History of the Shoulder to Shoulder Santa Lucia Project: 1990–Present

Year First 
Addressed Stage Event

1990–1992
 

Establishing the Partnership Model with  two
communities

First Brigade

Local Community Board developed 
Developing a broader base of partners (business, academic, individuals) in the 
United States to support the work

1992 Creating the medical home to improve access to care 
and creating a physical connection to the community

Addressing the Health System Determinant 
1. Year-round primary care Honduran clinician hired (1992)
2. Second Honduran physician hired in 1996.

1993  Hombro a Hombro Clinic constructed (1993) 

1994 Implementing COPC activities 1. Defining the community service area 
2. Baseline assessment with community surveys, malnutrition assessments, 
water quality
3. Documenting types of health and social problems

1996 Creating necessary legal relationships within the 
country and community

Establishing NGO status within Honduras 

1998–2004
  
  
  
  
 

 
 
2002–2006

Addressing broader determinants of health Addressing the Physical Determinants 
1. Introducing a comprehensive water improvement and conservation program
2. School-based feeding program offers more complete diet including protein 
and calorie sources
Addressing the Health System Determinants
1. Midwifery training 
2. Expands scope of services to dental care
3. Expands services to include preventive services: fluoridation of water, 
cervical cancer screening
Addressing the Cultural Determinants
1. Transition from a sense of hopelessness and lack of belief in potential to 
change to a sense of possibility, activation, and accomplishment 

Empowerment at the local level Addressing the Social Determinants 
1. Empowers local community to apply for and build secondary school
2. School feeding program that creates new social network for parents of 
school-aged children.
3. Yo Puedo Program for self-esteem of female school children
4. Scholarship program to assist students in going on for additional educational 
training

COPC—community-oriented primary care
NGO—nongovernmental organization
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Figure 2

Map of Western Intibuca and Population Covered 
by Shoulder to Shoulder Projects

STS International:

Technical expertise

Development of project 
objectives

Project oversight in country

Legal services

Customs clearance

Sharing of resources

Grants

Collaboration with 
other nongovernmental 
organizations

Figure 3

The Shoulder to Shoulder (STS) Network of Partnerships

Results
Over the past 16 years, Shoulder 

to Shoulder has given more than 
1,400 US citizens the opportunity 
to work side by side (“shoulder to 
shoulder”) with local community 
members in rural areas. Approxi-
mately half of the volunteers have 
been medical trainees, including 
medical students, residents, nurs-
ing students, and undergraduates 
with interests in pursuing medical 
careers. Approximately one fourth 
of the volunteers have been health 
care faculty, practicing physicians, 
nurses, and dentists. The rest have 
been other professional volunteers 
such as geographers, engineers, 
teachers, and a wide array of other 
professions and students. Volun-
teers not only have paid their travel 
and expenses ($1,200–$1,400 per 
2-week trip) but have become the 
core financial benefactors of the or-
ganization and its ongoing efforts. 
They also organize US efforts to 
raise support and contribute in-kind 
goods such as medical and dental 
equipment, medicines, and other 
durable supplies.

The Shoulder to Shoulder health 
clinic in Santa Lucia (the found-
ing partnership) is at the center 
of a comprehensive COPC effort, 
providing primary medical care, 
health education, and community 
resources to the most needy. The 
clinic has five modern exam rooms, 
an emergency room, laboratory and 
radiology services, and ultrasound  
and provides care to approximately 
6,000 patients each year. In ad-
dition, the dental clinic provides 
acute, restorative, and preventive 
dentistry to the community. A 
comprehensive school-based fluo-
ridation project provides fluoride 
to rural school children as part of 
the school-based feeding program. 
The clinic has a large attached dor-
mitory for visiting brigade groups, 
allowing for up to 50 individuals 
at a time.  

In Honduras, Shoulder to Shoul-
der operates year round with a 
staff of dedicated Honduran and 
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US family physicians and nurses. It operates a feeding 
center and a school-based feeding program that feeds 
1,600 school children per day. In partnership with local 
US Rotary clubs, Rotary International, and Potters for 
Peace, a major effort is underway to widely distribute 
home-based water filtration units that enable rural 
homes to enjoy safe filtered water using a system that 
can be made locally and costs less than $20 to make. 

In 2006–2007 alone, Shoulder to Shoulder has suc-
cessfully screened more than 400 Honduran women for 
cervical cancer using aceto-white staining and direct 
visual cervical inspection. There are also programs to 
help distribute folate to women of child-bearing age 
through a partnership with Honduras-based Project 
Healthy Children. There are maternal and child health 
programs that include birth education and lay-mid-
wifery training. In Santa Lucia, women are offered free 
pregnancy education and ultrasound screening. A pro-
gram to improve the self-esteem of primary school-age 
girls through mentor-guided entrepreneurial clubs (Yo 
Puedo—“I can” or “I am able”) has been established in 
23 rural primary schools. These Yo Puedo clubs identify 
poor children who aspire toward further education, 
and now there are 80 children receiving need-based 
scholarships to attend secondary school.

 Shoulder to Shoulder interventions are facilitated 
by in-kind contributions and volunteer services at an 
efficient cost. The operational budget for these ser-
vices at all Honduran sites remains under $400,000 
per year, which is raised through volunteer contribu-
tions, individual donations, and several small family 
foundations. 

The seven current partnerships have each devel-
oped a relationship based on standard principles as 
described above. Specific programs of the partnership 
vary depending on the community, the availability of 
resources, and the duration of the partnership. The 
commonalities of the model are seen in Table 3 and are 
beginning to support the notion that this is a replicable 
model. All together, the network provides services for 
reaching almost 50,000 poor people in several hundred 
small villages and leverages thousands of dollars of 
goods and services. 

 
Conclusions

The Shoulder to Shoulder model has proven to 
be a scaleable approach to channeling international 
volunteerism into longitudinal health improvements. 
Over the next 3 years, with funding from the Benja-
min Josephson Foundation and the Roy and Melanie 

Table 3

Programs of Shoulder to Shoulder

Shoulder to Shoulder Program Brief Description Partnerships Participating

Independent Community Health 
Board development

A nongovernmental, independent board interacts with the US partner to 
assess the community needs, initiate programs and govern them.

All

Educational opportunities for 
US health care learners

Medical students, nursing students, residents, and undergraduate learners 
have opportunities to participate in the development of all programs and 
health care delivery. Learners always have faculty supervision.

All 

Community-governed health 
center

Larger communities like the Santa Lucia Partnership have multiple 
services; others have clinics that primarily provide basic primary care 
services. 

Santa Lucia 
San Jose, El Negrito
Santa Ana
Pinares (under construction)
San Marcos de Sierra (under construction)
Ecuador 

Nutrition programs Nutrition programs are tailored to the needs of the community and may 
target primary school children, under age five children, or pregnant and 
lactating women. Others also include provision of micro nutrients. 

Santa Lucia 
Santa Ana
San Jose El Negrito

Water improvement programs Programs include improving the quantity of water, water filtration 
systems, community education, and water conservation strategies, 
tailored for the needs of the community.

Santa Lucia 
San Jose El Negrito
Pinares (under construction)
Tanzania

Girls’ empowerment 
(Yo Puedo)

Yo Puedo aims to improve the self-esteem of girls through 
entrepreneurship. School-based programs help girls to develop 
leadership skills and organizational skills. In addition, community 
leaders and teachers develop new cultural attitudes that help girls to 
succeed. 

Santa Lucia
Concepcion
Plans in all other Honduran communities

Dental programs Ideal program consists of educational, restorative, and  preventative care Santa Lucia—all 
Concepcion—all planned
Santa Ana—educational
Pinares—educational, preventive in 
planning stages
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Sanders Foundation, Shoulder to Shoulder plans to 
start new partnerships, expand the scope of existing 
ones, and develop a stronger national infrastructure 
to support more partnerships. With more partners and 
funding, academic health centers can influence the 
health outcomes of people living in poor communi-
ties in a multitude of settings while providing 
more-meaningful experiences for volunteer health 
care providers and learners. 

Acknowledgment: This paper was presented at the 2007 American Academy 
of Family Physicians International Consultation, Portland, Me.

Corresponding Author: Address correspondence to Dr Heck, Mountain Area 
Health Education Center, University of North Carolina, 118 W.T. Weaver 
Blvd., Asheville, NC 28804. Jeff.Heck@MAHEC.net.

REFERENCES

1. Vastag B. Volunteers see the world and help its people. JAMA 2002; 
288(5):559-65.

2. Easterly W. The white man’s burden. Why the West’s efforts to aid the 
rest have done so much ill and so little good. New York: The Penguin 
Press, 2006.

3. Starfield B, Shi L, Grover A, Macinko J. The effects of specialist supply 
on populations’ health: assessing the evidence. Health Aff (Millwood) 
2005 Jan-June;Suppl Web Exclusives:W5-97–W5-107. 

4. Machinko J, Starfield B, Shi L. The contribution of primary care systems 
to health outcomes within organization for economic cooperation and 
development (OECD) countries, 1970–1998. Health Serv Res 2003; 
38(3):831-65.

5. Narayan D. Can anyone hear us? Voices of the poor. New York: Pub-
lished for the World Bank, Oxford University Press, 2000.

6. Evans RG, Barer ML, Marmor TR, de Gruyter W. Why are some people 
healthy and others not? The determinants of health of populations. New 
York: Transaction Publishers, 1994.

7. Kark SL, Steuart GW. A practice of social medicine. Edinburgh and 
London: E & S Livingston, LTD, 1962.

8. Kark SL, Kark E. Promoting community health: from Pholela to 
Jerusalem. Johannesburg: Witwatersrand University Press, 2001.

9. http://devdata.worldbank.org/external/CPProfile.asp?SelectedCountry
=HND&CCODE=HND&CNAME=Honduras&PTYPE=CP. Accessed 
June 12, 2007.



Primary Health Care

Now
More
Than
Ever

The World Health Report 2008

UNIVERSAL 
COVERAGE 
REFORMS

SERVICE 
DELIVERY 
REFORMS

LEADERSHIP 
REFORMS

PUBLIC 
POLICY 

REFORMS

couverture_cor.indd   xx-1 16.9.2008   17:07:31



couverture_cor.indd   2-3 16.9.2008   17:07:34



Primary Health Care

Now
More
Than
Ever

The World Health Report 2008



WHO Library Cataloguing-in-Publication Data

The world health report 2008 : primary health care now more than ever.

1.World health – trends. 2.Primary health care – trends. 3.Delivery of health care. 4.Health policy. 
I.World Health Organization.

ISBN 978 92 4 156373 4   (NLM classifi cation: W 84.6)

ISSN 1020-3311

© World Health Organization 2008

All rights reserved. Publications of the World Health Organization can be obtained from WHO Press, World Health Organization, 20 Avenue 
Appia, 1211 Geneva 27, Switzerland (tel.: +41 22 791 3264; fax: +41 22 791 4857; e-mail: bookorders@who.int). Requests for permission 
to reproduce or translate WHO publications – whether for sale or for noncommercial distribution – should be addressed to WHO Press, at the 
above address (fax: +41 22 791 4806; e-mail: permissions@who.int). 

The designations employed and the presentation of the material in this publication do not imply the expression of any opinion whatsoever on 
the part of the World Health Organization concerning the legal status of any country, territory, city or area or of its authorities, or concerning 
the delimitation of its frontiers or boundaries. Dotted lines on maps represent approximate border lines for which there may not yet be full 
agreement.

The mention of specifi c companies or of certain manufacturers’ products does not imply that they are endorsed or recommended by the World 
Health Organization in preference to others of a similar nature that are not mentioned. Errors and omissions excepted, the names of proprietary 
products are distinguished by initial capital letters.

All reasonable precautions have been taken by the World Health Organization to verify the information contained in this publication. However, 
the published material is being distributed without warranty of any kind, either expressed or implied. The responsibility for the interpretation 
and use of the material lies with the reader. In no event shall the World Health Organization be liable for damages arising from its use. 

Information concerning this publication can be obtained from:

World Health Report 
World Health Organization
1211 Geneva 27, Switzerland
E-mail: whr@who.int

Copies of this publication can be ordered from: bookorders@who.int

Design: Reda Sadki
Layout: Steve Ewart and Reda Sadki
Figures: Christophe Grangier
Printing Coordination: Pascale Broisin and Frédérique Robin-Wahlin

Printed in Switzerland

The World Health Report 2008 was produced under the overall direction of Tim Evans (Assistant Director-General) and Wim Van Lerberghe (editor-in-chief). The principal writing 
team consisted of Wim Van Lerberghe, Tim Evans, Kumanan Rasanathan and Abdelhay Mechbal. Other main contributors to the drafting of the report were: Anne Andermann, David 
Evans, Benedicte Galichet, Alec Irwin, Mary Kay Kindhauser, Remo Meloni, Thierry Mertens, Charles Mock, Hernan Montenegro, Denis Porignon and Dheepa Rajan. Organizational 
supervision of the report was provided by Ramesh Shademani. 

Contributions in the form of boxes, fi gures and data analysis came from: Alayne Adams, Jonathan Abrahams, Fiifi  Amoako Johnson, Giovanni Ancona, Chris Bailey, Robert Beaglehole, 
Henk Bekedam, Andre Biscaia, Paul Bossyns, Eric Buch, Andrew Cassels, Somnath Chatterji, Mario Dal Poz, Pim De Graaf, Jan De Maeseneer, Nick Drager, Varatharajan Durairaj, Joan 
Dzenowagis, Dominique Egger, Ricardo Fabregas, Paulo Ferrinho, Daniel Ferrante, Christopher Fitzpatrick, Gauden Galea, Claudia Garcia Moreno, André Griekspoor, Lieve Goeman, 
Miriam Hirschfeld, Ahmadreza Hosseinpoor, Justine Hsu, Chandika Indikadahena, Mie Inoue, Lori Irwin, Andre Isakov, Michel Jancloes, Miloud Kaddar, Hyppolite Kalambaye, Guy Kegels, 
Meleckidzedeck Khayesi, Ilona Kickbush, Yohannes Kinfu, Tord Kjellstrom, Rüdiger Krech, Mohamed Laaziri, Colin Mathers, Zoe Matthews, Maureen Mackintosh, Di McIntyre, David 
Meddings, Pierre Mercenier, Pat Neuwelt, Paolo Piva, Annie Portela, Yongyut Ponsupap, Amit Prasad, Rob Ridley, Ritu Sadana, David Sanders, Salif Samake, Gerard Schmets, Iqbal 
Shah, Shaoguang Wang, Anand Sivasankara Kurup, Kenji Shibuya, Michel Thieren, Nicole Valentine, Nathalie Van de Maele, Jeanette Vega, Jeremy Veillard and Bob Woollard.

Valuable inputs in the form of contributions, peer reviews, suggestions and criticisms were received from the Regional Directors and their staff, from the Deputy Director-General, 
Anarfi  Asamoah Bah, and from the Assistant Directors-General.

The draft report was peer reviewed at a meeting in Montreux, Switzerland, with the following participants: Azrul Azwar, Tim Evans, Ricardo Fabrega, Sheila Campbell-Forrester, 
Antonio Duran, Alec Irwin, Mohamed Ali Jaffer, Safurah Jaafar, Pongpisut Jongudomsuk, Joseph Kasonde, Kamran Lankarini, Abdelhay Mechbal, John Martin, Donald Matheson, 
Jan De Maeseneer, Ravi Narayan, Sydney Saul Ndeki, Adrian Ong, Pongsadhorn Pokpermdee, Thomson Prentice, Kumanan Rasanathan, Salman Rawaf, Bijan Sadrizadeh, Hugo 
Sanchez, Ramesh Shademani, Barbara Starfi eld, Than Tun Sein, Wim Van Lerberghe, Olga Zeus and Maria Hamlin Zuniga.

The report benefi ted greatly from the inputs of the following participants in a one-week workshop in Bellagio, Italy: Ahmed Abdullatif, Chris Bailey, Douglas Bettcher, John Bryant, 
Tim Evans, Marie Therese Feuerstein, Abdelhay Mechbal, Thierry Mertens, Hernan Montenegro, Ronald Labonte, Socrates Litsios, Thelma Narayan, Thomson Prentice, Kumanan 
Rasanathan, Myat Htoo Razak, Ramesh Shademani, Viroj Tangcharoensathien, Wim Van Lerberghe, Jeanette Vega and Jeremy Veillard.

WHO working groups provided the initial inputs into the report. These working groups, of both HQ and Regional staff included: Shelly Abdool, Ahmed Abdullatif, Shambhu Acharya, 
Chris Bailey, James Bartram, Douglas Bettcher, Eric Blas, Ties Boerma, Robert Bos, Marie-Charlotte Boueseau, Gui Carrin, Venkatraman Chandra-Mouli, Yves Chartier, Alessandro 
Colombo, Carlos Corvalan, Bernadette Daelmans, Denis Daumerie, Tarun Dua, Joan Dzenowagis, David Evans, Tim Evans, Bob Fryatt, Michelle Funk, Chad Gardner, Giuliano Gargioni, 
Gulin Gedik, Sandy Gove, Kersten Gutschmidt, Alex Kalache, Alim Khan, Ilona Kickbusch, Yunkap Kwankam, Richard Laing, Ornella Lincetto, Daniel Lopez-Acuna, Viviana Mangiaterra, 
Colin Mathers, Michael Mbizvo, Abdelhay Mechbal, Kamini Mendis, Shanthi Mendis, Susan Mercado, Charles Mock, Hernan Montenegro, Catherine Mulholland, Peju Olukoya, Annie 
Portela, Thomson Prentice, Annette Pruss-Ustun, Kumanan Rasanathan, Myat Htoo Razak, Lina Tucker Reinders, Elil Renganathan, Gojka Roglic, Michael Ryan, Shekhar Saxena, 
Robert Scherpbier, Ramesh Shademani, Kenji Shibuya, Sameen Siddiqi, Orielle Solar, Francisco Songane, Claudia Stein, Kwok-Cho Tang, Andreas Ullrich, Mukund Uplekar, Wim Van 
Lerberghe, Jeanette Vega, Jeremy Veillard, Eugenio Villar, Diana Weil and Juliana Yartey. 

The editorial production team was led by Thomson Prentice, managing editor. The report was edited by Diana Hopkins, assisted by Barbara Campanini. Gaël Kernen assisted on 
graphics and produced the web site version and other electronic media. Lina Tucker Reinders provided editorial advice. The index was prepared by June Morrison. 

Administrative support in the preparation of the report was provided by Saba Amdeselassie, Maryse Coutty, Melodie Fadriquela, Evelyne Omukubi and Christine Perry.

Photo credits: Director-General’s photograph: WHO (p. viii); introduction and overview: WHO/Marco Kokic (p. x); chapters 1–6: Alayne Adams (p. 1); WHO/Christopher Black (p. 23); 
WHO/Karen Robinson (p. 41); International Federation of Red Cross and Red Crescent Societies/John Haskew (p. 63); Alayne Adams (p. 81); WHO/Thomas Moran (p. 99).



iii

Contents

iii

The World Health Report 2008 Primary Health Care – Now More Than Ever

Message from the Director-General viii

Introduction and Overview xi
Responding to the challenges of a changing world xii

Growing expectations for better performance xiii

From the packages of the past to the reforms of the future xiv

Four sets of PHC reforms xvi

Seizing opportunities xviii

Chapter 1. The challenges of a changing world 1
Unequal growth, unequal outcomes 2

Longer lives and better health, but not everywhere 2

Growth and stagnation 4

Adapting to new health challenges 7

A globalized, urbanized and ageing world 7

Little anticipation and slow reactions 9

Trends that undermine the health systems’ response 11

Hospital-centrism: health systems built around hospitals and specialists 11

Fragmentation: health systems built around priority programmes 12

Health systems left to drift towards unregulated commercialization 13

Changing values and rising expectations 14

Health equity 15

Care that puts people fi rst 16

Securing the health of communities 16

Reliable, responsive health authorities 17

Participation 18

PHC reforms: driven by demand 18

Chapter 2. Advancing and sustaining universal coverage 23
The central place of health equity in PHC 24

Moving towards universal coverage 25

Challenges in moving towards universal coverage 27

Rolling out primary-care networks to fi ll the availability gap 28

Overcoming the isolation of dispersed populations 30

Providing alternatives to unregulated commercial services 31

Targeted interventions to complement universal coverage mechanisms 32

Mobilizing for health equity 34

Increasing the visibility of health inequities 34

Creating space for civil society participation and empowerment 35



Primary Health Care – Now More Than Ever

iv

The World Health Report 2008

Chapter 3. Primary care: putting people fi rst 41
Good care is about people 42

The distinctive features of primary care 43

Effectiveness and safety are not just technical matters 43

Understanding people: person-centred care 46

Comprehensive and integrated responses 48

Continuity of care 49

A regular and trusted provider as entry point 50

Organizing primary-care networks 52

Bringing care closer to the people 53

Responsibility for a well-identifi ed population 53

The primary-care team as a hub of coordination 55

Monitoring progress 56

Chapter 4. Public policies for the public’s health 63
The importance of effective public policies for health 64

System policies that are aligned with PHC goals 66

Public-health policies 67

Aligning priority health programmes with PHC 67

Countrywide public-health initiatives 68

Rapid response capacity 68

Towards health in all policies 69

Understanding the under-investment 71

Opportunities for better public policies 73

Better information and evidence 73

A changing institutional landscape 74

Equitable and effi cient global health action 76

Chapter 5. Leadership and effective government 81
Governments as brokers for PHC reform 82

Mediating the social contract for health 82

Disengagement and its consequences 83

Participation and negotiation 85

Effective policy dialogue 86

Information systems to strengthen policy dialogue 86

Strengthening policy dialogue with innovations from the fi eld 89

Building a critical mass of capacity for change 90

Managing the political process: from launching reform to implementing it 92

Chapter 6. The way forward 99   

Adapting reforms to country context 100

High-expenditure health economics 101

Rapid-growth health economies 103

Low-expenditure, low-growth health economies 105

Mobilizing the drivers of reform 108

Mobilizing the production of knowledge 108

Mobilizing the commitment of the workforce 110

Mobilizing the participation of people 110



v

Contents

v

Figure 1. The PHC reforms necessary to refocus health systems 

towards health for all

xvi

Figure 1.1 Selected best performing countries in reducing under-

fi ve mortality by at least 80%, by regions, 1975–2006

2

Figure 1.2 Factors explaining mortality reduction in Portugal, 

1960–2008

3

Figure 1.3 Variable progress in reducing under-fi ve mortality, 

1975 and 2006, in selected countries with similar rates in 1975

3

Figure 1.4 GDP per capita and life expectancy at birth in 169 

countries, 1975 and 2005

4

Figure 1.5 Trends in GDP per capita and life expectancy at birth 

in 133 countries grouped by the 1975 GDP, 1975−2005

5

Figure 1.6 Countries grouped according to their total health 

expenditure in 2005 (international $) 

6

Figure 1.7 Africa’s children are at more risk of dying from traffi c 

accidents than European children: child road-traffi c deaths per 

100 000 population

7

Figure 1.8 The shift towards noncommunicable diseases and 

accidents as causes of death

8

Figure 1.9 Within-country inequalities in health and health care 10

Figure 1.10 How health systems are diverted from PHC core 

values

11

Figure 1.11 Percentage of the population citing health as their 

main concern before other issues, such as fi nancial problems, 

housing or crime

15

Figure 1.12 The professionalization of birthing care: percentage 

of births assisted by professional and other carers in selected 

areas, 2000 and 2005 with projections to 2015

17

Figure 1.13 The social values that drive PHC and the 

corresponding sets of reforms

18

Figure 2.1 Catastrophic expenditure related to out-of-pocket 

payment at the point of service

24

Figure 2.2 Three ways of moving towards universal coverage 26

Figure 2.3 Impact of abolishing user fees on outpatient 

attendance in Kisoro district, Uganda: outpatient attendance 

1998–2002

27

Figure 2.4 Different patterns of exclusion: massive deprivation 

in some countries, marginalization of the poor in others. Births 

attended by medically trained personnel (percentage), by income 

group

28

Figure 2.5 Under-fi ve mortality in rural and urban areas, the 

Islamic Republic of Iran, 1980–2000

29

Figure 2.6 Improving health-care outputs in the midst of 

disaster: Rutshuru, the Democratic Republic of the Congo, 

1985–2004

31

Figure 3.1 The effect on uptake of contraception of the 

reorganization of work schedules of rural health centres in Niger

42

Figure 3.2 Lost opportunities for prevention of mother-to-child 

transmission of HIV (MTCT) in Côte d’Ivoire: only a tiny fraction of 

the expected transmissions are actually prevented

45

Figure 3.3 More comprehensive health centres have better 

vaccination coverage

49

Figure 3.4 Inappropriate investigations prescribed for simulated 

patients presenting with a minor stomach complaint in Thailand

53

Figure 3.5 Primary care as a hub of coordination: networking 

within the community served and with outside partners

55

Figure 4.1 Deaths attributable to unsafe abortion per 100 000 

live births, by legal grounds for abortions

65

Figure 4.2 Annual pharmaceutical spending and number 

of prescriptions dispensed in New Zealand since the 

Pharmaceutical Management Agency was convened in 1993

66

Figure 4.3 Percentage of births and deaths recorded in countries 

with complete civil registration systems, by WHO region, 

1975–2004

74

Figure 4.4 Essential public-health functions that 30 national 

public-health institutions view as being part of their portfolio

75

Figure 5.1 Percentage of GDP used for health, 2005 82

Figure 5.2 Health expenditure in China: withdrawal of the State 

in the 1980s and 1990s and recent re-engagement

84

Figure 5.3 Transforming information systems into instruments 

for PHC reform

87

Figure 5.4 Mutual reinforcement between innovation in the fi eld 

and policy development in the health reform process

89

Figure 5.5 A growing market: technical cooperation as part of 

Offi cial Development Aid for Health. Yearly aid fl ows in 2005, 

defl ator adjusted

91

Figure 5.6 Re-emerging national leadership in health: the shift 

in donor funding towards integrated health systems support, and 

its impact on the Democratic Republic of the Congo’s 2004 PHC 

strategy

94

Figure 6.1 Contribution of general government, private pre-paid 

and private out-of-pocket expenditure to the yearly growth 

in total health expenditure per capita, percentage, weighted 

averages

101

Figure 6.2 Projected per capita health expenditure in 2015, 

rapid-growth health economies (weighted averages) 

103

Figure 6.3 Projected per capita health expenditure in 2015, low 

expenditure, low-growth health economies (weighted averages)

105

Figure 6.4 The progressive extension of coverage by community-

owned, community–operated health centres in Mali, 1998–2007

107

List of Figures



Primary Health Care – Now More Than Ever

vi

The World Health Report 2008

Box 1 Five common shortcomings of health-care delivery xiv

Box 2 What has been considered primary care in well-resourced 

contexts has been dangerously oversimplifi ed in resource-

constrained settings

xvii

Box 1.1 Economic development and investment choices in health 

care: the improvement of key health indicators in Portugal

3

Box 1.2 Higher spending on health is associated with better 

outcomes, but with large differences between countries

6

Box 1.3 As information improves, the multiple dimensions of 

growing health inequality are becoming more apparent

10

Box 1.4 Medical equipment and pharmaceutical industries are 

major economic forces

12

Box 1.5 Health is among the top personal concerns 15

Box 2.1 Best practices in moving towards universal coverage 26

Box 2.2 Defi ning “essential packages”: what needs to be done to 

go beyond a paper exercise?

27

Box 2.3 Closing the urban-rural gap through progressive 

expansion of PHC coverage in rural areas in the Islamic Republic 

of Iran

29

Box 2.4 The robustness of PHC-led health systems: 20 years of 

expanding performance in Rutshuru, the Democratic Republic of 

the Congo

31

Box 2.5 Targeting social protection in Chile 33

Box 2.6 Social policy in the city of Ghent, Belgium: how local 

authorities can support intersectoral collaboration between 

health and welfare organizations

35

Box 3.1 Towards a science and culture of improvement: evidence 

to promote patient safety and better outcomes

44

Box 3.2 When supplier-induced and consumer-driven demand 

determine medical advice: ambulatory care in India

44

Box 3.3 The health-care response to partner violence against 

women

47

Box 3.4 Empowering users to contribute to their own health 48

Box 3.5 Using information and communication technologies to 

improve access, quality and effi ciency in primary care

51

Box 4.1 Rallying society’s resources for health in Cuba 65

Box 4.2 Recommendations of the Commission on Social 

Determinants of Health

69

Box 4.3 How to make unpopular public policy decisions 72

Box 4.4 The scandal of invisibility: where births and deaths are 

not counted

74

Box 4.5 European Union impact assessment guidelines 75

Box 5.1 From withdrawal to re-engagement in China 84

Box 5.2 Steering national directions with the help of policy 

dialogue: experience from three countries

86

Box 5.3 Equity Gauges: stakeholder collaboration to tackle health 

inequalities

88

Box 5.4 Limitations of conventional capacity building in low- and 

middle-income countries

91

Box 5.5 Rebuilding leadership in health in the aftermath of war 

and economic collapse

94

Box 6.1 Norway’s national strategy to reduce social inequalities 

in health

102

Box 6.2 The virtuous cycle of supply of and demand for primary 

care

107

Box 6.3. From product development to fi eld implementation − 

research makes the link

109

List of Boxes



vii

Contents

Table 1 How experience has shifted the focus of the PHC 

movement

xv

Table 3.1 Aspects of care that distinguish conventional health 

care from people-centred primary care

43

Table 3.2 Person-centredness: evidence of its contribution to 

quality of care and better outcomes

47

Table 3.3 Comprehensiveness: evidence of its contribution to 

quality of care and better outcomes

48

Table 3.4 Continuity of care: evidence of its contribution to 

quality of care and better outcomes

50

Table 3.5 Regular entry point: evidence of its contribution to 

quality of care and better outcomes

52

Table 4.1 Adverse health effects of changing work 

circumstances

70

Table 5.1 Roles and functions of public-health observatories in 

England

89

Table 5.2 Signifi cant factors in improving institutional capacity 

for health-sector governance in six countries

92

List of Tables



Primary Health Care – Now More Than Ever

viii

The World Health Report 2008

Director-General’s
Message

When I took offi ce in 2007, I made 
clear my commitment to direct 

WHO’s attention towards primary 
health care. More important than 
my own conviction, this refl ects 
the widespread and growing 
demand for primary health 
care from Member States. This 
demand in turn displays a 
growing appetite among policy-
makers for knowledge related to 
how health systems can become 

more equitable, inclusive and fair. 
It also refl ects, more fundamentally, a 

shift towards the need for more compre-
hensive thinking about the performance 
of the health system as a whole. 

This year marks both the 60th birth-
day of WHO and the 30th anniversary of 
the Declaration of Alma-Ata on Primary 

Health Care in 1978. While our global health context has changed remarkably over six decades, the 
values that lie at the core of the WHO Constitution and those that informed the Alma-Ata Declaration 
have been tested and remain true. Yet, despite enormous progress in health globally, our collective fail-
ures to deliver in line with these values are painfully obvious and deserve our greatest attention. 

We see a mother suffering complications of labour without access to qualifi ed support, a child 
missing out on essential vaccinations, an inner-city slum dweller living in squalor. We see the absence 
of protection for pedestrians alongside traffi c-laden roads and highways, and the impoverishment 
arising from direct payment for care because of a lack of health insurance. These and many other 
everyday realities of life personify the unacceptable and avoidable shortfalls in the performance of 
our health systems. 

In moving forward, it is important to learn from the past and, in looking back, it is clear that we 
can do better in the future. Thus, this World Health Report revisits the ambitious vision of primary 
health care as a set of values and principles for guiding the development of health systems. The Report 
represents an important opportunity to draw on the lessons of the past, consider the challenges that 
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Director-General’s Message

lie ahead, and identify major avenues for health 
systems to narrow the intolerable gaps between 
aspiration and implementation. 

These avenues are defi ned in the Report as 
four sets of reforms that refl ect a convergence 
between the values of primary health care, the 
expectations of citizens and the common health 
performance challenges that cut across all con-
texts. They include: 

universal coverage reforms  that ensure that 
health systems contribute to health equity, 
social justice and the end of exclusion, pri-
marily by moving towards universal access 
and social health protection;
service delivery reforms  that re-organize 
health services around people’s needs and 
expectations, so as to make them more socially 
relevant and more responsive to the changing 
world, while producing better outcomes;
public policy reforms  that secure healthier 
communities, by integrating public health 
actions with primary care, by pursuing healthy 
public policies across sectors and by strength-
ening national and transnational public health 
interventions; and
leadership reforms  that replace disproportion-
ate reliance on command and control on one 
hand, and laissez-faire disengagement of the 
state on the other, by the inclusive, participa-
tory, negotiation-based leadership indicated 
by the complexity of contemporary health 
systems. 

While universally applicable, these reforms 
do not constitute a blueprint or a manifesto for 
action. The details required to give them life in 
each country must be driven by specifi c condi-
tions and contexts, drawing on the best available 
evidence. Nevertheless, there are no reasons why 
any country − rich or poor − should wait to begin 
moving forward with these reforms. As the last 
three decades have demonstrated, substantial 
progress is possible.

Doing better in the next 30 years means that 
we need to invest now in our ability to bring 
actual performance in line with our aspirations, 
expectations and the rapidly changing realities of 
our interdependent health world. United by the 
common challenge of primary health care, the 
time is ripe, now more than ever, to foster joint 
learning and sharing across nations to chart the 
most direct course towards health for all. 

Dr Margaret Chan
Director-General
World Health Organization
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There is today a recognition that populations are 
left behind and a sense of lost opportunities that 
are reminiscent of what gave rise, thirty years 
ago, to Alma-Ata’s paradigm shift in think-
ing about health. The Alma-Ata Conference 
mobilized a “Primary Health Care movement” 
of professionals and institutions, governments 
and civil society organizations, researchers and 
grassroots organizations that undertook to tackle 
the “politically, socially and economically unac-
ceptable”1 health inequalities in all countries. 
The Declaration of Alma-Ata was clear about the 
values pursued: social justice and the right to 
better health for all, participation and solidarity1. 
There was a sense that progress towards these 
values required fundamental changes in the way 
health-care systems operated and harnessed the 
potential of other sectors. 

The translation of these values into tangible 
reforms has been uneven. Nevertheless, today, 
health equity enjoys increased prominence in 
the discourse of political leaders and ministries 
of health2, as well as of local government struc-
tures, professional organizations and civil society 
organizations.

The PHC values to achieve health for all 
require health systems that “Put people at the 
centre of health care”3. What people consider 
desirable ways of living as individuals and what 
they expect for their societies – i.e. what peo-
ple value – constitute important parameters for 
governing the health sector. PHC has remained 
the benchmark for most countries’ discourse on 
health precisely because the PHC movement tried 
to provide rational, evidence-based and antici-
patory responses to health needs and to these 
social expectations4,5,6,7. Achieving this requires 
trade-offs that must start by taking into account 
citizens’ “expectations about health and health 
care” and ensuring “that [their] voice and choice 
decisively infl uence the way in which health serv-
ices are designed and operate”8. A recent PHC 
review echoes this perspective as the “right to 
the highest attainable level of health”, “maximiz-
ing equity and solidarity” while being guided 
by “responsiveness to people’s needs”4. Moving 
towards health for all requires that health sys-
tems respond to the challenges of a changing 
world and growing expectations for better per-
formance. This involves substantial reorientation 

and reform of the ways health systems operate 
in society today: those reforms constitute the 
agenda of the renewal of PHC.

Responding to the challenges of a 
changing world 
On the whole, people are healthier, wealthier and 
live longer today than 30 years ago. If children 
were still dying at 1978 rates, there would have 
been 16.2 million deaths globally in 2006. In fact, 
there were only 9.5 million such deaths9. This 
difference of 6.7 million is equivalent to 18 329 
children’s lives being saved every day. The once 
revolutionary notion of essential drugs has 
become commonplace. There have been signifi -
cant improvements in access to water, sanitation 
and antenatal care. 

This shows that progress is possible. It can 
also be accelerated. There have never been more 
resources available for health than now. The glo-
bal health economy is growing faster than gross 
domestic product (GDP), having increased its 
share from 8% to 8.6% of the world’s GDP between 
2000 and 2005. In absolute terms, adjusted for 
infl ation, this represents a 35% growth in the 
world’s expenditure on health over a fi ve-year 
period. Knowledge and understanding of health 
are growing rapidly. The accelerated techno-
logical revolution is multiplying the potential 
for improving health and transforming health 
literacy in a better-educated and modernizing 
global society. A global stewardship is emerging: 
from intensifi ed exchanges between countries, 
often in recognition of shared threats, challenges 
or opportunities; from growing solidarity; and 
from the global commitment to eliminate poverty 
exemplifi ed in the Millennium Development Goals 
(MDGs). 

However, there are other trends that must 
not be ignored. First, the substantial progress 
in health over recent decades has been deeply 
unequal, with convergence towards improved 
health in a large part of the world, but at the same 
time, with a considerable number of countries 
increasingly lagging behind or losing ground. 
Furthermore, there is now ample documenta-
tion – not available 30 years ago – of consider-
able and often growing health inequalities within 
countries.
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Second, the nature of health problems is chang-
ing in ways that were only partially anticipated, 
and at a rate that was wholly unexpected. Ageing 
and the effects of ill-managed urbanization and 
globalization accelerate worldwide transmis-
sion of communicable diseases, and increase 
the burden of chronic and noncommunicable 
disorders. The growing reality that many indi-
viduals present with complex symptoms and 
multiple illnesses challenges service delivery 
to develop more integrated and comprehensive 
case management. A complex web of interrelated 
factors is at work, involving gradual but long-
term increases in income and population, climate 
change, challenges to food security, and social 
tensions, all with defi nite, but largely unpredict-
able, implications for health in the years ahead. 

Third, health systems are not insulated from 
the rapid pace of change and transformation 
that is an essential part of today’s globaliza-
tion. Economic and political crises challenge 
state and institutional roles to ensure access, 
delivery and fi nancing. Unregulated commer-
cialization is accompanied by a blurring of the 
boundaries between public and private actors, 
while the negotiation of entitlement and rights 
is increasingly politicized. The information age 
has transformed the relations between citizens, 
professionals and politicians.

In many regards, the responses of the health 
sector to the changing world have been inad-
equate and naïve. Inadequate, insofar as they 
not only fail to anticipate, but also to respond 
appropriately: too often with too little, too late 
or too much in the wrong place. Naïve insofar as 
a system’s failure requires a system’s solution – 
not a temporary remedy. Problems with human 
resources for public health and health care, 
fi nance, infrastructure or information systems 
invariably extend beyond the narrowly defi ned 
health sector, beyond a single level of policy pur-
view and, increasingly, across borders: this raises 
the benchmark in terms of working effectively 
across government and stakeholders. 

While the health sector remains massively 
under-resourced in far too many countries, 
the resource base for health has been growing 
consistently over the last decade. The opportu-
nities this growth offers for inducing structural 

changes and making health systems more effec-
tive and equitable are often missed. Global and, 
increasingly, national policy formulation proc-
esses have focused on single issues, with various 
constituencies competing for scarce resources, 
while scant attention is given to the underlying 
constraints that hold up health systems develop-
ment in national contexts. Rather than improv-
ing their response capacity and anticipating new 
challenges, health systems seem to be drifting 
from one short-term priority to another, increas-
ingly fragmented and without a clear sense of 
direction. 

Today, it is clear that left to their own devices, 
health systems do not gravitate naturally towards 
the goals of health for all through primary health 
care as articulated in the Declaration of Alma-
Ata. Health systems are developing in directions 
that contribute little to equity and social justice 
and fail to get the best health outcomes for their 
money. Three particularly worrisome trends can 
be characterized as follows:

health systems that focus disproportionately on  

a narrow offer of specialized curative care;
health systems where a command-and-control  

approach to disease control, focused on short-
term results, is fragmenting service delivery; 
health systems where a hands-off or laissez- 

faire approach to governance has allowed 
unregulated commercialization of health to 
fl ourish.

These trends fl y in the face of a comprehensive 
and balanced response to health needs. In a num-
ber of countries, the resulting inequitable access, 
impoverishing costs, and erosion of trust in health 
care constitute a threat to social stability. 

Growing expectations for better 
performance 
The support for a renewal of PHC stems from the 
growing realization among health policy-makers 
that it can provide a stronger sense of direction 
and unity in the current context of fragmenta-
tion of health systems, and an alternative to the 
assorted quick fi xes currently touted as cures 
for the health sector’s ills. There is also a grow-
ing realization that conventional health-care 
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delivery, through different mechanisms and for 
different reasons, is not only less effective than 
it could be, but suffers from a set of ubiquitous 
shortcomings and contradictions that are sum-
marized in Box 1.

The mismatch between expectations and 
performance is a cause of concern for health 
authorities. Given the growing economic weight 
and social signifi cance of the health sector, it 
is also an increasing cause for concern among 
politicians: it is telling that health-care issues 
were, on average, mentioned more than 28 times 
in each of the recent primary election debates in 
the United States22. Business as usual for health 
systems is not a viable option. If these shortfalls 
in performance are to be redressed, the health 

problems of today and tomorrow will require 
stronger collective management and accountabil-
ity guided by a clearer sense of overall direction 
and purpose. 

Indeed, this is what people expect to happen. 
As societies modernize, people demand more 
from their health systems, for themselves and 
their families, as well as for the society in which 
they live. Thus, there is increasingly popular 
support for better health equity and an end to 
exclusion; for health services that are centred 
on people’s needs and expectations; for health 
security for the communities in which they live; 
and for a say in what affects their health and that 
of their communities23. 

These expectations resonate with the values 
that were at the core of the Declaration of Alma-
Ata. They explain the current demand for a better 
alignment of health systems with these values 
and provide today’s PHC movement with reinvigo-
rated social and political backing for its attempts 
to reform health systems. 

From the packages of the past to 
the reforms of the future
Rising expectations and broad support for the 
vision set forth in Alma-Ata’s values have not 
always easily translated into effective transfor-
mation of health systems. There have been cir-
cumstances and trends from beyond the health 
sector – structural adjustment, for example – 
over which the PHC movement had little infl u-
ence or control. Furthermore, all too often, the 
PHC movement has oversimplifi ed its message, 
resulting in one-size-fi ts-all recipes, ill-adapted 
to different contexts and problems24. As a result, 
national and global health authorities have at 
times seen PHC not as a set of reforms, as was 
intended, but as one health-care delivery pro-
gramme among many, providing poor care for 
poor people. Table 1 looks at different dimen-
sions of early attempts at implementing PHC and 
contrasts this with current approaches. Inherent 
in this evolution is recognition that providing a 
sense of direction to health systems requires a 
set of specifi c and context-sensitive reforms that 
respond to the health challenges of today and 
prepare for those of tomorrow.

Box 1 Five common shortcomings of 

health-care delivery

Inverse care. People with the most means – whose needs for 

health care are often less – consume the most care, whereas 

those with the least means and greatest health problems con-

sume the least10. Public spending on health services most 

often benefi ts the rich more than the poor11 in high- and low-

income countries alike12,13.

Impoverishing care. Wherever people lack social protection 

and payment for care is largely out-of-pocket at the point of 

service, they can be confronted with catastrophic expenses. 

Over 100 million people annually fall into poverty because they 

have to pay for health care14.

Fragmented and fragmenting care. The excessive specializa-

tion of health-care providers and the narrow focus of many 

disease control programmes discourage a holistic approach 

to the individuals and the families they deal with and do not 

appreciate the need for continuity in care15. Health services 

for poor and marginalized groups are often highly fragmented 

and severely under-resourced16, while development aid often 

adds to the fragmentation17.

Unsafe care. Poor system design that is unable to ensure safety 

and hygiene standards leads to high rates of hospital-acquired 

infections, along with medication errors and other avoidable 

adverse effects that are an underestimated cause of death 

and ill-health18.

Misdirected care. Resource allocation clusters around cura-

tive services at great cost, neglecting the potential of primary 

prevention and health promotion to prevent up to 70% of the 

disease burden19,20. At the same time, the health sector lacks 

the expertise to mitigate the adverse effects on health from 

other sectors and make the most of what these other sectors 

can contribute to health21.
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The focus of these reforms goes well beyond 
“basic” service delivery and cuts across the 
established boundaries of the building blocks of 
national health systems25. For example, aligning 
health systems based on the values that drive PHC 
will require ambitious human resources policies. 
However, it would be an illusion to think that 
these can be developed in isolation from fi nancing 
or service delivery policies, civil service reform 
and arrangements dealing with the cross-border 
migration of health professionals. 

At the same time, PHC reforms, and the PHC 
movement that promotes them, have to be more 
responsive to social change and rising expecta-
tions that come with development and moderniza-
tion. People all over the world are becoming more 
vocal about health as an integral part of how 
they and their families go about their everyday 

lives, and about the way their society deals with 
health and health care. The dynamics of demand 
must fi nd a voice within the policy and decision-
making processes. The necessary reorientation of 
health systems has to be based on sound scientifi c 
evidence and on rational management of uncer-
tainty, but it should also integrate what people 
expect of health and health care for themselves, 
their families and their society. This requires 
delicate trade-offs and negotiation with multiple 
stakeholders that imply a stark departure from 
the linear, top-down models of the past. Thus, 
PHC reforms today are neither primarily defi ned 
by the component elements they address, nor 
merely by the choice of disease control interven-
tions to be scaled up, but by the social dynamics 
that defi ne the role of health systems in society. 

Table 1 How experience has shifted the focus of the PHC movement

EARLY ATTEMPTS AT IMPLEMENTING PHC CURRENT CONCERNS OF PHC REFORMS

Extended access to a basic package of health interventions 

and essential drugs for the rural poor

Transformation and regulation of existing health systems, 

aiming for universal access and social health protection

Concentration on mother and child health Dealing with the health of everyone in the community

Focus on a small number of selected diseases, primarily 

infectious and acute

A comprehensive response to people’s expectations and 

needs, spanning the range of risks and illnesses

Improvement of hygiene, water, sanitation and health 

education at village level

Promotion of healthier lifestyles and mitigation of the health 

effects of social and environmental hazards

Simple technology for volunteer, non-professional 

community health workers 

Teams of health workers facilitating access to and 

appropriate use of technology and medicines 

Participation as the mobilization of local resources 

and health-centre management through local health 

committees

Institutionalized participation of civil society in policy 

dialogue and accountability mechanisms

Government-funded and delivered services with a 

centralized top-down management

Pluralistic health systems operating in a globalized context

Management of growing scarcity and downsizing Guiding the growth of resources for health towards 

universal coverage

Bilateral aid and technical assistance Global solidarity and joint learning

Primary care as the antithesis of the hospital Primary care as coordinator of a comprehensive response 

at all levels

PHC is cheap and requires only a modest investment PHC is not cheap: it requires considerable investment, but it 

provides better value for money than its alternatives
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Four sets of PHC reforms
This report structures the PHC reforms in four 
groups that refl ect the convergence between 
the evidence on what is needed for an effective 
response to the health challenges of today’s world, 
the values of equity, solidarity and social justice 
that drive the PHC movement, and the growing 
expectations of the population in modernizing 
societies (Figure 1):

 
reforms that ensure that health systems con- 

tribute to health equity, social justice and the 
end of exclusion, primarily by moving towards 
universal access and social health protection 
– universal coverage reforms;
reforms that reorganize health services as  

primary care, i.e. around people’s needs and 
expectations, so as to make them more socially 
relevant and more responsive to the changing 
world while producing better outcomes – serv-
ice delivery reforms;
reforms that secure healthier communities, by  

integrating public health actions with primary 
care and by pursuing healthy public policies 
across sectors – public policy reforms;
reforms that replace disproportionate reli- 

ance on command and control on one hand, 
and laissez-faire disengagement of the state 
on the other, by the inclusive, participatory, 
negotiation-based leadership required by the 
complexity of contemporary health systems – 
leadership reforms. 

The fi rst of these four sets of reforms aims at 
diminishing exclusion and social disparities in 
health. Ultimately, the determinants of health 
inequality require a societal response, with 
political and technical choices that affect many 
different sectors. Health inequalities are also 
shaped by the inequalities in availability, access 
and quality of services, by the fi nancial burden 
these impose on people, and even by the lin-
guistic, cultural and gender-based barriers that 
are often embedded in the way in which clinical 
practice is conducted26. 

If health systems are to reduce health inequi-
ties, a precondition is to make services available to 
all, i.e. to bridge the gap in the supply of services. 
Service networks are much more extensive today 

than they were 30 years ago, but large population 
groups have been left behind. In some places, 
war and civil strife have destroyed infrastruc-
ture, in others, unregulated commercialization 
has made services available, but not necessarily 
those that are needed. Supply gaps are still a 
reality in many countries, making extension of 
their service networks a priority concern, as was 
the case 30 years ago.

As the overall supply of health services has 
improved, it has become more obvious that bar-
riers to access are important factors of inequity: 
user fees, in particular, are important sources of 
exclusion from needed care. Moreover, when peo-
ple have to purchase health care at a price that is 
beyond their means, a health problem can quickly 
precipitate them into poverty or bankruptcy14. 
That is why extension of the supply of services 
has to go hand-in-hand with social health protec-
tion, through pooling and pre-payment instead of 
out-of-pocket payment of user fees. The reforms 
to bring about universal coverage – i.e. universal 
access combined with social health protection 
– constitute a necessary condition to improved 
health equity. As systems that have achieved near 
universal coverage show, such reforms need to 
be complemented with another set of proactive 
measures to reach the unreached: those for 
whom service availability and social protection 

Figure 1 The PHC reforms necessary to refocus 

health systems towards health for all

UNIVERSAL 

COVERAGE 

REFORMS

SERVICE 

DELIVERY 

REFORMS

LEADERSHIP 

REFORMS

PUBLIC POLICY 

REFORMS

to improve 

health equity

to make health systems 

people-centred

to make health 

authorities more 

reliable

to promote and 

protect the health of 

communities



xvii

Introduction and Overview

does too little to offset the health consequences 
of social stratifi cation. Many individuals in this 
group rely on health-care networks that assume 
the responsibility for the health of entire com-
munities. This is where a second set of reforms, 
the service delivery reforms, comes in.

These service delivery reforms are meant 
to transform conventional health-care delivery 
into primary care, optimizing the contribution of 
health services – local health systems, health-care 
networks, health districts – to health and equity 
while responding to the growing expectations for 
“putting people at the centre of health care, har-
monizing mind and body, people and systems”3. 
These service delivery reforms are but one subset 
of PHC reforms, but one with such a high profi le 
that it has often masked the broader PHC agenda. 
The resulting confusion has been compounded 
by the oversimplifi cation of what primary care 
entails and of what distinguishes it from conven-
tional health-care delivery (Box 2)24. 

There is a substantial body of evidence on the 
comparative advantages, in terms of effectiveness 
and effi ciency, of health care organized as people-
centred primary care. Despite variations in the 
specifi c terminology, its characteristic features 

(person-centredness, comprehensiveness and 
integration, continuity of care, and participa-
tion of patients, families and communities) are 
well identifi ed15,27. Care that exhibits these fea-
tures requires health services that are organ-
ized accordingly, with close-to-client multidisci-
plinary teams that are responsible for a defi ned 
population, collaborate with social services and 
other sectors, and coordinate the contributions 
of hospitals, specialists and community organi-
zations. Recent economic growth has brought 
additional resources to health. Combined with 
the growing demand for better performance, this 
creates major opportunities to reorient existing 
health services towards primary care – not only 
in well-resourced settings, but also where money 
is tight and needs are high. In the many low- 
and middle-income countries where the supply 
of services is in a phase of accelerated expansion, 
there is an opportunity now to chart a course that 
may avoid repeating some of the mistakes high-
income countries have made in the past. 

Primary care can do much to improve the 
health of communities, but it is not suffi cient to 
respond to people’s desires to live in conditions 
that protect their health, support health equity 

Box 2 What has been considered primary care in well-resourced contexts has been 

dangerously oversimplifi ed in resource-constrained settings

Primary care has been defi ned, described and studied extensively in well-resourced contexts, often with reference to physicians with 

a specialization in family medicine or general practice. These descriptions provide a far more ambitious agenda than the unacceptably 

restrictive and off-putting primary-care recipes that have been touted for low-income countries27,28:

primary care provides a place to which people can bring a wide range of health problems – it is not acceptable that in low-income  

countries primary care would only deal with a few “priority diseases”;

primary care is a hub from which patients are guided through the health system – it is not acceptable that, in low-income countries,  

primary care would be reduced to a stand-alone health post or isolated community-health worker;

primary care facilitates ongoing relationships between patients and clinicians, within which patients participate in decision-making  

about their health and health care; it builds bridges between personal health care and patients’ families and communities – it is 

not acceptable that, in low-income countries, primary care would be restricted to a one-way delivery channel for priority health 

interventions;

primary care opens opportunities for disease prevention and health promotion as well as early detection of disease – it is not  

acceptable that, in low-income countries, primary care would just be about treating common ailments;

primary care requires teams of health professionals: physicians, nurse practitioners, and assistants with specifi c and sophisticated  

biomedical and social skills – it is not acceptable that, in low-income countries, primary care would be synonymous with low-tech, 

non-professional care for the rural poor who cannot afford any better; 

primary care requires adequate resources and investment, and can then provide much better value for money than its alternatives  

– it is not acceptable that, in low-income countries, primary care would have to be fi nanced through out-of-pocket payments on 

the erroneous assumption that it is cheap and the poor should be able to afford it.
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and enable them to lead the lives that they value. 
People also expect their governments to put into 
place an array of public policies to deal with 
health challenges, such as those posed by urbani-
zation, climate change, gender discrimination or 
social stratifi cation.

These public policies encompass the technical 
policies and programmes dealing with priority 
health problems. These programmes can be 
designed to work through, support and give a 
boost to primary care, or they can neglect to do 
this and, however unwillingly, undermine efforts 
to reform service delivery. Health authorities 
have a major responsibility to make the right 
design decisions. Programmes to target prior-
ity health problems through primary care need 
to be complemented by public-health interven-
tions at national or international level. These 
may offer scale effi ciencies; for some problems, 
they may be the only workable option. The evi-
dence is overwhelming that action on that scale, 
for selected interventions, which may range 
from public hygiene and disease prevention to 
health promotion, can have a major contribution 
to health. Yet, they are surprisingly neglected, 
across all countries, regardless of income level. 
This is particularly visible at moments of crisis 
and acute threats to the public’s health, when 
rapid response capacity is essential not only to 
secure health, but also to maintain the public 
trust in the health system. 

Public policy-making, however, is about more 
than classical public health. Primary care and 
social protection reforms critically depend on 
choosing health-systems policies, such as those 
related to essential drugs, technology, human 
resources and fi nancing, which are supportive of 
the reforms that promote equity and people-cen-
tred care. Furthermore, it is clear that population 
health can be improved through policies that are 
controlled by sectors other than health. School 
curricula, the industry’s policy towards gender 
equality, the safety of food and consumer goods, 
or the transport of toxic waste are all issues that 
can profoundly infl uence or even determine the 
health of entire communities, positively or nega-
tively, depending on what choices are made. With 
deliberate efforts towards intersectoral collabo-
ration, it is possible to give due consideration to 

“health in all policies”29 to ensure that, along with 
the other sectors’ goals and objectives, health 
effects play a role in public policy decisions. 

In order to bring about such reforms in the 
extraordinarily complex environment of the 
health sector, it will be necessary to reinvest in 
public leadership in a way that pursues collabo-
rative models of policy dialogue with multiple 
stakeholders – because this is what people expect, 
and because this is what works best. Health 
authorities can do a much better job of formu-
lating and implementing PHC reforms adapted 
to specifi c national contexts and constraints 
if the mobilization around PHC is informed by 
the lessons of past successes and failures. The 
governance of health is a major challenge for 
ministries of health and the other institutions, 
governmental and nongovernmental, that pro-
vide health leadership. They can no longer be 
content with mere administration of the system: 
they have to become learning organizations. This 
requires inclusive leadership that engages with 
a variety of stakeholders beyond the bounda-
ries of the public sector, from clinicians to civil 
society, and from communities to researchers 
and academia. Strategic areas for investment to 
improve the capacity of health authorities to lead 
PHC reforms include making health information 
systems instrumental to reform; harnessing the 
innovations in the health sector and the related 
dynamics in all societies; and building capacity 
through exchange and exposure to the experience 
of others – within and across borders.

Seizing opportunities 
These four sets of PHC reforms are driven by 
shared values that enjoy large support and chal-
lenges that are common to a globalizing world. 
Yet, the starkly different realities faced by indi-
vidual countries must inform the way they are 
taken forward. The operationalization of univer-
sal coverage, service delivery, public policy and 
leadership reforms cannot be implemented as a 
blueprint or as a standardized package. 

In high-expenditure health economies, which 
is the case of most high-income countries, there is 
ample fi nancial room to accelerate the shift from 
tertiary to primary care, create a healthier policy 
environment and complement a well-established 
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universal coverage system with targeted mea-
sures to reduce exclusion. In the large number of 
fast-growing health economies – which is where 
3 billion people live – that very growth provides 
opportunities to base health systems on sound 
primary care and universal coverage principles 
at a stage where it is in full expansion, avoiding 
the errors by omission, such as failing to invest 
in healthy public policies, and by commission, 
such as investing disproportionately in tertiary 
care, that have characterized health systems in 
high-income countries in the recent past. The 
challenge is, admittedly, more daunting for the 
2 billion people living in the low-growth health 
economies of Africa and South-East Asia, as 
well as for the more than 500 million who live in 
fragile states. Yet, even here, there are signs of 
growth – and evidence of a potential to accelerate 
it through other means than through the counter-
productive reliance on inequitable out-of-pocket 
payments at points of delivery – that offer pos-
sibilities to expand health systems and services. 
Indeed, more than in other countries, they cannot 
afford not to opt for PHC and, as elsewhere, they 
can start doing so right away. 

The current international environment is 
favourable to a renewal of PHC. Global health is 
receiving unprecedented attention, with growing 
interest in united action, greater calls for com-
prehensive and universal care – be it from people 
living with HIV and those concerned with provid-
ing treatment and care, ministers of health, or 
the Group of Eight (G8) – and a mushrooming of 
innovative global funding mechanisms related 
to global solidarity. There are clear and welcome 
signs of a desire to work together in building sus-
tainable systems for health rather than relying on 
fragmented and piecemeal approaches30.

At the same time, there is a perspective of 
enhanced domestic investment in re-invigor-
ating the health systems around PHC values. 
The growth in GDP – admittedly vulnerable to 
economic slowdown, food and energy crises and 
global warming – is fuelling health spending 
throughout the world, with the notable excep-
tion of fragile states. Harnessing this economic 
growth would offer opportunities to effectuate 
necessary PHC reforms that were unavailable 
during the 1980s and 1990s. Only a fraction of 

health spending currently goes to correcting 
common distortions in the way health systems 
function or to overcoming system bottlenecks that 
constrain service delivery, but the potential is 
there and is growing fast. 

Global solidarity – and aid – will remain impor-
tant to supplement and suppport countries mak-
ing slow progress, but it will become less impor-
tant per se than exchange, joint learning and 
global governance. This transition has already 
taken place in most of the world: most developing 
countries are not aid-dependent. International 
cooperation can accelerate the conversion of the 
world’s health systems, including through better 
channelling of aid, but real progress will come 
from better health governance in countries – low- 
and high-income alike.

The health authorities and political leaders 
are ill at ease with current trends in the devel-
opment of health systems and with the obvious 
need to adapt to the changing health challenges, 
demands and rising expectations. This is shap-
ing the current opportunity to implement PHC 
reforms. People’s frustration and pressure for dif-
ferent, more equitable health care and for better 
health protection for society is building up: never 
before have expectations been so high about what 
health authorities and, specifi cally, ministries of 
health should be doing about this.

By capitalizing on this momentum, investment 
in PHC reforms can accelerate the transformation 
of health systems so as to yield better and more 
equitably distributed health outcomes. The world 
has better technology and better information to 
allow it to maximize the return on transforming the 
functioning of health systems. Growing civil society 
involvement in health and scale-effi cient collective 
global thinking (for example, in essential drugs) 
further contributes to the chances of success. 

During the last decade, the global commu-
nity started to deal with poverty and inequality 
across the world in a much more systematic way 
– by setting the MDGs and bringing the issue of 
inequality to the core of social policy-making. 
Throughout, health has been a central, closely 
interlinked concern. This offers opportunities for 
more effective health action. It also creates the 
necessary social conditions for the establishment 
of close alliances beyond the health sector. Thus, 
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intersectoral action is back on centre stage. Many 
among today’s health authorities no longer see 
their responsibility for health as being limited 
to survival and disease control, but as one of 
the key capabilities people and societies value31. 

The legitimacy of health authorities increasingly 
depends on how well they assume responsibility 
to develop and reform the health sector accord-
ing to what people value – in terms of health and 
of what is expected of health systems in society.
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This chapter describes the context in which 

the contemporary renewal of primary 

health care is unfolding. The chapter reviews 

current challenges to health and health systems and 

describes a set of broadly shared 

social expectations that set the 

agenda for health systems change 

in today’s world.

It shows how many countries 

have registered signifi cant health 

progress over recent decades and 

how gains have been unevenly 

shared. Health gaps between 

countries and among social groups within 

countries have widened.  Social, demographic 

and epidemiological transformations fed by 

globalization, urbanization and ageing populations, 

pose challenges of a magnitude that was not 

anticipated three decades ago. 
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The chapter argues that, in general, the 
response of the health sector and societies to 
these challenges has been slow and inadequate. 
This refl ects both an inability to mobilize the 
requisite resources and institutions to transform 
health around the values of primary health care 
as well as a failure to either counter or substan-
tially modify forces that pull the health sector 
in other directions, namely: a disproportionate 
focus on specialist hospital care; fragmentation of 
health systems; and the proliferation of unregu-
lated commercial care. Ironically, these power-
ful trends lead health systems away from what 
people expect from health and health care. When 
the Declaration of Alma-Ata enshrined the prin-
ciples of health equity, people-centred care and 
a central role for communities in health action, 
they were considered radical. Social research 
suggests, however, that these values are becom-
ing mainstream in modernizing societies: they 
correspond to the way people look at health and 
what they expect from their health systems. 
Rising social expectations regarding health and 
health care, therefore, must be seen as a major 
driver of PHC reforms.

Unequal growth, 
unequal outcomes 

Longer lives and better health, 
but not everywhere
In the late 1970s, the Sultanate of Oman had only 
a handful of health professionals. People had to 
travel up to four days just to reach a hospital, 
where hundreds of patients would already be 
waiting in line to see one of the few (expatriate) 
doctors. All this changed in less than a genera-
tion1. Oman invested consistently in a national 
health service and sustained that investment over 
time. There is now a dense network of 180 local, 
district and regional health facilities staffed by 
over 5000 health workers providing almost uni-
versal access to health care for Oman’s 2.2 million 
citizens, with coverage now being extended to for-
eign residents2. Over 98% of births in Oman are 
now attended by trained personnel and over 98% 
of infants are fully immunized. Life expectancy 
at birth, which was less than 60 years towards 
the end of the 1970s, now surpasses 74 years. 

The under-fi ve mortality rate has dropped by a 
staggering 94%3. 

In each region (except in the African region) 
there are countries where mortality rates are now 
less than one fi fth of what they were 30 years 
ago. Leading examples are Chile4, Malaysia5, 
Portugal6 and Thailand7 (Figure 1.1).  These 
results were associated with improved access to 
expanded health-care networks, made possible 
by sustained political commitment and by eco-
nomic growth that allowed them to back up their 
commitment by maintaining investment in the 
health sector (Box 1.1). 

Overall, progress in the world has been consid-
erable. If children were still dying at 1978 rates, 
there would have been 16.2 million deaths glo-
bally in 2006. In fact, there were only 9.5 million 
such deaths12. This difference of 6.7 million is 
equivalent to 18 329 children’s lives being saved 
every day.  

But these fi gures mask signifi cant variations 
across countries. Since 1975, the rate of decline in 
under-fi ve mortality rates has been much slower 
in low-income countries as a whole than in the 
richer countries13. Apart from Eritrea and Mon-
golia, none of today’s low-income countries has 
reduced under-fi ve mortality by as much as 70%. 
The countries that make up today’s middle-income 
countries have done better, but, as Figure 1.3 
illustrates, progress has been quite uneven. 

Deaths per 1000 children under five

a 
No country in the African region achieved an 80% reduction.
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Some countries have made great improvements 
and are on track to achieve the health-related 
MDGs. Others, particularly in the African region, 
have stagnated or even lost ground14. Globally, 
20 of the 25 countries where under-fi ve mortal-
ity is still two thirds or more of the 1975 level 

are in sub-Saharan Africa. Slow progress has 
been associated with disappointing advances in 
access to health care. Despite recent change for 
the better, vaccination coverage in sub-Saharan 
Africa is still signifi cantly lower than in the rest 
of the world14. Current contraceptive prevalence 
remains as low as 21%, while in other developing 
regions increases have been substantial over the 
past 30 years and now reach 61%15,16. Increased 
contraceptive use has been accompanied by 
decreased abortion rates everywhere. In sub-
Saharan Africa, however, the absolute numbers of 
abortions has increased, and almost all are being 
performed in unsafe conditions17. Childbirth care 
for mothers and newborns also continues to face 
problems: in 33 countries, less than half of all 
births each year are attended by skilled health 
personnel, with coverage in one country as low as 
6%14. Sub-Saharan Africa is also the only region 

Box 1.1 Economic development and investment choices in health care: the improvement of 

key health indicators in Portugal

Portugal recognized the right to health in its 1976 Constitution, following its democratic revolution. Political pressure to reduce large 

health inequalities within the country led to the creation of a national health system, funded by taxation and complemented by public 

and private insurance schemes and out-of-pocket payments8,9. The system was fully established between 1979 and 1983 and 

explicitly organized around PHC principles: a network of health centres staffed by family physicians and nurses progressively covered 

the entire country. Eligibility for benefi ts under the national health 

system requires patients to register with a family physician in a 

health centre as the fi rst point of contact. Portugal considers this 

network to be its greatest success in terms of improved access 

to care and health gains6.

Life expectancy at birth is now 9.2 years more than it was 30 

years ago, while the GDP per capita has doubled. Portugal’s 

performance in reducing mortality in various age groups has 

been among the world’s most consistently successful over the 

last 30 years, for example halving infant mortality rates every 

eight years. This performance has led to a marked convergence 

of the health of Portugal’s population with that of other countries 

in the region10. 

Multivariate analysis of the time series of the various mortality 

indices since 1960 shows that the decision to base Portugal’s 

health policy on PHC principles, with the development of a 

network of comprehensive primary care services11, has played 

a major role in the reduction of maternal and child mortality, 

whereas the reduction of perinatal mortality was linked to the 

development of the hospital network. The relative roles of the 

development of primary care, hospital networks and economic 

growth to the improvement of mortality indices since 1960 are 

shown in Figure 1.2.

Figure 1.2  Factors explaning mortality reduction in Portugal, 1960–2008

Relative weight of factors (%)

Growth in GDP per capita (constant prices)
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in the world where access to qualifi ed providers 
at childbirth is not progressing18.

Mirroring the overall trends in child sur-
vival, global trends in life expectancy point 
to a rise throughout the world of almost eight 
years between 1950 and 1978, and seven more 
years since: a refl ection of the growth in average 
income per capita. As with child survival, widen-
ing income inequality (income increases faster 
in high-income than in low-income countries) 
is refl ected in increasing disparities between 
the least and most healthy19. Between the mid-
1970s and 2005, the difference in life expectancy 
between high-income countries and countries in 
sub-Saharan Africa, or fragile states, has wid-
ened by 3.8 and 2.1 years, respectively. 

The unmistakable relation between health and 
wealth, summarized in the classic Preston curve 
(Figure 1.4), needs to be qualifi ed20. 

Firstly, the Preston curve continues to shift12. 
An income per capita of I$ 1000 in 1975 was 
associated with a life expectancy of 48.8 years.  
In 2005, it was almost four years higher for the 
same income. This suggests that improvements 
in nutrition, education21, health technologies22, 
the institutional capacity to obtain and use 
information, and in society’s ability to translate 
this knowledge into effective health and social 
action23, allow for greater production of health 
for the same level of wealth.

 Secondly, there is considerable variation in 
achievement across countries with the same 
income, particularly among poorer countries. For 
example, life expectancy in Côte d’Ivoire (GDP I$ 
1465) is nearly 17 years lower than in Nepal (GDP 
I$ 1379), and between Madagascar and Zambia, 
the difference is 18 years. The presence of high 
performers in each income band shows that 
the actual level of income per capita at a given 
moment is not the absolute rate limiting factor 
the average curve seems to imply. 

Growth and stagnation
Over the last 30 years the relation between eco-
nomic growth and life expectancy at birth has 
shown three distinct patterns (Figure 1.5). 

In 1978, about two thirds of the world’s popula-
tion lived in countries that went on to experience 
increases in life expectancy at birth and consider-
able economic growth. The most impressive rela-
tive gains were in a number of low-income coun-
tries in Asia (including India), Latin America and 
northern Africa, totalling 1.1 billion inhabitants 
30 years ago and nearly 2 billion today. These 
countries increased life expectancy at birth by 
12 years, while GDP per capita was multiplied by 
a factor of 2.6. High-income countries and coun-
tries with a GDP between I$ 3000 and I$ 10 000 
in 1975 also saw substantial economic growth 
and increased life expectancy. 

In other parts of the world, GDP growth was 
not accompanied by similar gains in life expect-
ancy. The Russian Federation and Newly Inde-
pendent States increased average GDP per capita 
substantially, but, with the widespread poverty 
that accompanied the transition from the former 
Soviet Union, women’s life expectancy stagnated 
from the late 1980s and men’s plummeted, par-
ticularly for those lacking education and job 
security24,25. After a period of technological and 
organizational stagnation, the health system col-
lapsed12. Public expenditure on health declined 
in the 1990s to levels that made running a basic 
system virtually impossible in several countries. 
Unhealthy lifestyles, combined with the disinte-
gration of public health programmes, and the 
unregulated commercialization of clinical serv-
ices combined with the elimination of safety 
nets has offset any gains from the increase in 
average GDP26. China had already increased its 

Figure 1.4 GDP per capita and life expectancy at birth in 169 countriesa,   
 1975 and 2005

Life expectancy at birth (years)

GDP per capita, constant 2000 international $

a 
Only outlying countries are named.
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life expectancy substantially in the period before 
1980 to levels far above that of other low-income 
countries in the 1970s, despite the 1961–1963 
famine and the 1966–1976 Cultural Revolution. 
The contribution of rural primary care and 
urban health insurance to this has been well 
documented27,28. With the economic reforms of 
the early 1980s, however, average GDP per capita 
increased spectacularly, but access to care and 
social protection deteriorated, particularly in 
rural areas. This slowed down improvements to 
a modest rate, suggesting that only the improved 
living conditions associated with the spectacular 
economic growth avoided a regression of average 
life expectancy29. 

Finally, there is a set of low-income coun-
tries, representing roughly 10% of the world’s 
population, where both GDP and life expectancy 
stagnated30. These are the countries that are 
considered as “fragile states” according to the 
“low-income countries under stress” (LICUS) 
criteria for 2003–200631. As much as 66% of the 
population in these countries is in Africa. Poor 
governance and extended internal confl icts are 
common among these countries, which all face 
similar hurdles: weak security, fractured soci-
etal relations, corruption, breakdown in the rule 

of law, and lack of mechanisms for generating 
legitimate power and authority32. They have a 
huge backlog of investment needs and limited 
government resources to meet them. Half of 
them experienced negative GDP growth during 
the period 1995–2004 (all the others remained 
below the average growth of low-income coun-
tries), while their external debt was above aver-
age33. These countries were among those with 
the lowest life expectancy at birth in 1975 and 
have experienced minimal increases since then. 
The other low-income African countries share 
many of the characteristics and circumstances 
of the fragile states – in fact many of them have 
suffered protracted periods of confl ict over the 
last 30 years that would have classifi ed them as 
fragile states had the LICUS classifi cation existed 
at that time. Their economic growth has been 
very limited, as has been their life-expectancy 
gain, not least because of the presence, in this 
group, of a number of southern African countries 
that are disproportionally confronted by the HIV/
AIDS pandemic. On average, the latter have seen 
some economic growth since 1975, but a marked 
reversal in terms of life expectancy. 

What has been strikingly common to fragile 
states and sub-Saharan African countries for 

Life expectancy (years)

0

Figure 1.5 Trends in GDP per capita and life expectancy at birth in 133 countries grouped by the 1975 GDP, 1975–2005*
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much of the last three decades, and differentiates 
them from the others that started out with less 
than I$ 3000 per capita in 1975, is the combination 
of stagnating economic growth, political instabil-
ity and lack of progress in life expectancy. They 
accumulate characteristics that hamper improve-
ment of health. Education, particularly of females, 
develops more slowly, as does access to modern 
communications and knowledge-intensive work 
that broadens people’s intellectual resources else-
where. People are more exposed and more vulner-
able to environmental and other health threats 
that, in today’s globalized world, include lifestyle 
threats, such as smoking, obesity and urban vio-
lence. They lack the material security required to 
invest in their own health and their governments 
lack the necessary resources and/or commitment 
to public investment. They are at much greater risk 
of war and civil confl ict than richer countries30. 

Without growth, peace is considerably more dif-
fi cult and without peace, growth stagnates: on 
average, a civil war reduces a country’s growth 
by around 2.3% per year for a typical duration of 
seven years, leaving it 15% poorer34.

The impact of the combination of stagnation 
and confl icts cannot be overstated. Confl icts are a 
direct source of considerable excessive suffering, 
disease and mortality. In the Democratic Republic 
of the Congo, for example, the 1998–2004 confl ict 
caused an excess mortality of 450 000 deaths 
per year35. Any strategy to close the health gaps 
between countries – and to correct inequalities 
within countries – has to give consideration to 
the creation of an environment of peace, stability 
and prosperity that allows for investment in the 
health sector. 

A history of poor economic growth is also a 
history of stagnating resources for health. What 

In many countries, the total amount spent on health is insuffi cient 

to fi nance access for all to even a very limited package of essential 

health care39. This is bound to make a difference to health and 

survival. Figure 1.6 shows that Kenya has a health-adjusted life 

expectancy (HALE) of 44.4 years, the median for countries that 

currently spend less than I$ 100 per capita on health. This is 27 

years less than Germany, the median for countries that spend 

more than I$ 2500 per capita. Every I$ 100 

per capita spent on heath corresponds to a 

1.1-year gain in HALE.

However, this masks large differences in 

outcomes at comparable levels of spending. 

There are up to fi ve years difference in HALE 

between countries that spend more than 

I$ 2500 per capita per year on health. The 

spread is wider at lower expenditure levels, 

even within rather narrow spending bands. 

Inhabitants of Moldova, for example, enjoy 24 

more HALE years than those of Haiti, yet they 

are both among the 28 countries that spend I$ 

250–500 per capita on health. These gaps can 

even be wider if one also considers countries 

that are heavily affected by HIV/AIDS. Lesotho 

spends more on health than Jamaica, yet its 

people have a HALE that is 34 years shorter. 

In contrast, the differences in HALE between 

the countries with the best outcomes in each 

Box 1.2 Higher spending on health is associated with better outcomes, but with large 

differences between countries

spending band are comparatively small. Tajikistan, for example, 

has a HALE that is 4.3 years less than that of Sweden – less than 

the difference between Sweden and the United States. These dif-

ferences suggest that how, for what and for whom money is spent 

matters considerably. Particularly in countries where the envelope 

for health is very small, every dollar that is allocated sub-optimally 

seems to make a disproportionate difference. 

Figure 1.6 Countries grouped according to their total health expenditure 
 in 2005 (international $)38,40
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happened in sub-Saharan Africa during the years 
following Alma-Ata exemplifi es this predicament. 
After adjusting for infl ation, GDP per capita in 
sub-Saharan Africa fell in most years from 1980–
199436, leaving little room to expand access to 
health care or transform health systems. By the 
early 1980s, for example, the medicines budget 
in the Democratic Republic of the Congo, then 
Zaïre, was reduced to zero and government dis-
bursements to health districts dropped below 
US$ 0.1 per inhabitant; Zambia’s public sector 
health budget was cut by two thirds; and funds 
available for operating expenses and salaries for 
the expanding government workforce dropped by 
up to 70% in countries such as Cameroon, Ghana, 
Sudan and the United Republic of Tanzania36. For 
health authorities in this part of the world, the 
1980s and 1990s were a time of managing shrink-
ing government budgets and disinvestment. For 
the people, this period of fi scal contraction was 
a time of crippling out-of-pocket payments for 
under-funded and inadequate health services.

In much of the world, the health sector is often 
massively under-funded. In 2005, 45 countries spent 
less than I$ 100 per capita on health, including 
external assistance38. In contrast, 16 high-income 
countries spent more than I$ 3000 per capita. Low-
income countries generally allocate a smaller pro-
portion of their GDP to health than high-income 
countries, while their GDP is smaller to start with 
and they have higher disease burdens. 

Higher health expenditure is associated with 
better health outcomes, but sensitive to policy 
choices and context (Box 1.2): where money is 
scarce, the effects of errors, by omission and by 
commission, are amplifi ed. Where expenditure 
increases rapidly, however, this offers perspec-
tives for transforming and adapting health sys-
tems which are much more limited in a context 
of stagnation.

Adapting to new health challenges

A globalized, urbanized and ageing world 
The world has changed over the last 30 years: 
few would have imagined that children in Africa 
would now be at far more risk of dying from traf-
fi c accidents than in either the high- or the low- 
and middle-income countries of the European 
region (Figure 1.7).

Many of the changes that affect health were 
already under way in 1978, but they have accel-
erated and will continue to do so.

Thirty years ago, some 38% of the world’s 
population lived in cities; in 2008, it is more than 
50%, 3.3 billion people. By 2030, almost 5 bil-
lion people will live in urban areas. Most of the 
growth will be in the smaller cities of developing 
countries and metropolises of unprecedented size 
and complexity in southern and eastern Asia42. 

Although on average health indicators in 
cities score better than in rural areas, the 
enormous social and economic stratification 
within urban areas results in signifi cant health 
inequities43,44,45,46. In the high-income area of Nai-
robi, the under-fi ve mortality rate is below 15 
per thousand, but in the Emabakasi slum of the 
same city the rate is 254 per thousand47. These 
and other similar examples lead to the more 
general observation that within developing coun-
tries, the best local governance can help produce 
75 years or more of life expectancy; with poor 
urban governance, life expectancy can be as low 
as 35 years48. One third of the urban population 
today – over one billion people – lives in slums: in 
places that lack durable housing, suffi cient living 
area, access to clean water and sanitation, and 
secure tenure49. Slums are prone to fi re, fl oods 
and landslides; their inhabitants are dispropor-
tionately exposed to pollution, accidents, work-
place hazards and urban violence. Loss of social 

Figure 1.7 Africa’s children are at more risk of dying from traffic accidents than 
 European children: child road-traffic deaths per 100 000 population41
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cohesion and globalization of unhealthy lifestyles 
contribute to an environment that is decidedly 
unfavourable for health. 

These cities are where many of the world’s 
nearly 200 million international migrants are 
found50. They constitute at least 20% of the popu-
lation in 41 countries, 31% of which have less 
than a million inhabitants. Excluding migrants 
from access to care is the equivalent of denying 
all the inhabitants of a country similar to Brazil 
their rights to health. Some of the countries that 
have made very signifi cant strides towards ensur-
ing access to care for their citizens fail to offer 
the same rights to other residents. As migration 
continues to gain momentum, the entitlements of 
non-citizen residents and the ability of the health-
care system to deal with growing linguistic and 
cultural diversity in equitable and effective ways 
are no longer marginal issues.

This mobile and urbanized world is ageing fast 
and will continue to do so. By 2050, the world will 
count 2 billion people over the age of 60, around 
85% of whom will be living in today’s developing 
countries, mostly in urban areas. Contrary to 
today’s rich countries, low- and middle-income 
countries are ageing fast before having become 
rich, adding to the challenge.

Urbanization, ageing and globalized lifestyle 
changes combine to make chronic and noncom-
municable diseases – including depression, dia-
betes, cardiovascular disease and cancers – and 

injuries increasingly important causes of morbid-
ity and mortality (Figure 1.8)51. There is a striking 
shift in distribution of death and disease from 
younger to older ages and from infectious, peri-
natal and maternal causes to noncommunicable 
diseases. Traffi c accident rates will increase; 
tobacco-related deaths will overtake HIV/AIDS-
related deaths. Even in Africa, where the popu-
lation remains younger, smoking, elevated blood 
pressure and cholesterol are among the top 10 risk 
factors in terms of overall disease burden52. In 
the last few decades, much of the lack of progress 
and virtually all reversals in life expectancy were 
associated with adult health crises, such as in the 
Russian Federation or southern Africa. Improved 
health in the future will increasingly be a ques-
tion of better adult health. 

Ageing has drawn attention to an issue that is 
of particular relevance to the organization of serv-
ice delivery: the increasing frequency of multi-
morbidity. In the industrialized world, as many 
as 25% of 65–69 year olds and 50% of 80–84 year 
olds are affected by two or more chronic health 
conditions simultaneously. In socially deprived 
populations, children and younger adults are 
also likely to be affected53,54,55. The frequency of 
multi-morbidity in low-income countries is less 
well described except in the context of the HIV/
AIDS epidemic, malnutrition or malaria, but it is 
probably greatly underestimated56,57. As diseases 
of poverty are inter-related, sharing causes that 
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are multiple and act together to produce greater 
disability and ill health, multi-morbidity is 
probably more rather than less frequent in poor 
countries. Addressing co-morbidity – including 
mental health problems, addictions and vio-
lence – emphasizes the importance of dealing 
with the person as a whole. This is as important 
in developing countries as in the industrialized 
world58.

It is insuffi ciently appreciated that the shift to 
chronic diseases or adult health has to come on 
top of an unfi nished agenda related to communi-
cable diseases, and maternal, newborn and child 
health. Efforts directed at the latter, especially 
in the poorest countries where coverage is still 
insuffi cient, will have to expand12. But all health 
systems, including those in the poorest countries, 
will also have to deal with the expanding need and 
demand for care for chronic and noncommunicable 
diseases: this is not possible without much more 
attention being paid to establishing a continuum 
of comprehensive care than is the case today. It 
is equally impossible without much more atten-
tion being paid to addressing the pervasive health 
inequalities within each country (Box 1.3). 

Little anticipation and slow reactions
Over the past few decades, health authorities have 
shown little evidence of their ability to anticipate 
such changes, prepare for them or even adapt to 
them when they have become an everyday real-
ity. This is worrying because the rate of change 
is accelerating. Globalization, urbanization and 
ageing will be compounded by the health effects of 
other global phenomena, such as climate change, 
the impact of which is expected to be greatest 
among the most vulnerable communities living 
in the poorest countries.  Precisely how these will 
affect health in the coming years is more diffi cult 
to predict, but rapid changes in disease burden, 
growing health inequalities and disruption of 
social cohesion and health sector resilience are 
to be expected. The current food crisis has shown 
how unprepared health authorities often are for 
changes in the broader environment, even after 
other sectors have been sounding the alarm bell 
for quite some time. All too often, the accelerated 
pace and the global scale of the changes in the 
challenges to health is in contrast with the slug-
gish response of national health systems. 

Even for well-known and documented trends, 
such as those resulting from the demographic and 
epidemiologic transitions, the level of response 
often remains inadequate64. Data from WHO’s 
World Health Surveys, covering 18 low-income 
countries, show low coverage of the treatment of 
asthma, arthritis, angina, diabetes and depres-
sion, and of the screening for cervical and breast 
cancer: less than 15% in the lowest income quintile 
and less than 25% in the highest65. Public-health 
interventions to remove the major risk factors of 
disease are often neglected, even when they are 
particularly cost effective: they have the potential 
to reduce premature deaths by 47% and increase 
global healthy life expectancy by 9.3 years64,66. 
For example, premature tobacco-attributable 
deaths from ischaemic heart disease, cerebro-
vascular disease, chronic obstructive pulmonary 
disease and other diseases are projected to rise 
from 5.4 million in 2004 to 8.3 million in 2030, 
almost 10% of all deaths worldwide67, with more 
than 80% in developing countries12. Yet, two out 
of every three countries are still without, or only 
have minimal, tobacco control policies12.

With a few exceptions – the SARS epidemic, for 
example – the health sector has often been slow 
in dealing with new or previously underestimated 
health challenges. For example, awareness of the 
emerging health threats posed by climate change 
and environmental hazards dates back at least to 
the 1990 Earth Summit68, but only in recent years 
have these begun to be translated into plans and 
strategies69,70.

Health authorities have also often failed to 
assess, in a timely way, the signifi cance of changes 
in their political environment that affect the sec-
tor’s response capacity. Global and national policy 
environments have often taken health issues into 
consideration, initiating hasty and disruptive 
interventions, such as structural adjustment, 
decentralization, blueprint poverty reduction 
strategies, insensitive trade policies, new tax 
regimes, fi scal policies and the withdrawal of 
the state. Health authorities have a poor track 
record in infl uencing such developments, and 
have been ineffective in leveraging the economic 
weight of the health sector. Many of the critical 
systems issues affecting health require skills 
and competencies that are not found within the 
medical/public health establishment. The failure 
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Box 1.3 As information improves, the multiple dimensions of growing health inequality are 

becoming more apparent

In recent years, the extent of within-country disparities in vulnerability, access to care and health outcomes has been described in much 

greater detail (Figure 1.9)59. Better information shows that health inequalities tend to increase, thereby highlighting how inadequate 

and uneven health systems have been in responding to people’s health needs. Despite the recent emphasis on poverty reduction, 

health systems continue to have diffi culty in reaching both the rural and the urban poor, let alone addressing the multiple causes and 

consequences of health inequity.
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to recognize the need for expertise from beyond 
traditional health disciplines has condemned the 
health sector to unusually high levels of systems 
incompetence and ineffi ciency which society can 
ill afford.

Trends that undermine the health 
systems’ response
Without strong policies and leadership, health 
systems do not spontaneously gravitate towards 
PHC values or effi ciently respond to evolving 
health challenges. As most health leaders know, 
health systems are subject to powerful forces and 
infl uences that often override rational priority 
setting or policy formation, thereby pulling health 
systems away from their intended directions71. 
Characteristic trends that shape conventional 
health systems today include (Figure 1.10): 

a disproportionate focus on specialist, tertiary  

care, often referred to as “hospital-centrism”;
fragmentation, as a result of the multiplication  

of programmes and projects; and
the pervasive commercialization of health care  

in unregulated health systems. 
With their focus on cost containment and 

deregulation, many of the health-sector reforms 
of the 1980s and 1990s have reinforced these 
trends. High-income countries have often been 
able to regulate to contain some of the adverse 
consequences of these trends. However, in 
countries where under-funding compounds 

limited regulatory capacity, they have had more 
damaging effects.

Hospital-centrism: health systems built around 
hospitals and specialists 
For much of the 20th century, hospitals, with 
their technology and sub-specialists, have gained 
a pivotal role in most health systems throughout 
the world72,73. Today, the disproportionate focus 
on hospitals and sub-specialization has become 
a major source of ineffi ciency and inequality, and 
one that has proved remarkably resilient. Health 
authorities may voice their concern more insist-
ently than they used to, but sub-specialization 
continues to prevail74. For example, in Member 
countries of the Organisation of Economic Co-
operation and Development (OECD), the 35% 
growth in the number of doctors in the last 15 
years was driven by rising numbers of special-
ists (up by nearly 50% between 1990 and 2005 
– compared with only a 20% increase in general 
practitioners)75. In Thailand, less than 20% of 
doctors were specialists 30 years ago; by 2003 
they represented 70%76.

The forces driving this growth include pro-
fessional traditions and interests as well as the 
considerable economic weight of the health indus-
try – technology and pharmaceuticals (Box 1.4). 
Obviously, well functioning specialized tertiary 
care responds to a real demand (albeit, at least in 
part, induced): it is necessary, at the very least, 
for the political credibility of the health system. 
However, the experience of industrialized coun-
tries has shown that a disproportionate focus on 
specialist, tertiary care provides poor value for 
money72. Hospital-centrism carries a considerable 
cost in terms of unnecessary medicalization and 
iatrogenesis77, and compromises the human and 
social dimensions of health73,78. It also carries an 
opportunity cost: Lebanon, for example, counts 
more cardiac surgery units per inhabitant than 
Germany, but lacks programmes aimed at reduc-
ing the risk factors for cardiovascular disease79. 
Ineffi cient ways of dealing with health problems 
are thus crowding out more effective, effi cient – 
and more equitable80 – ways of organizing health 
care and improving health81. 

Since the 1980s, a majority of OECD countries 
has been trying to decrease reliance on hospitals, 

Figure 1.10 How health systems are diverted from PHC core values
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specialists and technologies, and keep costs 
under control. They have done this by introduc-
ing supply-side measures including reduction of 
hospital beds, substitution of hospitalization by 
home care, rationing of medical equipment, and 
a multitude of fi nancial incentives and disincen-
tives to promote micro-level effi ciency. The results 
of these efforts have been mixed, but the evolving 
technology is accelerating the shift from special-
ized hospital to primary care. In many high-
income countries (but not all), the PHC efforts 
of the 1980s and 1990s have been able to reach 

Box 1.4 Medical equipment and 

pharmaceutical industries are major 

economic forces

Global expenditure on medical equipment and devices has 

grown from US$ 145 billion in 1998 to US$ 220 billion in 2006: 

the United States accounts for 39% of the total, the European 

Union for 27%, and Japan for 16%90. The industry employs 

more than 411 400 workers in the United States alone, occupy-

ing nearly one third of all the country’s bioscience jobs91. In 

2006, the United States, the European Union and Japan spent 

US$ 287, US$ 250 and US$ 273 per capita, respectively, on 

medical equipment. In the rest of the world, the average of 

such expenditure is in the order of US$ 6 per capita, and 

in sub-Saharan Africa – a market with much potential for 

expansion – it is US$ 2.5 per capita. The annual growth rate 

of the equipment market is over 10% a year92.

The pharmaceutical industry weighs even more heavily in the 

global economy, with global pharmaceutical sales expected 

to expand to US$ 735–745 billion in 2008, with a growth rate 

of 6–7%93. Here, too, the United States is the world’s largest 

market, accounting for around 48% of the world total: per 

capita expenditure on drugs was US$ 1141 in 2005, twice 

the level of Canada, Germany or the United Kingdom, and 10 

times that of Mexico94. 

Specialized and hospital care is vital to these industries, which 

depend on pre-payment and risk pooling for sustainable fund-

ing of their expansion. While this market grows everywhere, 

there are large differences from country to country. For 

example, Japan and the United States have 5–8 times more 

magnetic resonance imaging (MRI) units per million inhab-

itants than Canada and the Netherlands. For computerized 

tomography (CT) scanners, the differences are even more 

pronounced: Japan had 92.6 per million in 2002, the Nether-

lands 5.8 in 200595. These differences show that the market 

can be infl uenced, principally by using appropriate payment 

and reimbursement incentives and by careful consideration 

of the organization of regulatory control96.

a better balance between specialized curative 
care, fi rst contact care and health promotion81. 
Over the last 30 years, this has contributed to 
signifi cant improvements in health outcomes81,82. 
More recently, middle-income countries, such as 
Chile with its Atención Primaria de Salud (Pri-
mary Health Care)83, Brazil with its family health 
initiative and Thailand under its universal cover-
age scheme84 have shifted the balance between 
specialized hospital and primary care in the 
same way85. The initial results are encouraging: 
improvement of outcome indicators86 combined 
with a marked improvement in patient satisfac-
tion87. In each of these cases, the shift took place 
as part of a move towards universal coverage, 
with expanded citizen’s rights to access and social 
protection. These processes are very similar to 
what occurred in Malaysia and Portugal: right 
to access, social protection, and a better balance 
between reliance on hospitals and on generalist 
primary care, including prevention and health 
promotion6. 

Industrialized countries are, 50 years later, 
trying to reduce their reliance on hospitals, 
having realized the opportunity cost of hospital-
centrism in terms of effectiveness and equity. 
Yet, many low- and middle-income countries 
are creating the same distortions. The pressure 
from consumer demand, the medical professions 
and the medico-industrial complex88 is such that 
private and public health resources fl ow dispro-
portionately towards specialized hospital care 
at the expense of investment in primary care. 
National health authorities have often lacked the 
fi nancial and political clout to curb this trend and 
achieve a better balance. Donors have also used 
their infl uence more towards setting up disease 
control programmes than towards reforms that 
would make primary care the hub of the health 
system89. 

Fragmentation: health systems built around 
priority programmes
While urban health by and large revolves around 
hospitals, the rural poor are increasingly con-
fronted with the progressive fragmentation of 
their health services, as “selective” or “vertical” 
approaches focus on individual disease control 
programmes and projects. Originally considered 
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as an interim strategy to achieve equitable health 
outcomes, they sprang from a concern for the 
slow expansion of access to health care in a con-
text of persistent severe excess mortality and 
morbidity for which cost-effective interventions 
exist97. A focus on programmes and projects is 
particularly attractive to an international com-
munity concerned with getting a visible return 
on investment. It is well adapted to command-
and-control management: a way of working that 
also appeals to traditional ministries of health. 
With little tradition of collaboration with other 
stakeholders and participation of the public, and 
with poor capacity for regulation, programmatic 
approaches have been a natural channel for devel-
oping governmental action in severely resource-
constrained and donor-dependent countries. They 
have had the merit of focusing on health care in 
severely resource-constrained circumstances, 
with welcome attention to reaching the poorest 
and those most deprived of services. 

Many have hoped that single-disease control 
initiatives would maximize return on invest-
ment and somehow strengthen health systems 
as interventions were delivered to large numbers 
of people, or would be the entry point to start 
building health systems where none existed. 
Often the opposite has proved true. The limited 
sustainability of a narrow focus on disease con-
trol, and the distortions it causes in weak and 
under-funded health systems have been criti-
cized extensively in recent years98. Short-term 
advances have been short-lived and have frag-
mented health services to a degree that is now of 
major concern to health authorities. With parallel 
chains of command and funding mechanisms, 
duplicated supervision and training schemes, 
and multiplied transaction costs, they have led to 
situations where programmes compete for scarce 
resources, staff and donor attention, while the 
structural problems of health systems – fund-
ing, payment and human resources − are hardly 
addressed. The discrepancy in salaries between 
regular public sector jobs and better-funded 
programmes and projects has exacerbated the 
human resource crisis in fragile health systems. 
In Ethiopia, contract staff hired to help imple-
ment programmes were paid three times more 
than regular government employees99, while in 

Malawi, a hospital saw 88 nurses leave for better 
paid nongovernmental organization (NGO) pro-
grammes in an 18-month period100.

Eventually, service delivery ends up dealing 
only with the diseases for which a (funded) pro-
gramme exists – overlooking people who have the 
misfortune not to fi t in with current programme 
priorities. It is diffi cult to maintain the people’s 
trust if they are considered as mere programme 
targets: services then lack social sustainability. 
This is not just a problem for the population. It 
puts health workers in the unenviable position of 
having to turn down people with “the wrong kind 
of problem” – something that fi ts ill with the self-
image of professionalism and caring many cher-
ish. Health authorities may at fi rst be seduced by 
the straightforwardness of programme funding 
and management, yet once programmes multiply 
and fragmentation becomes unmanageable and 
unsustainable, the merits of more integrated 
approaches are much more evident. The re-inte-
gration of programmes once they have been well 
established is no easy task.

Health systems left to drift towards 
unregulated commercialization
In many, if not most low- and middle-income 
countries, under-resourcing and fragmentation 
of health services has accelerated the develop-
ment of commercialized health care, defi ned here 
as the unregulated fee-for-service sale of health 
care, regardless of whether or not it is supplied 
by public, private or NGO providers.

Commercialization of health care has reached 
previously unheard of proportions in countries 
that, by choice or due to a lack of capacity, fail to 
regulate the health sector. Originally limited to 
an urban phenomenon, small-scale unregulated 
fee-for-service health care offered by a multitude of 
different independent providers now dominates the 
health-care landscape from sub-Saharan Africa to 
the transitional economies in Asia or Europe. 

Commercialization often cuts across the 
public-private divide101. Health-care delivery in 
many governmental and even in traditionally 
not-for-profi t NGO facilities has been de facto 
commercialized, as informal payment systems 
and cost-recovery systems have shifted the cost 
of services to users in an attempt to compensate 
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for the chronic under-funding of the public 
health sector and the fi scal stringency of struc-
tural adjustment102,103. In these same countries, 
moonlighting civil servants make up a consid-
erable part of the unregulated commercial sec-
tor104, while others resort to under-the-counter 
payments105,106,107. The public-private debate of the 
last decades has, thus, largely missed the point: 
for the people, the real issue is not whether their 
health-care provider is a public employee or a 
private entrepreneur, nor whether health facili-
ties are publicly or privately owned. Rather, it is 
whether or not health services are reduced to a 
commodity that can be bought and sold on a fee-
for-service basis without regulation or consumer 
protection108. 

Commercialization has consequences for qual-
ity as well as for access to care. The reasons are 
straightforward: the provider has the knowledge; 
the patient has little or none. The provider has 
an interest in selling what is most profi table, 
but not necessarily what is best for the patient. 
Without effective systems of checks and balances, 
the results can be read in consumer organiza-
tion reports or newspaper articles that express 
outrage at the breach of the implicit contract of 
trust between caregiver and client109. Those who 
cannot afford care are excluded; those who can 
may not get the care they need, often get care they 
do not need, and invariably pay too much. 

Unregulated commercialized health systems 
are highly ineffi cient and costly110: they exacer-
bate inequality111, and they provide poor qual-
ity and, at times, dangerous care that is bad for 
health (in the Democratic Republic of the Congo, 
for example, “la chirurgie safari” (safari surgery) 
refers to a common practice of health workers 
moonlighting by performing appendectomies 
or other surgical interventions at the patients’ 
homes, often for crippling fees). 

Thus, commercialization of health care is an 
important contributor to the erosion of trust 
in health services and in the ability of health 
authorities to protect the public111. This is what 
makes it a matter of concern for politicians and, 
much more than was the case 30 years ago, one 
of the main reasons for increasing support for 
reforms that would bring health systems more 
in line not only with current health challenges, 
but also with people’s expectations. 

Changing values 
and rising expectations 
The reason why health systems are organized 
around hospitals or are commercialized is largely 
because they are supply-driven and also corre-
spond to demand: genuine as well as supply-
induced. Health systems are also a refl ection 
of a globalizing consumer culture. Yet, at the 
same time, there are indications that people are 
aware that such health systems do not provide 
an adequate response to need and demand, and 
that they are driven by interests and goals that 
are disconnected from people’s expectations. As 
societies modernize and become more affl uent 
and knowledgeable, what people consider to be 
desirable ways of living as individuals and as 
members of societies, i.e. what people value, 
changes112. People tend to regard health services 
more as a commodity today, but they also have 
other, rising expectations regarding health and 
health care. People care more about health as 
an integral part of how they and their families 
go about their everyday lives than is commonly 
thought (Box 1.5)113. They expect their families 
and communities to be protected from risks and 
dangers to health. They want health care that 
deals with people as individuals with rights and 
not as mere targets for programmes or benefi cia-
ries of charity. They are willing to respect health 
professionals but want to be respected in turn, 
in a climate of mutual trust 114.

People also have expectations about the way 
their society deals with health and health care. 
They aspire to greater health equity and solidar-
ity and are increasingly intolerant of social exclu-
sion – even if individually they may be reluctant to 
act on these values115. They expect health authori-
ties – whether in government or other bodies – 
to do more to protect their right to health. The 
social values surveys that have been conducted 
since the 1980s show increasing convergence 
in this regard between the values of developing 
countries and of more affl uent societies, where 
protection of health and access to care is often 
taken for granted112,115,116. Increasing prosperity, 
access to knowledge and social connectivity are 
associated with rising expectations. People want 
to have more say about what happens in their 
workplace, in the communities in which they live 
and also in important government decisions that 
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affect their lives117. The desire for better care and 
protection of health, for less health inequity and 
for participation in decisions that affect health 
is more widespread and more intense now than 
it was 30 years ago. Therefore, much more is 
expected of health authorities today. 

Health equity
Equity, whether in health, wealth or power is 
rarely, if ever, fully achieved. Some societies are 

more egalitarian than others, but on the whole 
the world is “unequal”. Value surveys, however, 
clearly demonstrate that people care about these 
inequalities – considering a substantial propor-
tion to be unfair “inequities” that can and should 
be avoided. Data going back to the early 1980s 
show that people increasingly disagree with the 
way in which income is distributed and believe 
that a “just society” should work to correct 
these imbalances120,121,122,123. This gives policy-
makers less leeway to ignore the social dimen-
sions of their policies than they might have had 
previously120,124. 

People are often unaware of the full scope of 
health inequalities. Most Swedish citizens, for 
example, were probably unaware that the dif-
ference in life expectancy between 20-year-old 
men from the highest and lowest socioeconomic 
groups was 3.97 years in 1997: a gap that had 
widened by 88% compared to 1980125. However, 
while people’s knowledge on these topics may be 
partial, research shows that people regard social 
gradients in health as profoundly unjust126. Intol-
erance to inequality in health and to the exclusion 
of population groups from health benefi ts and 
social protection mirrors or exceeds intolerance 
to inequality in income. In most societies, there is 
wide consensus that everybody should be able to 
take care of their health and to receive treatment 
when ill or injured – without being bankrupted 
and pushed into poverty127. 

As societies become wealthier, popular sup-
port for equitable access to health care and social 
protection to meet basic health and social needs 
gains stronger ground. Social surveys show that, 
in the European region, 93% of the populations 
support comprehensive health coverage117. In the 
United States, long reputed for its reluctance to 
adopt a national health insurance system, more 
than 80% of the population is in favour of it115, 
while basic care for all continues to be a widely 
distributed, intensely held, social goal128. The 
attitudes in lower income countries are less well 
known, but extrapolating from their views on 
income inequality, it is reasonable to assume 
that increasing prosperity is coupled with ris-
ing concern for health equity – even if consensus 
about how this should be achieved may be as 
contentious as in richer countries.

Box 1.5 Health is among the top 

personal concerns

When people are asked to name the most important problems 

that they and their families are currently facing, fi nancial wor-

ries often come out on top, with health a close second118. In 

one country out of two, personal illness, health-care costs, 

poor quality care or other health issues are the top per-

sonal concerns of over one third of the population surveyed 

(Figure 1.11). It is, therefore, not surprising that a breakdown 

of the health-care system – or even the hint of a breakdown 

– can lead to popular discontent that threatens the ambitions 

of the politicians seen to be responsible119.

Figure 1.11 Percentage of the population citing health as their main concern  
 before other issues, such as financial problems, housing or crime118
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Care that puts people fi rst
People obviously want effective health care 
when they are sick or injured. They want it to 
come from providers with the integrity to act 
in their best interests, equi tably and honestly, 
with knowledge and compe tence. The demand 
for competence is not trivial: it fuels the health 
economy with steadily increased demand for 
professional care (doctors, nurses and other 
non-physician clinicians who play an increas-
ing role in both industrialized and developing 
countries)129. For example, throughout the world, 
women are switching from the use of traditional 
birth attendants to midwives, doctors and obste-
tricians (Figure 1.12)130. 

The PHC movement has underestimated the 
speed with which the transition in demand from 
traditional caregivers to professional care would 
bypass initial attempts to rapidly expand access 
to health care by relying on non-professional 
“community health workers”, with their added 
value of cultural competence. Where strategies 
for extending PHC coverage proposed lay workers 
as an alternative rather than as a complement to 
professionals, the care provided has often been 
perceived to be poor131. This has pushed people 
towards commercial care, which they, rightly or 
wrongly, perceived to be more competent, while 
attention was diverted from the challenge of more 
effectively incorporating professionals under the 
umbrella of PHC. 

Proponents of PHC were right about the impor-
tance of cultural and relational competence, 
which was to be the key comparative advantage of 
community health workers. Citizens in the devel-
oping world, like those in rich countries, are not 
looking for technical competence alone: they also 
want health-care providers to be understanding, 
respectful and trustworthy132. They want health 
care to be organized around their needs, respect-
ful of their beliefs and sensitive to their particular 
situation in life. They do not want to be taken 
advantage of by unscrupulous providers, nor do 
they want to be considered mere targets for dis-
ease control programmes (they may never have 
liked that, but they are now certainly becoming 
more vocal about it). In poor and rich countries, 
people want more from health care than interven-
tions. Increasingly, there is recognition that the 
resolution of health problems should take into 

account the socio-cultural context of the families 
and communities where they occur133.

Much public and private health care today is 
organized around what providers consider to be 
effective and convenient, often with little atten-
tion to or understanding of what is important 
for their clients134. Things do not have to be that 
way. As experience – particularly from indus-
trialized countries – has shown, health services 
can be made more people-centred. This makes 
them more effective and also provides a more 
rewarding working environment135. Regrettably, 
developing countries have often put less emphasis 
on making services more people-centred, as if 
this were less relevant in resource-constrained 
circumstances. However, neglecting people’s 
needs and expectations is a recipe for disconnect-
ing health services from the communities they 
serve. People-centredness is not a luxury, it is a 
necessity, also for services catering to the poor. 
Only people-centred services will minimize social 
exclusion and avoid leaving people at the mercy of 
unregulated commercialized health care, where 
the illusion of a more responsive environment 
carries a hefty price in terms of fi nancial expense 
and iatrogenesis.

Securing the health of communities
People do not think about health only in terms of 
sickness or injury, but also in terms of what they 
perceive as endangering their health and that of 
their community118. Whereas cultural and politi-
cal explanations for health hazards vary widely, 
there is a general and growing tendency to hold 
the authorities responsible for offering protection 
against, or rapidly responding to such dangers136. 
This is an essential part of the social contract 
that gives legitimacy to the state. Politicians in 
rich as well as poor countries increasingly ignore 
their duty to protect people from health hazards 
at their peril: witness the political fall-out of the 
poor management of the hurricane Katrina dis-
aster in the United States in 2005, or of the 2008 
garbage disposal crisis in Naples, Italy.

Access to information about health hazards in 
our globalizing world is increasing. Knowledge 
is spreading beyond the community of health 
professionals and scientifi c experts. Concerns 
about health hazards are no longer limited to 
the traditional public health agenda of improving 
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the quality of drinking water and sanitation to 
prevent and control infectious diseases. In the 
wake of the 1986 Ottawa Charter for Health 
Promotion137, a much wider array of issues con-
stitute the health promotion agenda, including 
food safety and environmental hazards as well as 
collective lifestyles, and the social environment 
that affects health and quality of life138. In recent 
years, it has been complemented by growing con-
cerns for a health hazard that used to enjoy little 
visibility, but is increasingly the object of media 
coverage: the risks to the safety of patients139. 

Reliable, responsive health authorities 
During the 20th century, health has progressively 
been incorporated as a public good guaranteed 
by government entitlement. There may be disa-
greement as to how broadly to defi ne the welfare 
state and the collective goods that go with it140,141, 
but, in modernizing states, the social and politi-
cal responsibility entrusted to health authori-
ties – not just ministries of health, but also local 
governmental structures, professional organiza-
tions and civil society organizations with a quasi-
governmental role – is expanding. 

Circumstances or short-term political expedi-
ency may at times tempt governments to withdraw 
from their social responsibilities for fi nancing 
and regulating the health sector, or from service 
delivery and essential public health functions. 
Predictably, this creates more problems than it 
solves. Whether by choice or because of exter-
nal pressure, the withdrawal of the state that 
occurred in the 1980s and 1990s in China and the 
former Soviet Union, as well as in a considerable 
number of low-income countries, has had visible 
and worrisome consequences for health and for 
the functioning of health services. Signifi cantly, 
it has created social tensions that affected the 
legitimacy of political leadership119.

In many parts of the world, there is consider-
able skepticism about the way and the extent to 
which health authorities assume their respon-
sibilities for health. Surveys show a trend of 
diminishing trust in public institutions as guar-
antors of the equity, honesty and integrity of the 
health sector123,142,143. Nevertheless, on the whole, 
people expect their health authorities to work 
for the common good, to do this well and with 
foresight144. There is a multiplication of scoring 

Figure 1.12 The professionalization of birthing care: percentage of births assisted 
 by professional and other carers in selected areas, 2000 and 2005 
 with projections to 2015
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cards, rankings and other league tables of public 
action used either at the national or global level141, 
while consumer organizations are address-
ing health sector problems111, and national and 
global civil society watchdog organizations are 
emerging146,147,148,149. These recent trends attest to 
prevailing doubts about how well health authori-
ties are able to provide stewardship for the health 
system, as well as to the rising expectations for 
them to do even better. 

Participation
At the same time, however, surveys show that, as 
societies modernize, people increasingly want to 
“have a say” in “important decisions that affect 
their lives”123,112, which would include issues such 
as resource allocation and the organization and 
regulation of care. Experience from countries as 
diverse as Chile, Sweden and Thailand shows, 
however, that people are more concerned with 
having guarantees for fair and transparent pro-
cesses than with the actual technicalities of pri-
ority setting150,151. In other words, an optimum 
response to aspirations for a bigger say in health 
policy matters would be evidence of a structured 
and functional system of checks and balances. 
This would include relevant stakeholders and 
would guarantee that the policy agenda could 
not be hijacked by particular interest groups152. 

PHC reforms: 
driven by demand 
The core values articulated by the PHC movement 
three decades ago are, thus, more powerfully 
present in many settings now than at the time 
of Alma-Ata. They are not just there in the form 
of moral convictions espoused by an intellectual 
vanguard. Increasingly, they exist as concrete 
social expectations felt and asserted by broad 
groups of ordinary citizens within modernizing 
societies. Thirty years ago, the values of equity, 
people-centredness, community participation and 
self-determination embraced by the PHC move-
ment were considered radical by many. Today, 
these values have become widely shared social 
expectations for health that increasingly pervade 
many of the world’s societies – though the lan-

guage people use to express these expectations 
may differ from that of Alma-Ata. 

This evolution from formal ethical principles 
to generalized social expectations fundamentally 
alters the political dynamics around health sys-
tems change. It opens fresh opportunities for gen-
erating social and political momentum to move 
health systems in the directions people want them 
to go, and that are summarized in Figure 1.13. 
It moves the debate from a purely technical dis-
cussion on the relative effi ciency of various ways 
of “treating” health problems to include politi-
cal considerations on the social goals that defi ne 
the direction in which to steer health systems. 
The subsequent chapters outline a set of reforms 
aimed at aligning specialist-based, fragmented 
and commercialized health systems with these 
rising social expectations. These PHC reforms 
aim to channel society’s resources towards more 
equity and an end to exclusion; towards health 
services that revolve around people’s needs and 
expectations; and towards public policies that 
secure the health of communities. Across these 
reforms is the imperative of engaging citizens and 
other stakeholders: recognizing that vested inter-
ests that tend to pull health systems in different 
directions raises the premium on leadership and 
vision and on sustained learning to do better.

Figure 1.13 The social values that drive PHC 

and the corresponding sets of reforms
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Advancing and sustaining
universal coverage

People expect their health systems to be 

equitable. The roots of health inequities 

lie in social conditions outside the health system’s 

direct control. These root causes have to be tackled 

through intersectoral and cross-government action. 

At the same time, the health sector can take 

signifi cant actions to advance 

health equity internally. The basis 

for this is the set of reforms that 

aim at moving towards universal 

coverage, i.e. towards universal 

access to health services with 

social health protection. 
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The central place of 
health equity in PHC
“If you get sick, you have to choose: you either 
go without treatment or you lose the farm.”1   
Nearly a century ago, the unforgiving reality of 
life in rural Canada prompted Matthew Anderson 
(1882–1974) to launch a tax-based health insur-
ance scheme that eventually led to countrywide 
adoption of universal health care across Canada 
in 1965. Unfortunately, equally shocking lose-lose 
situations abound today across the world. More 
than 30 years after the clarion call of Alma-Ata 
for greater equity in health, most of the world’s 
health-care systems continue to rely on the most 
inequitable method for fi nancing health-care ser-
vices: out-of-pocket payments by the sick or their 
families at the point of service. For 5.6 billion 
people in low- and middle-income countries, over 
half of all health-care expenditure is through out-
of-pocket payments. This deprives many families 
of needed care because they cannot afford it. Also, 
more than 100 million people around the world 
are pushed into poverty each year because of 
catastrophic health-care expenditures2. There is 
a wealth of evidence demonstrating that fi nancial 
protection is better, and catastrophic expenditure 
less frequent, in those countries in which there 
is more pre-payment for health care and less 
out-of-pocket payment. Conversely, catastrophic 
expenditure is more frequent when health care 
has to be paid for out-of-pocket at the point of 
service (Figure 2.1). 

While equity marks one of PHC’s boldest fea-
tures, it is one of the areas where results have 
been most uneven and where the premium for 
more effective reforms is perhaps the greatest. 
Out-of-pocket payments for health care are but 
one of the sources of health inequity. Deeply 
unequal opportunities for health combined with 
endemic inequalities in health care provision 
lead to pervasive inequities in health outcomes3. 
Growing awareness of these regressive patterns 
is causing increasing intolerance of the whole 
spectrum of unnecessary, avoidable and unfair 
differences in health4. 

The extent of health inequities is documented 
in much more detail today. They stem from 
social stratifi cation and political inequalities 
that lie outside the boundaries of the health sys-
tem. Income and social status matter, as do the 
neighbourhoods where people live, their employ-
ment conditions and factors, such as personal 
behaviour, race and stress5. Health inequities 
also fi nd their roots in the way health systems 
exclude people, such as inequities in availability, 
access, quality and burden of payment, and even 
in the way clinical practice is conducted6. Left to 
their own devices, health systems do not move 
towards greater equity. Most health services – 
hospitals in particular, but also fi rst-level care 
– are consistently inequitable providing more 
and higher quality services to the well-off than 
to the poor, who are in greater need7,8,9,10. Dif-
ferences in vulnerability and exposure combine 
with inequalities in health care to lead to unequal 
health outcomes; the latter further contribute to 
the social stratifi cation that led to the inequalities 
in the fi rst place. People are rarely indifferent to 
this cycle of inequalities, making their concerns 
as relevant to politicians as they are to health- 
system managers.

It takes a wide range of interventions to tackle 
the social determinants of health and make health 
systems contribute to more health equity11. These 
interventions reach well beyond the traditional 
realm of health-service policies, relying on the 
mobilization of stakeholders and constituencies 
outside the health sector12. They include13:

reduction of social stratifi cation, e.g. by reduc- 

ing income inequality through taxes and sub-
sidized public services, providing jobs with 

Households with catastrophic expenditure (%)

0
0

Figure 2.1 Catastrophic expenditure related to out-of-pocket payment  
 at the point of service1
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adequate pay, using labour intensive growth 
strategies, promoting equal opportunities for 
women and making free education available, 
etc.;
reduction of vulnerabilities, e.g. by providing  

social security for the unemployed or disabled, 
developing social networks at community level, 
introducing social inclusion policies and poli-
cies that protect mothers while working or 
studying, offering cash benefi ts or transfers, 
providing free healthy lunches at school, 
etc.;
protection, particularly of the disadvantaged,  

against exposure to health hazards, e.g. by 
introducing safety regulations for the physical 
and social environment, providing safe water 
and sanitation, promoting healthy lifestyles, 
establishing healthy housing policies, etc.);
mitigation of the consequences of unequal  

health outcomes that contribute to further 
social stratifi cation, e.g. by protecting the sick 
from unfair dismissal from their jobs. 

The need for such multiple strategies could 
discourage some health leaders who might feel 
that health inequality is a societal problem over 
which they have little infl uence. Yet, they do 
have a responsibility to address health inequal-
ity. The policy choices they make for the health 
sector defi ne the extent to which health systems 
exacerbate or mitigate health inequalities and 
their capacity to mobilize around the equity 
agenda within government and civil society. 
These choices also play a key part in society’s 
response to citizens’ aspirations for more equity 
and solidarity. The question, therefore, is not 
if, but how health leaders can more effectively 
pursue strategies that will build greater equity 
in the provision of health services.

Moving towards universal coverage
The fundamental step a country can take to pro-
mote health equity is to move towards universal 
coverage: universal access to the full range of 
personal and non-personal health services they 
need, with social health protection. Whether the 
arrangements for universal coverage are tax-
based or are organized through social health 
insurance, or a mix of both, the principles are 

the same: pooling pre-paid contributions col-
lected on the basis of ability to pay, and using 
these funds to ensure that services are available, 
accessible and produce quality care for those who 
need them, without exposing them to the risk of 
catastrophic expenditures14,15,16. Universal cover-
age is not, by itself, suffi cient to ensure health 
for all and health equity – inequalities persist in 
countries with universal or near-universal cover-
age – but it provides the necessary foundation9.

While universal coverage is fundamental to 
building health equity, it has rarely been the object 
of an easy social consensus. Indeed, in countries 
where universal coverage has been achieved or 
embraced as a political goal, the idea has often 
met with strong initial resistance, for example, 
from associations of medical professionals con-
cerned about the impact of government-managed 
health insurance schemes on their incomes and 
working conditions, or from fi nancial experts 
determined to rein in public spending. As with 
other entitlements that are now taken for granted 
in almost all high-income countries, universal 
health coverage has generally been struggled for 
and won by social movements, not spontaneously 
bestowed by political leaders. There is now wide-
spread consensus that providing such coverage is 
simply part of the package of core obligations that 
any legitimate government must fulfi l vis-à-vis its 
citizens. In itself, this is a political achievement 
that shapes the modernization of society.   

Industrialized countries, particularly in 
Europe, began to put social health protection 
schemes in place in the late 19th century, mov-
ing towards universalism in the second half of 
the 20th century. The opportunity now exists for 
low- and middle-income countries to implement 
comparable approaches. Costa Rica, Mexico, 
the Rebublic of Korea, Thailand and Turkey are 
among the countries that have already introduced 
ambitious universal coverage schemes, moving 
signifi cantly faster than industrialized countries 
did in the past. Other countries are weighing sim-
ilar options14. The technical challenge of moving 
towards universal coverage is to expand coverage 
in three ways (Figure 2.2).

The breadth of coverage – the proportion of 
the population that enjoys social health protec-
tion – must expand progressively to encompass 
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the uninsured, i.e. the population groups that 
lack access to services and/or social protection 
against the fi nancial consequences of taking up 
health care. Expanding the breadth of coverage 
is a complex process of progressive expansion 
and merging of coverage models (Box 2.1). Dur-
ing this process, care must be taken to ensure 
safety nets for the poorest and most vulnerable 
until they also are covered. It may take years to 
cover the entire population but, as recent experi-
ence from a number of middle-income countries 
shows, it is possible to move much faster than 
was the case for industrialized countries during 
the 20th century. 

Meanwhile, the depth of coverage must also 
grow, expanding the range of essential services 
that are necessary to address people’s health 
needs effectively, taking into account demand and 
expectations, and the resources society is willing 
and able to allocate to health. The determination 
of the corresponding “essential package” of ben-
efi ts can play a key role here, provided the process 
is conducted appropriately (Box 2.2). 

The third dimension, the height of coverage, 
i.e. the portion of health-care costs covered 
through pooling and pre-payment mechanisms 
must also rise, diminishing reliance on out-of-
pocket co-payments at the point of service deliv-
ery. In the 1980s and 1990s, many countries 
introduced user fees in an effort to infuse new 
resources into struggling services, often in a 
context of disengagement of the state and dwin-
dling public resources for health. Most undertook 
these measures without anticipating the extent 
of the damage they would do. In many settings, 
dramatic declines in service use ensued, par-
ticularly among vulnerable groups20, while the 
frequency of catastrophic expenditure increased. 
Some countries have since reconsidered their 
position and have started phasing out user fees 
and replacing the lost income from pooled funds 
(government subsidies or contracts, insurance 

Box 2.1 Best practices in moving towards universal coverage

Emphasize pre-payment from the start. It may take many years before access to health services and fi nancial protection against the 

costs involved in their use are available for all: it took Japan and the United Kingdom 36 years14. The road may seem discouragingly long, 

particularly for the poorest countries, where health-care networks are sparsely developed, fi nancial protection schemes embryonic and 

the health sector highly dependent on external funds. Particularly in these countries, however, it is crucial to move towards pre-payment 

systems from a very early stage and to resist the temptation to rely on user fees. Setting up and maintaining appropriate mechanisms 

for pre-payment builds the institutional capacity to manage the fi nancing of the system along with the extension of service supply that 

is usually lacking in such contexts. 

Coordinate funding sources. In order to organize universal coverage, it is necessary to consider all sources of funding in a country: 

public, private, external and domestic. In low-income countries, it is particularly important that international funding be channelled 

through nascent pre-payment and pooling schemes and institutions rather than through project or programme funding. Routing funds in 

this way has two purposes. It makes external funding more stable and predictable and helps build the institutional capacity to develop 

and extend supply, access and fi nancial protection in a balanced way.

Combine schemes to build towards full coverage. Many countries with limited resources and administrative capacity have experi-

mented with a multitude of voluntary insurance schemes: community, cooperative, employer-based and other private schemes, as a 

way to foster pre-payment and pooling in preparation for the move towards more comprehensive national systems18. Such schemes are 

no substitute for universal coverage although they can become building blocks of the universal system18. Realizing universal coverage 

means coordinating or combining these schemes progressively into a coherent whole that ensures coverage to all population groups15 

and builds bridges with broader social protection programmes19.

Figure 2.2 Three ways of moving towards universal coverage17
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or pre-payment schemes)21. This has resulted 
in substantial increases in the use of services, 
especially by the poor20. In Uganda, for example, 
service use increased suddenly and dramatically 
and the increase was sustained after the elimina-
tion of user fees (Figure 2.3)22,23. 

Pre-payment and pooling institutionalizes 
solidarity between the rich and the less well-off, 
and between the healthy and the sick. It lifts bar-
riers to the uptake of services and reduces the 

risk that people will incur catastrophic expenses 
when they are sick. Finally, it provides the means 
to re-invest in the availability, range and quality 
of services. 

Challenges in moving 
towards universal coverage
All universal coverage reforms have to fi nd com-
promises between the speed with which they 
increase coverage and the breadth, depth and 
height of coverage. However, the way countries 
devise their strategies and focus their reforms 
very much depends on their specifi c national 
contexts. 

In some countries, a very large part of the pop-
ulation lives in extremely deprived areas, with 
an absent or dysfunctional health-care infra-
structure. These are countries of mass exclu-
sion typically brought to mind when one talks 
about “scaling up”: the poor and remote rural 
areas where health-care networks have not been 
deployed yet or where, after years of neglect, the 
health infrastructure continues to exist in name 
only. Such patterns occur in low-income countries 

Box 2.2 Defi ning “essential packages”: 

what needs to be done to go beyond a paper exercise? 

In recent years, many low- and midde-income countries (55 out of a sample of 69 reviewed in 2007) have gone through exercises to 

defi ne the package of benefi ts they feel should be available to all their citizens. This has been one of the key strategies in improving the 

effectiveness of health systems and the equitable distribution of resources. It is supposed to make priority setting, rationing of care, 

and trade-offs between breadth and depth of coverage explicit. 

On the whole, attempts to rationalize service delivery by defi ning packages have not been particularly successful24. In most cases, their 

scope has been limited to maternal and child health care, and to health problems considered as global health priorities. The lack of 

attention, for example, to chronic and noncommunicable diseases confi rms the under-valuation of the demographic and epidemiological 

transitions and the lack of consideration for perceived needs and demand. The packages rarely give guidance on the division of tasks 

and responsibilities, or on the defi ning features of primary care, such as comprehensiveness, continuity or person-centredness. 

A more sophisticated approach is required to make the defi nition of benefi t packages more relevant. The way Chile has provided a 

detailed specifi cation of the health rights of its citizens25 suggests a number of principles of good practice.

The exercise should not be limited to a set of predefi ned priorities: it should look at demand as well as at the full range of health  

needs. 

It should specify what should be provided at primary and secondary levels.  

The implementation of the package should be costed so that political decision-makers are aware of what will  not be included if 

health care remains under-funded. 

There have to be institutionalized mechanisms for evidence-based review of the package of benefi ts.  

People need to be informed about the benefi ts they can claim, with mechanisms of mediation when claims are being denied. Chile  

went to great lengths to ensure that the package of benefi ts corresponds to people’s expectations, with studies, surveys and systems 

to capture the complaints and misgivings of users26.

Outpatients per month

1998

Figure 2.3 Impact of abolishing user fees on outpatient attendance in  
Kisoro district, Uganda: outpatient attendance 1998–200223
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such as Bangladesh, Chad and Niger (Figure 2.4), 
and are common in confl ict and post-confl ict 
areas where health workers have departed and 
the health infrastructure has been destroyed and 
needs to be rebuilt from scratch. 

In other parts of the world, the challenge is 
in providing health support to widely dispersed 
populations, for example, in small island states, 
remote desert or mountainous regions, and 
among nomadic and some indigenous popula-
tions. Ensuring access to quality care in these 
settings entails grappling with the diseconomies 
of scale connected with small, scattered popula-
tions; logistical constraints on referral; diffi culties 
linked to limited infrastructure and communica-
tions capacities; and, in some cases, more specifi c 
technical complications, such as maintaining 
patient records for nomadic groups. 

A different challenge is extending coverage in 
settings where inequalities do not result from the 
lack of available health infrastructure, but from 
the way health care is organized, regulated and, 
above all, paid for by offi cial or under-the-counter 
user charges. These are situations where under-
utilization of available services is concentrated 
among the poor, whereas users are exposed to 
the risks of catastrophic expenditure. Such pat-
terns of exclusion occur in countries such as 
Colombia, Nicaragua and Turkey (Figure 2.4). It 
is particularly striking in the many urban areas 
of low- and middle-income countries where a 

plethora of assorted, unregulated, commercial 
health-care providers charge users prohibitive 
fees while providing inadequate services.

Ways of tackling the situations described in 
this section are elaborated below.

Rolling out primary-care networks to 
fi ll the availability gap 
In areas where no health services are available 
for large population groups, or where such ser-
vices are grossly inadequate or fragmented, the 
basic health-care infrastructure needs to be built 
or rebuilt, often from the ground up. These areas 
are always severely resource-constrained and 
frequently affected by confl icts or complex emer-
gencies, while the scale of under-servicing, also 
in other sectors, engenders logistical diffi culties 
and problems in deploying health professionals. 
Health planners in these settings face a funda-
mental strategic dilemma: whether to prioritize a 
massive scale-up of a limited set of interventions 
to the entire population or a progressive roll-out 
of more comprehensive primary-care systems on 
a district-by-district basis. 

Some would advocate, in the name of speed 
and equity, an approach in which a restricted 
number of priority programmes is rolled out 
simultaneously to all the inhabitants in the 
deprived areas. This allows for task shifting to 
low-skilled personnel, lay workers and volunteers 
and, consequently, rapid extension of coverage. 
It is still central to what the global community 
often prescribes for the rural areas of the poor-
est countries28, and quite a number of countries 
have chosen this option over the last 30 years. 
Ethiopia, for example, is currently deploying 
30 000 health extension workers to provide mas-
sive numbers of people with a limited package 
of priority preventive interventions. The poor 
skills base is often well recognized as a limit-
ing factor29, but Ethiopia’s extension workers are 
no longer as low skilled as they once were, and 
currently benefi t from a year of post-Grade 10 
training. Nevertheless, skill limitations reinforce 
the focus on a limited number of effective but 
simple interventions. 

Scaling up a limited number of interventions 
has the advantage of rapidly covering the entire 
population and focusing resources on what is 
known to be cost effective. The downside is that 
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Figure 2.4 Different patterns of exclusion: massive deprivation in some 
countries, marginalization of the poor in others. Births attended by medically 
trained personnel (percentage), by income group27
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when people experience health problems, they 
want them to be dealt with, whether or not they 
fi t nicely within the programmatic priorities that 
are being proposed. Ignoring this dimension of 
demand too much opens the door to “drug ped-
dlers”, “injectors” and other types of providers, 
who can capitalize on commercial opportuni-
ties arising from unmet health needs. They offer 
patients an appealing alternative, but one that is 
often exploitative and harmful. Compared with 
a situation of utter lack of health action, there 
is an indisputable benefi t in scaling up even a 
very limited package of interventions and the 
possibility of relying on low-skilled staff makes 
it an attractive option. However, upgrading often 
proves more diffi cult than initially envisaged30 
and, in the meantime, valuable time, resources 
and credibility are lost which might have allowed 
for investment in a more ambitious, but also 
more sustainable and effective primary-care 
infrastructure. 

The alternative is a progressive roll-out of 
primary care, district-by-district, of a network 
of health centres with the necessary hospital 
support. Such a response obviously includes the 
priority interventions, but integrated in a com-
prehensive primary-care package. The extension 
platform is the primary-care centre: a profession-
alized infrastructure where the interface with the 
community is organized, with a problem solving 
capacity and modular expansion of the range of 
activities. The Islamic Republic of Iran’s progres-
sive roll-out of rural coverage is an impressive 
example of this model. As one of the fathers of 
the country’s PHC strategy put it: “Since it was 
impossible to launch the project in all provinces 
at the same time, we decided to focus on a single 
province each year” (Box 2.3).

The limiting factors for a progressive roll-out 
of primary-care networks are the lack of a sta-
ble cadre of mid-level staff with the leadership 
qualities to organize health districts and with the 
ability to maintain, over the years, the constant 
effort required to build sustainable results for the 
entire population. Where the roll-out has been 
conducted as an administrative exercise, it has 
led to disappointment: many health districts exist 
in name only. But where impatience and pres-
sure for short-term visibility has been managed 

Box 2.3 Closing the urban-rural gap through 

progressive expansion of PHC coverage in rural 

areas in the Islamic Republic of Iran31 

In the 1970s, the Iranian Government’s policies emphasized preven-

tion as a long-term investment, allocation of resources to rural and 

under-privileged areas, and prioritizing ambulatory care over hospitaliza-

tion. A network of district teams to manage and oversee almost 2500 

village-based rural health centres was established. These centres are 

staffed by a team that includes a general practitioner, midwife, nurse and 

several health technicians. Each of the rural health centres oversees 1–5 

smaller points of care known as “health houses”. With 17 000 of these 

health houses, over 90% of the rural population has access to health 

care. In remote rural areas, these health houses are staffed by Behvarz 

(multi-purpose health workers) who are selected by the community, 

receive between 12 and 18 months training and are then recruited by 

the Government. The district teams provide training based on problem-

solving, as well as ongoing supervision and support. 

The Government deployed this strategy progressively, extending cover-

age to one province at a time. Over the years, the PHC network has grown 

and is now able to provide services to over 24 million people in rural 

villages and small cities by bringing the points of care closer to where 

people live and work, as well as by training the necessary auxiliary health 

staff to provide family planning, preventive care services, and essential 

curative care for the majority of health problems. Rural health service 

utilization rates are now the same as in urban areas. The progressive 

roll-out of this system has helped to reduce the urban-rural gap in child 

mortality (Figure 2.5).
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Figure 2.5 Under-five mortality in rural and urban areas, the Islamic Republic  
 of Iran, 1980–200032
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adequately, a blend of response to need and 
demand, and participation of the population and 
key actors has made it possible to build robust 
primary-care networks, even in very diffi cult and 
resource-constrained settings of confl ict, and 
post-confl ict environments (Box 2.4). 
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The distinction between rapid deployment of 
priority interventions and progressive roll-out of 
primary-care networks is, in practice, often not 
as straightforward as described above. However, 
for all the convergence, trying to balance speed 
and sustainability is a real political dilemma30. 
Mali, among others, has shown that, given the 
choice, people willingly opt for progressive roll-
out, making community health centres – whose 
infrastructure is owned and personnel employed 
by the local community – the basis of functional 
health districts. 

Crucially, concern for equity should not be 
translated into a “lowest common denominator” 
approach: equal access for all to a set of largely 
unsatisfactory services. Quality and sustainabil-
ity are important, particularly since nowadays 
the multitude of varied and dynamic governmen-
tal, not-for-profi t and for-profi t private providers 
of various kinds are in dire need of alignment. 
Progressive roll-out of health services provides 
the opportunity to establish welcome leadership 
coherence in health-care provision at district level. 
Typical large-scale examples of this approach 
in developing countries are the contracting out 
of district health services in Cambodia, or the 
incorporation of missionary “designated district 
hospitals” in East Africa. Nevertheless, there is 
no getting away from the need for massive and 
sustained investment to expand and maintain 
health districts in the long term and from the 
fact that this represents a considerable challenge 
in a context of sluggish economic growth and 
stagnating health expenditure. 

Extending health-care networks to under-
served areas depends on public initiative and 
incentives. One way to accelerate the extension 
of coverage is to adjust budget allocation for-
mulae (or contract specifi cations) to refl ect the 
extra efforts required to contact hard-to-reach 
populations. Several countries have taken steps in 
this direction. In January 2004, for example, the 
United Republic of Tanzania adopted a revised 
formula for the allocation of basket funds to dis-
tricts that includes population size and under-
fi ve mortality as a proxy for disease burden and 
poverty level, while adjusting for the differential 
costs of providing health services in rural and 

low-density areas. Similarly, allocations to dis-
tricts under Uganda’s PHC budget factor in the 
districts’ Human Development Index and levels 
of external health funding, in addition to popula-
tion size. Supplements are paid to districts with 
diffi cult security situations or lacking a district 
hospital20. In Chile, budgets are allocated on a 
capitation basis but, as part of the PHC reforms, 
these were adjusted using municipal human 
development indices and a factor to refl ect the 
isolation of underserved areas. 

Overcoming the isolation of 
dispersed populations 
Although providing access to services for dis-
persed populations is often a daunting logisti-
cal challenge, some countries have dealt with 
it by developing creative approaches. Devising 
mechanisms to share innovative experiences and 
results has clearly been a key step, for example, 
through the “Healthy Islands” initiative, launched 
at the meeting of Ministers and Heads of Health 
in Yanuca, Fiji, in 199534. The initiative brings 
together health policy-makers and practitioners 
to address challenges to islanders’ health and 
well-being from an explicitly multi-sectoral per-
spective, with a focus on expanding coverage of 
curative health-care services, but also reinforcing 
promotive strategies and cross-sectoral action on 
the determinants of health and health equity.

Through the Healthy Islands initiative and 
related experiences, a number of principles have 
emerged as crucial to the advancement of univer-
sal coverage in these settings. The fi rst concerns 
collaboration in organizing infrastructure that 
maximizes scales of effi ciency. An isolated com-
munity may be unable to afford key inputs to 
expand coverage, which includes infrastructure, 
technologies and human resources (particularly 
the training of personnel). However, when com-
munities join forces, they can secure such inputs 
at manageable costs35. A second strategic focus is 
on “mobile resources” or those that can overcome 
distance and geographical obstacles effi ciently 
and affordably. Depending on the setting, this 
strategic focus may include transportation, radio 
communications, and other information and com-
munications technologies. Telecommunications 
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Rutshuru is a health district in the east of the country. It has a 

network of health centres, a referral hospital and a district man-

agement team where community participation has been fostered 

for years through local committees. Rutshuru has experienced 

severe stress over the years, testing the robustness of the district 

health system. 

Over the last 30 years, the economy of the country has gone 

into a sharp decline. GDP dropped from US$ 300 per capita in 

the 1980s to below US$ 100 at the end of the 1990s. Massive 

impoverishment was made worse as the State retreated from the 

health sector. This was compounded by an interruption of over-

seas development aid in the early 1990s. In that context, Rutshuru 

suffered inter-ethnic strife, a massive infl ux of refugees and two 

successive wars. This complex of disasters severely affected the 

working conditions of health professionals and access to health 

services for the 200 000 people living in the district. 

Nevertheless, instead of 

collapsing, PHC services 

continued their expan-

sion over the years. The 

number of health centres 

and their output increased 

(Figure 2.6), and qual-

ity of care improved for 

acute cases (case-fatality 

rate after caesarean sec-

tion dropped from 7% to 

less than 3%) as well as 

for chronic patients (at 

least 60% of tuberculo-

sis patients were treated 

successfully). With no 

more than 70 nurses and 

three medical doctors at 

a time, and in the midst 

of war and havoc, the 

Box 2.4 The robustness of PHC-led health systems: 20 years of expanding performance in 

Rutshuru, the Democratic Republic of the Congo

health centres and the district hospital took care of more than 

1 500 000 disease episodes in 20 years, immunized more than 

100 000 infants, provided midwifery care to 70 000 women and 

carried out 8 000 surgical procedures. This shows that, even in 

disastrous circumstances, a robust district health system can 

improve health-care outputs.

These results were achieved with modest means. Out-of-pocket 

payments amounted to US$ 0.5 per capita per year. Nongovern-

mental organizations subsidized the district with an average of US$ 

1.5 per capita per year. The Government’s contribution was virtu-

ally nil during most of these 20 years. The continuity of the work 

under extremely diffi cult circumstances can be explained by team 

work and collegial decision-making, unrelenting efforts to build up 

and maintain a critical mass of dedicated human resources, and 

limited but constant nongovernmental support, which provided a 

minimum of resources for health facilities and gave the district 

management team the opportunity to maintain contact with the 

outside world.

Three lessons can be learnt 

from this experience. In 

the long run, PHC-led 

health districts are an 

organizational model that 

has the robustness to 

resist extremely adverse 

conditions. Maintaining 

minimal fi nancial support 

and supervision to such 

districts can yield very 

significant results, while 

empowering and retaining 

national health profession-

als. Local health services 

have a considerable 

potential for coping with 

crises33.
1985

Figure 2.6 Improving health-care outputs in the midst of disaster:   
 Rutshuru, the Democratic Republic of the Congo, 1985–200433
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can enable less skilled frontline health-centre 
staff to be advised and guided by experts at a 
distance in real time36. Finally, the fi nancing 
of health care for dispersed populations poses 
specifi c challenges, which often require larger 
per capita expenditure compared to more clus-
tered populations. In countries whose territories 
include both high-density and low-density popu-
lations, it is expected that dispersed populations 
will receive some subsidy of care. After all, equity 
does not come without solidarity. 

Providing alternatives to 
unregulated commercial services 
In urban and periurban contexts, health services 
are physically within reach of the poor and other 
vulnerable populations. The presence of multiple 
health-care providers does not mean, however, 
that these groups are protected from diseases, 
nor that they can get quality care when they need 
it: the more privileged tend to get better access to 
the best services, public and private, easily com-
ing out on top in a de facto competition for scarce 
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resources. In the urban and increasingly in the 
rural areas of many low- and middle-income 
countries – from India and Viet Nam to sub-
Saharan Africa – much health care for the poor 
is provided by small-scale, largely unregulated 
and often unlicenced providers, both commer-
cial and not-for-profi t. Often, they work along-
side dysfunctional public services and capture 
an overwhelmingly large part of the health-care 
market, while the health promotion and preven-
tion agenda is totally ignored. Vested interests 
make the promotion of universal coverage para-
doxically more diffi cult in these circumstances 
than in areas where the challenge is to build 
health-care delivery networks from scratch. 

These contexts often combine problems of fi nan-
cial exploitation, bad quality and unsafe care, and 
exclusion from needed services37,38,39,40,41,42,43,44,45.46. 
The Pan American Health Organization (PAHO) 
has estimated that 47% of Latin America’s popu-
lation is excluded from needed services47. This 
may be for broader reasons of poverty, ethnic-
ity or gender, or because the resources of the 
health system are not correctly targeted. It may 
be because there are no adequate systems to pro-
tect people against catastrophic expenditure or 
from fi nancial exploitation by unscrupulous or 
insensitive providers. It may have to do with the 
way people, rightly or wrongly, perceive health 
services: lack of trust, the expectation of ill-treat-
ment or discrimination, uncertainty about the 
cost-of-care, or the anticipation that the cost will 
be unaffordable or catastrophic. Services may 
also be untimely, ineffective, unresponsive or 
plain discriminatory, providing poorer patients 
with inferior treatment48,49,21. As a result, health 
outcomes vary considerably by social class, even 
in well-regulated and well-funded health-care 
systems. 

In addressing these patterns of exclusion 
within the health-care sector, the starting point 
is to create or strengthen networks of accessible 
quality primary-care services that rely on pooled 
pre-payment or public resources for their fund-
ing. Whether these networks are expanded by 
contracting commercial or not-for-profi t provid-
ers, or by revitalizing dysfunctional public facili-
ties is not the critical issue. The point is to ensure 
that they offer care of an acceptable standard. A 

critical mass of primary-care centres that provide 
an essential package of quality services free-of-
charge, provides an important alternative to sub-
standard, exploitative commercial care. Further-
more, peer pressure and consumer demand can 
help to create an environment in which regula-
tion of the commercial sector becomes possible. 
More active involvement of municipal authorities 
in pre-payment and pooling schemes to improve 
the supply of quality care is probably one of the 
avenues to follow, particularly where ministries 
of health with budgetary constraints also have to 
extend services to underserved rural areas.

Targeted interventions to 
complement universal coverage 
mechanisms
Rising average national income, a growing supply 
of health-care providers and accelerated progress 
towards universal coverage are, unfortunately, not 
suffi cient to eliminate health inequities. Socially 
determined health differences among population 
groups persist in high-income countries with 
robust, universal health-care and social-service 
systems, such as Finland and France11,50. Health 
inequalities do not just exist between the poor and 
the non-poor, but across the entire socioeconomic 
gradient. There are circumstances where other 
forms of exclusion are of prime concern, includ-
ing the exclusion of adolescents, ethnic groups, 
drug users and those affected by stigmatizing 
diseases51. In Australia, Canada and New Zea-
land, among others, health equity gaps between 
Aboriginal and non-Aboriginal populations have 
emerged as national political issues52,53,54. In other 
settings, inequalities in women’s access to health 
care merit attention55. In the United States, for 
example, declines in female life expectancy of up 
to fi ve years in over 1000 counties point to dif-
ferential exposure and clustering of risks to health 
even as the country’s economy and health sec-
tor continues to grow56. For a variety of reasons, 
some groups within these societies are either not 
reached or insuffi ciently reached by opportunities 
for health or services and continue to experience 
health outcomes systematically inferior to those 
of more advantaged groups.
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 Thus, it is necessary to embed universal cov-
erage in wider social protection schemes and to 
complement it with specially designed, targeted 
forms of outreach to vulnerable and excluded 
groups57. Established health-care networks often 
do not make all possible efforts to ensure that 
everyone in their target population has access 
to the full range of health benefi ts they need, as 
this requires extra efforts, such as home visits, 
outreach services, specialized language and 
cultural facilitation, evening consultations, etc. 
These may, however, mitigate the effect of social 
stratifi cation and inequalities in the uptake of 
services58. They may also offer the opportunity 
to construct comprehensive support packages to 
foster social inclusion of historically marginal-
ized populations, in collaboration with other gov-
ernment sectors and with affected communities. 
Chile’s Chile Solidario (Chilean Solidarity) model 
of outreach to families in long-term poverty is one 
example (Box 2.5)59. Such targeted measures may 
include subsidizing people – not services – to take 
up specifi c health services, for example, through 
vouchers60,61 for maternal care as in India and 
Yemen, for bednets as in the United Republic of 
Tanzania62,63, for contraceptive uptake by ado-
lescents64 or care for the elderly uninsured as in 
the United States65. Conditional cash transfers, 
where the benefi ciary is not only enabled, but 
compelled to take up services is another model, 
which has been introduced in several countries in 

Latin America. A recent systematic review of six 
such programmes suggests that conditional cash 
transfers can be effective in increasing the use of 
preventive services and improving nutritional and 
anthropometric outcomes, sometimes improving 
health status66. However, their overall effect on 
health status remains less clear and so does their 
comparative advantage over traditional, uncon-
ditional, income maintenance, through universal 
entitlements, social insurance or – less-effective 
– means-tested social assistance.

Targeted measures are not substitutes for the 
long-term drive towards universal coverage. They 
can be useful and necessary complements, but 
without simultaneous institutionalization of the 
fi nancing models and system structures that sup-
port universal coverage, targeted approaches are 
unlikely to overcome the inequalities generated 
by socioeconomic stratifi cation and exclusion. 
This is all the more important since systematic 
evaluation of methods to target the excluded is 
scarce and marred by the limited number of 
documented experiences and a bias towards 
reporting preferentially on successful pilots67. If 
anything defi nite can be said today, it is that the 
strategies for reaching the unreached will have 
to be multiple and contextualized, and that no 
single targeting measure will suffi ce to correct 
health inequalities effectively, certainly not in the 
absence of a universal coverage policy. 

Box 2.5 Targeting social protection in Chile59

Established by law, the Chilean social protection programme (Chile Solidario) involves three main components to improve conditions for 

people living in extreme poverty: direct psycho-social support, fi nancial support and priority access to social programmes. The direct 

psycho-social support component involves families in extreme poverty being identifi ed according to pre-defi ned criteria and invited to 

enter into an agreement with a designated social worker. The social worker assists them to build individual and family capacities that 

help them to strengthen their links with social networks and to gain access to the social benefi ts to which they are entitled. In addi-

tion to psycho-social support, there is also fi nancial support in terms of cash transfers and pensions, as well as subsidies for raising 

families or covering water and sanitation costs. Finally, the social protection programme also provides preferential access to pre-school 

programmes, adult literacy courses, employment programmes and preventive health visits for women and children.

This social protection programme complements a multisectoral effort targeting all children aged 0–18 years (Chile Crece Contigo – Chile 

Grows with You). The aim is to promote early childhood development through pre-school education programmes, preventive health 

checks, improved parental leave and increased child benefi ts. Better access to child-care services is also included as is enforcing the 

right of working mothers to nurse their babies, which is designed to stimulate women’s insertion into the employment market.
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Mobilizing for health equity
Health systems are invariably inequitable. More 
and higher quality services gravitate to the 
well-off who need them less than the poor and 
marginalized8. The universal coverage reforms 
required to move towards greater equity demand 
the enduring commitment of the highest political 
levels of society. Two levers may be especially 
important in accelerating action on health equity 
and maintaining momentum over time. The fi rst 
is raising the visibility of health inequities in pub-
lic awareness and policy debates: the history of 
progress in the health of populations is intimately 
linked to the measurement of health inequalities. 
It was the observation of excess mortality among 
the working class that informed the “Great Sani-
tary Awakening” reforms of the Poor Laws Com-
mission in the United Kingdom in the 1830s68. The 
second is the creation of space for civil society 
participation in shaping the PHC reforms that are 
to advance health equity: the history of progress 
in universal coverage is intimately linked to that 
of social movements. 

Increasing the visibility of 
health inequities
With the economic optimism of the 1960s and 
1970s (and the expansion of social insurance in 
industrialized countries), poverty ceased being 
a priority issue for many policy-makers. It took 
Alma-Ata to put equity back on the political 
agenda. The lack of systematic measurement and 
monitoring to translate this agenda into concrete 
challenges has long been a major constraint in 
advancing the PHC agenda. In recent years, 
income-related and other health inequalities have 
been studied in greater depth. The introduction of 
composite asset indices has made it possible to re-
analyze demographic and health surveys from an 
equity viewpoint69. This has generated a wealth 
of documentary evidence on socioeconomic dif-
ferentials in health outcomes and access to care. 
It took this acceleration of the measurement of 
poverty and inequalities, particularly since the 
mid-1990s, to bring fi rst poverty and then, more 
generally, the challenge of persisting inequalities 
to the centre of the health policy debate. 

Measurement of health inequities is para-
mount when confronting the common misper-

ceptions that strongly infl uence health policy 
debates70,71.

Simple population averages are suffi cient to  

assess progress – they are not.
Health systems designed for universal access  

are equitable – they are a necessary, but not 
a suffi cient condition.
In poor countries, everybody is equally poor  

and equally unhealthy – all societies are 
stratifi ed. 
The main concern is between countries’ dif- 

ferences – inequalities within countries matter 
most to people. 
Well-intended reforms to improve effi ciency  

will ultimately benefi t everybody – they often 
have unintended inequitable consequences. 
Measurement matters for a variety of 
reasons2. 

It is important to know the extent and under- 

stand the nature of health inequalities and 
exclusion in a given society, so as to be able 
to share that information and translate it into 
objectives for change.
It is equally important, for the same reasons,  

to identify and understand the determinants 
of health inequality not only in general terms, 
but also within each specifi c national context. 
Health authorities must be informed of the 
extent to which current or planned health 
policies contribute to inequalities, so as to be 
able to correct them. 
Progress with reforms designed to reduce  

health inequalities, i.e. progress in moving 
towards universal coverage, needs to be moni-
tored, so as to steer and correct these reforms 
as they unfold. 

Despite policy-makers’ long-held commitment to 
the value of equity in health, its defi nition and 
measurement represent a more recent public 
health science. Unless health information systems 
collect data using standardized social stratifi ers, 
such as socioeconomic status, gender, ethnicity 
and geographical area, it is diffi cult to identify 
and locate inequalities and, unless their mag-
nitude and nature are uncovered, it is unlikely 
that they will be adequately addressed72. The 
now widely available analyses of Demographic 
and Health Survey (DHS) data by asset quintiles 
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have made a major difference in the awareness 
of policy-makers about health equity problems 
in their countries. There are also examples of 
how domestic capacities and capabilities can be 
strengthened to better understand and manage 
equity problems. For example, Chile has recently 
embarked on integrating health sector informa-
tion systems in order to have more comprehen-
sive information on determinants and to improve 
the ability to disaggregate information according 
to socioeconomic groups. Indonesia has added 
health modules to household expenditure and 
demographic surveys. Building in capabilities, 
across administrative database systems, to link 
health and socioeconomic data through unique 
identifi ers (national insurance numbers or census 
geo-codes) is key to socioeconomic stratifi cation 
and provides information that is usually inac-
cessible. However, this is more than a technical 
challenge. Measuring health systems’ progress 
towards equity requires an explicit deliberative 
process to identify what constitutes a fair distri-
bution of health against shortfalls and gaps that 
can be measured73. It relies on the development 
of institutional collaboration between multiple 
stakeholders to ensure that measurement and 
monitoring translates into concrete political pro-
posals for better equity and solidarity.

Creating space for civil society 
participation and empowerment
Knowledge about health inequalities can only 
be translated into political proposals if there is 
organized social demand. Demand from the com-
munities that bear the burden of existing inequi-
ties and other concerned groups in civil society 
are among the most powerful motors driving 
universal coverage reforms and efforts to reach 
the unreached and the excluded. 

The amount of grassroots advocacy to improve 
the health and welfare of populations in need has 
grown enormously in the last 30 years, mostly 
within countries, but also globally. There are 
now thousands of groups around the world, large 
and small, local and global, calling for action to 
improve the health of particularly deprived social 
groups or those suffering from specifi c health 
conditions. These groups, which were virtu-
ally non-existent in the days of the Alma-Ata, 
constitute a powerful voice of collective action. 

Box 2.6 Social policy in the city of 

Ghent, Belgium: how local authorities 

can support intersectoral collaboration 

between health and welfare 

organizations76

In 2004, a regional government decree in Flanders, Belgium, 

institutionalized the direct participation of local stakeholders 

and citizens in intersectoral collaboration on social rights. This 

now applies at the level of cities and villages in the region. In 

one of these cities, Ghent, some 450 local actors of the health 

and welfare sector have been clustered in 11 thematic forums: 

legal help; support and security of minors; services for young 

people and adolescents; child care; ethnic cultural minorities; 

people with a handicap; the elderly; housing; work and employ-

ment; people living on a “critical income”; and health.

The local authorities facilitate and support the collaboration 

of the various organizations and sectors, for example, through 

the collection and monitoring of data, information and com-

munication, access to services, and efforts to make services 

more pro-active. They are also responsible for networking 

between all the sectors with a view to improving coordination. 

They pick up the signals, bottlenecks, proposals and plans, 

and are responsible for channelling them, if appropriate, to 

the province, region, federal state or the European Union for 

translation into relevant political decisions and legislation.

A steering committee reports directly to the city council and 

integrates the work of the 11 forums. The support of the admin-

istration and a permanent working party is critical for the 

sustainability and quality of the work in the different groups. 

Participation of all stakeholders is particularly prominent in 

the health forum: it includes local hospitals, family physicians, 

primary-care services, pharmacists, mental health facilities, 

self-help groups, home care, health promotion agencies, 

academia sector, psychiatric home care, and community 

health centres.

This complex web of collaboration is showing results. Intersec-

toral coordination contributes to a more effi cient local social 

policy. For the period 2008–2013, four priority themes have 

been identifi ed in a bottom-up process: sustainable housing, 

access to health care, reduced thresholds to social rights, and 

optimization of growth and development. The yearly action plan 

operationalizes the policy through improvement projects in 

areas that include fi nancial access to health care, educational 

support, care for the homeless, and affordable and fl exible 

child care. Among the concrete realizations is the creation 

of Ghent’s “social house”, a network of service entry points 

situated in the different neighbourhoods of the city, where 

delivery of primary care is organized with special attention 

to the most vulnerable groups of people. The participating 

organizations report that the creation of the sectoral forums, 

in conjunction with the organization of intersectoral coopera-

tion, has signifi cantly improved the way social determinants 

of health are tackled in the city.
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The mobilization of groups and communities 
to address what they consider to be their most 
important health problems and health-related 
inequalities is a necessary complement to the 
more technocratic and top-down approach to 
assessing social inequalities and determining 
priorities for action.

Many of these groups have become capable 
lobbyists, for example, by gaining access to HIV/
AIDS treatment, abolishing user fees and promot-
ing universal coverage. However, these achieve-
ments should not mask the contributions that the 
direct engagement of affected communities and 
civil society organizations can have in eliminat-
ing sources of exclusion within local health serv-
ices. Costa Rica’s “bias-free framework” is one 
example among many. It has been used success-
fully to foster dialogue with and among members 
of vulnerable communities by uncovering local 
practices of exclusion and barriers to access not 
readily perceived by providers and by spurring 
action to address the underlying causes of ill-
health. Concrete results, such as the reorganiza-
tion of a maternity hospital around the people’s 
needs and expectations can transcend the local 
dimension, as was the case in Costa Rica when 
local reorganization was used as a template for 
a national effort74.

However, there is much the health system itself 
can do to mitigate the effects of social inequities 
and promote fairer access to health services at 
local level. Social participation in health action 
becomes a reality at the local level and, at times, 
it is there that intersectoral action most effectively 
engages the material and social factors that shape 
people’s health prospects, widening or reduc-
ing health equity gaps. One such example is the 
Health Action Zones in the United Kingdom, which 
were partner-based entities whose mission was to 
improve the well-being of disadvantaged groups. 
Another example is the work of the municipality 
of Barcelona, in Spain, where a set of interven-
tions, including the reform of primary care, was 
followed by health improvements in a number of 
disadvantaged groups, showing that local govern-
ments can help reduce health inequities75. 

Local action can also be the starting point for 
broader structural changes, if it feeds into rel-
evant political decisions and legislation (Box 2.6). 
Local health services have a critical role to play 
in this regard, as it is at this level that universal 
coverage and service delivery reforms meet. Pri-
mary care is the way of organizing health-care 
delivery that is best geared not only to improving 
health equity, but also to meeting people’s other 
basic needs and expectations.
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Primary care
Putting people fi rst

This chapter describes how primary care brings 

promotion and prevention, cure and care together in 

a safe, effective and socially productive way at the interface 

between the population and the health 

system. In short, what needs to be done to 

achieve this is “to put people fi rst”: to give 

balanced consideration to health and well-

being as well as to the values and capacities 

of the population and the health workers1. 

The chapter starts by describing features of 

health care that, along with effectiveness and safety, are essential 

in ensuring improved health and social outcomes. 
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These features are person-centredness, compre-
hensiveness and integration, and continuity of 
care, with a regular point of entry into the health 
system, so that it becomes possible to build an 
enduring relationship of trust between people 
and their health-care providers. The chapter 
then defi nes what this implies for the organi-
zation of health-care delivery: the necessary 
switch from specialized to generalist ambulatory 
care, with responsibility for a defi ned popula-
tion and the ability to coordinate support from 
hospitals, specialized services and civil society 
organizations.

Good care is about people
Biomedical science is, and should be, at the heart 
of modern medicine. Yet, as William Osler, one of 
its founders, pointed out, “it is much more impor-
tant to know what sort of patient has a disease 
than what sort of disease a patient has”2. Insuf-
fi cient recognition of the human dimension in 
health and of the need to tailor the health service’s 
response to the specifi city of each community and 
individual situation represent major shortcom-
ings in contemporary health care, resulting not 
only in inequity and poor social outcomes, but 
also diminishing the health outcome returns on 
the investment in health services. 

Putting people fi rst, the focus of service deliv-
ery reforms is not a trivial principle. It can require 
signifi cant – even if often simple – departures 
from business as usual. The reorganization of 
a medical centre in Alaska in the United States, 
accommodating 45 000 patient contacts per year, 
illustrates how far-reaching the effects can be. 
The centre functioned to no great satisfaction of 
either staff or clients until it decided to establish 
a direct relationship between each individual 
and family in the community and a specifi c staff 
member3. The staff were then in a position to 
know “their” patients’ medical history and under-
stand their personal and family situation. People 
were in a position to get to know and trust their 
health-care provider: they no longer had to deal 
with an institution but with their personal care-
giver. Complaints about compartmentalized and 
fragmented services abated4. Emergency room 
visits were reduced by approximately 50% and 
referrals to specialty care by 30%; waiting times 

shortened signifi cantly. With fewer “rebound” 
visits for unresolved health problems, the work-
load actually decreased and staff job satisfac-
tion improved. Most importantly, people felt that 
they were being listened to and respected – a key 
aspect of what people value about health care5,6. A 
slow bureaucratic system was thus transformed 
into one that is customer-responsive, customer-
owned and customer-driven4. 

In a very different setting, the health centres 
of Ouallam, a rural district in Niger, implemented 
an equally straightforward reorganization of 
their way of working in order to put people fi rst. 
Rather than the traditional morning curative care 
consultation and specialized afternoon clinics 
(growth monitoring, family planning, etc.), the 
full range of services was offered at all times, 
while the nurses were instructed to engage in an 
active dialogue with their patients. For example, 
they no longer waited for women to ask for con-
traceptives, but informed them, at every contact, 
about the range of services available. Within a few 
months, the very low uptake of family planning, 
previously attributed to cultural constraints, was 
a thing of the past (Figure 3.1)7. 

People’s experiences of care provided by the 
health system are determined fi rst and foremost 
by the way they are treated when they experience 
a problem and look for help: by the responsiveness 
of the health-worker interface between population 
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and health services. People value some freedom 
in choosing a health provider because they want 
one they can trust and who will attend to them 
promptly and in an adequate environment, with 
respect and confi dentiality8. 

Health-care delivery can be made more effec-
tive by making it more considerate and conve-
nient, as in Ouallam district. However, primary 
care is about more than shortening waiting 
times, adapting opening hours or getting staff 
to be more polite. Health workers have to care 
for people throughout the course of their lives, 
as individuals and as members of a family and a 
community whose health must be protected and 
enhanced9, and not merely as body parts with 
symptoms or disorders that require treating10.

The service delivery reforms advocated by the 
PHC movement aim to put people at the centre of 
health care, so as to make services more effec-
tive, effi cient and equitable. Health services that 
do this start from a close and direct relationship 
between individuals and communities and their 
caregivers. This, then, provides the basis for per-
son-centredness, continuity, comprehensiveness 
and integration, which constitute the distinctive 

features of primary care. Table 3.1 summarizes 
the differences between primary care and care 
provided in conventional settings, such as in 
clinics or hospital outpatient departments, or 
through the disease control programmes that 
shape many health services in resource-limited 
settings. The section that follows reviews these 
defi ning features of primary care, and describes 
how they contribute to better health and social 

outcomes.

The distinctive features of 
primary care

Effectiveness and safety are not just 
technical matters
Health care should be effective and safe. Pro-
fessionals as well as the general public often 
over-rate the performance of their health ser-
vices. The emergence of evidence-based medi-
cine in the 1980s has helped to bring the power 
and discipline of scientifi c evidence to health-
care decision-making11, while still taking into 
consideration patient values and preferences12. 
Over the last decade, several hundred reviews of 

Table 3.1 Aspects of care that distinguish conventional health care from people-centred primary care

Conventional ambulatory 

medical care in clinics or 

outpatient departments Disease control programmes People-centred primary care

Focus on illness and cure Focus on priority diseases Focus on health needs 

Relationship limited to the moment of 

consultation

Relationship limited to programme 

implementation

Enduring personal relationship

Episodic curative care Programme-defi ned disease control 

interventions

 

Comprehensive, continuous and person-

centred care

Responsibility limited to effective 

and safe advice to the patient at the 

moment of consultation

Responsibility for disease-control 

targets among the target population

Responsibility for the health of all in 

the community along the life cycle; 

responsibility for tackling determinants 

of ill-health

Users are consumers of the care they 

purchase

Population groups are targets of 

disease-control interventions 

People are partners in managing their 

own health and that of their community
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effectiveness have been conducted13, which have 
led to better information on the choices avail-
able to health practitioners when caring for their 
patients. 

Evidence-based medicine, however, cannot 
in itself ensure that health care is effective and 
safe. Growing awareness of the multiple ways in 
which care may be compromised is contribut-
ing to a gradual rise in standards of quality and 
safety (Box 3.1). Thus far, however, such efforts 
have concentrated disproportionately on hospital 
and specialist care, mainly in high- and middle-
income countries. The effectiveness and safety of 
generalist ambulatory care, where most interac-
tions between people and health services take 
place, has been given much less attention14. This 
is a particularly important issue in the unregu-
lated commercial settings of many developing 

countries where people often get poor value for 
money (Box 3.2)15.

Technical and safety parameters are not the 
only determinants of the outcomes of health care. 
The disappointingly low success rate in prevent-
ing mother-to-child transmission (MTCT) of HIV 
in a study in the Côte d’Ivoire (Figure 3.2) illus-
trates that other features of the organization of 
health care are equally critical – good drugs are 

Box 3.1 Towards a science and culture 

of improvement: evidence to promote 

patient safety and better outcomes 

The outcome of health care results from the balance between 

the added value of treatment or intervention, and the harm it 

causes to the patient16. Until recently, the extent of such harm 

has been underestimated. In industrialized countries, approxi-

mately 1 in 10 patients suffers harm caused by avoidable 

adverse events while receiving care17: up to 98 000 deaths per 

year are caused by such events in the United States alone18. 

Multiple factors contribute to this situation19, ranging from 

systemic faults to problems of competence, social pressure on 

patients to undergo risky procedures, to incorrect technology 

usage20. For example, almost 40% of the 16 billion injections 

administered worldwide each year are given with syringes 

and needles that are reused without sterilization14. Each year, 

unsafe injections thus cause 1.3 million deaths and almost 26 

million years of life lost, mainly because of transmission of 

hepatitis B and C, and HIV21.

Especially disquieting is the paucity of information on the 

extent and determinants of unsafe care in low- and middle-

income countries. With unregulated commercialization of care, 

weaker quality control and health resource limitations, health-

care users in low-income countries may well be even more 

exposed to the risk of unintended patient harm than patients in 

high-income countries. The World Alliance for Patient Safety22, 

among others, advocates making patients safer through sys-

temic interventions and a change in organizational culture 

rather than through the denunciation of individual health-care 

practitioners or administrators23. 

Box 3.2 When supplier-induced and 

consumer-driven demand determine 

medical advice: ambulatory care in India 

“Ms. S is a typical patient who lives in urban Delhi. There 

are over 70 private-sector medical care providers within a 

15-minute walk from her house (and virtually any household 

in her city). She chooses the private clinic run by Dr. SM and 

his wife. Above the clinic a prominent sign says “Ms. MM, 

Gold Medalist, MBBS”, suggesting that the clinic is staffed by 

a highly profi cient doctor (an MBBS is the basic degree for a 

medical doctor as in the British 2 system). As it turns out, Ms. 

MM is rarely at the clinic. We were told that she sometimes 

comes at 4 a.m. to avoid the long lines that form if people know 

she is there. We later discover that she has “franchised” her 

name to a number of different clinics. Therefore, Ms. S sees 

Dr. SM and his wife, both of whom were trained in traditional 

Ayurvedic medicine through a six-month long-distance course. 

The doctor and his wife sit at a small table surrounded, on one 

side, by a large number of bottles full of pills, and on the other, 

a bench with patients on them, which extends into the street. 

Ms. S sits at the end of this bench. Dr. SM and his wife are the 

most popular medical care providers in the neighbourhood, 

with more than 200 patients every day. The doctor spends an 

average of 3.5 minutes with each patient, asks 3.2 questions, 

and performs an average of 2.5 examinations. Following the 

diagnosis, the doctor takes two or three different pills, crushes 

them using a mortar and pestle, and makes small paper pack-

ets from the resulting powder which he gives to Ms. S and 

asks her to take for two or three days. These medicines usually 

include one antibiotic and one analgesic and anti-infl ammatory 

drug. Dr. SM tells us that he constantly faces unrealistic patient 

expectations, both because of the high volume of patients and 

their demands for treatments that even Dr. SM knows are 

inappropriate. Dr. SM and his wife seem highly motivated to 

provide care to their patients and even with a very crowded 

consultation room they spend more time with their patients 

than a public sector doctor would. However, they are not bound 

by their knowledge […] and instead deliver health care like 

the crushed pills in a paper packet, which will result in more 

patients willing to pay more for their services”24. 
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not enough. How services deal with people is also 
vitally important. Surveys in Australia, Canada, 
Germany, New Zealand, the United Kingdom and 
the United States show that a high number of 
patients report safety risks, poor care coordina-
tion and defi ciencies in care for chronic condi-
tions25. Communication is often inadequate and 
lacking in information on treatment schedules. 
Nearly one in every two patients feels that doctors 
only rarely or never asked their opinion about 
treatment. Patients may consult different provid-
ers for related or even for the same conditions 
which, given the lack of coordination among these 

providers, results in duplication and contradic-
tions25. This situation is similar to that reported 
in other countries, such as Ethiopia26, Pakistan27 
and Zimbabwe28.

There has, however, been progress in recent 
years. In high-income countries, confrontation 
with chronic disease, mental health problems, 
multi-morbidity and the social dimension of dis-
ease has focused attention on the need for more 
comprehensive and person-centred approaches 
and continuity of care. This resulted not only 
from client pressure, but also from profession-
als who realized the critical importance of such 

Figure 3.2 Lost opportunities for prevention of mother-to-child transmission of HIV (MTCT) in  
 Côte d’Ivoire29: only a tiny fraction of the expected transmissions are 
 actually prevented
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features of care in achieving better outcomes for 
their patients. Many health professionals have 
begun to appreciate the limitations of narrow 
clinical approaches, for example, to cardiovascu-
lar disease. As a result there has been a welcome 
blurring of the traditional boundaries between 
curative care, preventive medicine and health 
promotion. 

In low-income countries, this evolution is also 
visible. In recent years, many of the programmes 
targeting infectious disease priorities have given 
careful consideration to comprehensiveness, 
continuity and patient-centredness. Maternal 
and child health services have often been at the 
forefront of these attempts, organizing a con-
tinuum of care and a comprehensive approach. 
This process has been consolidated through the 
joint UNICEF/WHO Integrated Management of 
Childhood Illness initiatives30. Their experience 
with programmes such as the WHO’s Extended 
Programme for Immunization has put health pro-
fessionals in many developing countries a step 
ahead compared to their high-income country 
colleagues, as they more readily see themselves 
responsible not just for patients, but also for 
population coverage. More recently, HIV/AIDS 
programmes have drawn the attention of pro-
viders and policy-makers to the importance of 
counselling, continuity of care, the complemen-
tarity of prevention, treatment and palliation and 
critically, to the value of empathy and listening 
to patients. 

Understanding people: 
person-centred care 
When people are sick they are a great deal less 
concerned about managerial considerations of 
productivity, health targets, cost-effectiveness 
and rational organization than about their own 
predicament. Each individual has his or her own 
way of experiencing and coping with health prob-
lems within their specifi c life circumstances31. 
Health workers have to be able to handle that 
diversity. For health workers at the interface 
between the population and the health services, 
the challenge is much more complicated than for 
a specialized referral service: managing a well-
defi ned disease is a relatively straightforward 
technical challenge. Dealing with health prob-
lems, however, is complicated as people need to 

be understood holistically: their physical, emo-
tional and social concerns, their past and their 
future, and the realities of the world in which they 
live. Failure to deal with the whole person in their 
specifi c familial and community contexts misses 
out on important aspects of health that do not 
immediately fi t into disease categories. Partner 
violence against women (Box 3.3), for example, 
can be detected, prevented or mitigated by health 
services that are suffi ciently close to the com-
munities they serve and by health workers who 
know the people in their community. 

People want to know that their health worker 
understands them, their suffering and the con-
straints they face. Unfortunately, many provid-
ers neglect this aspect of the therapeutic rela-
tion, particularly when they are dealing with 
disadvantaged groups. In many health services, 
responsiveness and person-centredness are 
treated as luxury goods to be handed out only 
to a selected few. 

Over the last 30 years, a considerable body 
of research evidence has shown that person-
centredness is not only important to relieve 
the patient’s anxiety but also to improve the 
provider’s job satisfaction50. The response to 
a health problem is more likely to be effective 
if the provider understands its various dimen-
sions51. For a start, simply asking patients how 
they feel about their illness, how it affects their 
lives, rather than focusing only on the disease, 
results in measurably increased trust and com-
pliance52 that allows patient and provider to 
fi nd a common ground on clinical management, 
and facilitates the integration of prevention and 
health promotion in the therapeutic response50,51. 
Thus, person-centredness becomes the “clinical 
method of participatory democracy”53, measur-
ably improving the quality of care, the success of 
treatment and the quality of life of those benefi t-
ing from such care (Table 3.2).

In practice, clinicians rarely address their 
patients’ concerns, beliefs and understanding 
of illness, and seldom share problem manage-
ment options with them58. They limit themselves 
to simple technical prescriptions, ignoring the 
complex human dimensions that are critical to 
the appropriateness and effectiveness of the care 
they provide59.
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Thus, technical advice on lifestyle, treat-
ment schedule or referral all too often neglects 
not only the constraints of the environment in 
which people live, but also their potential for self-
help in dealing with a host of health problems 
ranging from diarrhoeal disease60 to diabetes 
management61. Yet, neither the nurse in Niger’s 
rural health centre nor the general practitioner 
in Belgium can, for example, refer a patient to 
hospital without negotiating62,63: along with medi-
cal criteria, they have to take into account the 
patient’s values, the family’s values, and their 
lifestyle and life perspective64.

Few health providers have been trained for 
person-centred care. Lack of proper preparation 
is compounded by cross-cultural confl icts, social 
stratifi cation, discrimination and stigma63. As a 
consequence, the considerable potential of people 
to contribute to their own health through life-
style, behaviour and self-care, and by adapting 

Table 3.2 Person-centredness: evidence of its 

contribution to quality of care and better outcomes

Improved treatment intensity and quality of life − Ferrer 

(2005)54

Better understanding of the psychological aspects of a 

patient's problems − Gulbrandsen (1997)55

Improved satisfaction with communication − 

Jaturapatporn (2007)56

Improved patient confi dence regarding sensitive 

problems − Kovess-Masféty (2007)57

Increased trust and treatment compliance − Fiscella 

(2004)52

Better integration of preventive and promotive care − 

Mead (1982)50

Box 3.3 The health-care response to partner violence against women

Intimate partner violence has numerous well-documented consequences for women’s health (and for the health of their children), including 

injuries, chronic pain syndromes, unintended and unwanted pregnancies, pregnancy complications, sexually transmitted infections and 

a wide range of mental health problems32,33,34,35,36,37. Women suffering from violence are frequent health-care users 38,39.

Health workers are, therefore, well placed to identify and provide care to the victims of violence, including referral for psychosocial, 

legal and other support. Their interventions can reduce the impact of violence on a woman’s health and well-being, and that of her 

children, and can also help prevent further violence. 

Research has shown that most women think health-care providers should ask about violence40. While they do not expect them to solve 

their problem, they would like to be listened to and treated in a non-judgemental way and get the support they need to take control over 

their decisions. Health-care providers often fi nd it diffi cult to ask women about violence. They lack the time and the training and skills 

to do it properly, and are reluctant to be involved in judicial proceedings.

The most effective approach for health providers to use when responding to violence is still a matter of debate41. They are generally 

advised to ask all women about intimate partner abuse as a routine part of any health assessment, usually referred to as “screening” 

or routine enquiry42. Several reviews found that this technique increased the rate of identifi cation of women experiencing violence in 

antenatal and primary-care clinics, but there was little evidence that this was sustained40, or was effective in terms of health outcomes43. 

Among women who have stayed in shelters, there is evidence that those who received a specifi c counselling and advocacy service 

reported a lower rate of re-abuse and an improved quality of life44. Similarly, among women experiencing violence during pregnancy, 

those who received “empowerment counselling” reported improved functioning and less psychological and non-severe physical abuse, 

and had lower postnatal depression scores45.

While there is still no consensus on the most effective strategy, there is growing agreement that health services should aim to identify 

and support women experiencing violence46, and that health-care providers should be well educated about these issues, as they are 

essential in building capacity and skills. Health-care providers should, as a minimum, be informed about violence against women, its 

prevalence and impact on health, when to suspect it and how to best respond. Clearly, there are technical dimensions to this. For example, 

in the case of sexual assault, providers need to be able to provide the necessary treatment and care, including provision of emergency 

contraception and prophylaxis for sexually transmitted infections, including HIV where relevant, as well as psychosocial support. There 

are other dimensions too: health workers need to be able to document any injuries as completely and carefully as possible47,48,49 and 

they need to know how to work with communities – in particular with men and boys – on changing attitudes and practices related to 

gender inequality and violence. 
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professional advice optimally to their life circum-
stances is underutilized. There are numerous, 
albeit often missed, opportunities to empower 
people to participate in decisions that affect 
their own health and that of their families (Box 
3.4). They require health-care providers who 
can relate to people and assist them in making 
informed choices. The current payment systems 
and incentives in community health-care deliv-
ery often work against establishing this type of 
dialogue65. Confl icts of interest between provider 
and patient, particularly in unregulated commer-
cial settings, are a major disincentive to person-
centred care. Commercial providers may be more 
courteous and client-friendly than in the average 
health centre, but this is no substitute for person-
centredness.

Comprehensive and integrated responses
The diversity of health needs and challenges that 
people face does not fi t neatly into the discrete 
diagnostic categories of textbook promotive, pre-
ventive, curative or rehabilitative care78,79. They 
call for the mobilization of a comprehensive range 
of resources that may include health promotion 
and prevention interventions as well as diagnosis 
and treatment or referral, chronic or long-term 
home care, and, in some models, social services80. 
It is at the entry point of the system, where people 

fi rst present their problem, that the need for a 
comprehensive and integrated offer of care is 
most critical. 

Comprehensiveness makes managerial and 
operational sense and adds value (Table 3.3). 
People take up services more readily if they know 
a comprehensive spectrum of care is on offer. 
Moreover, it maximizes opportunities for preven-
tive care and health promotion while reducing 
unnecessary reliance on specialized or hospital 
care81. Specialization has its comforts, but the 
fragmentation it induces is often visibly counter-
productive and ineffi cient: it makes no sense to 
monitor the growth of children and neglect the 
health of their mothers (and vice versa), or to treat 
someone’s tuberculosis without considering their 
HIV status or whether they smoke.

Table 3.3 Comprehensiveness: evidence of its 

contribution to quality of care and better outcomes 

Better health outcomes − Forrest (1996)82, Chande 

(1996)83, Starfi eld (1998)84

Increased uptake of disease-focused preventive care 

(e.g. blood pressure screen, mammograms, pap smears) 

− Bindman (1996)85

Fewer patients admitted for preventable complications of 

chronic conditions − Shea (1992)86

Box 3.4 Empowering users to contribute to their own health

Families can be empowered to make choices that are relevant to their health. Birth and emergency plans66, for example, are based on 

a joint examination between the expectant mother and health staff − well before the birth − of her expectations regarding childbirth. 

Issues discussed include where the birth will take place, and how support for care of the home and any other children will be organized 

while the woman is giving birth. The discussion can cover planning for expenses, arrangements for transport and medical supplies, as 

well as identifi cation of a compatible blood donor in case of haemorrhage. Such birth plans are being implemented in countries as diverse 

as Egypt, Guatemala, Indonesia, the Netherlands and the United Republic of Tanzania. They constitute one example of how people can 

participate in decisions relating to their health in a way that empowers them67. Empowerment strategies can improve health and social 

outcomes through several pathways; the condition for success is that they are embedded in local contexts and based on a strong and 

direct relationship between people and their health workers68. The strategies can relate to a variety of areas, as shown below:

developing household capacities to stay healthy, make healthy decisions and respond to emergencies − France’s self-help organization  

of diabetics69, South Africa’s family empowerment and parent training programmes70, the United Republic of Tanzania’s negotiated 

treatment plans for safe motherhood71, and Mexico’s active ageing programme72;

increasing citizens’ awareness of their rights, needs and potential problems − Chile’s information on entitlements 73 and Thailand’s 

Declaration of Patients’ Rights74;

strengthening linkages for social support within communities and with the health system − support and advice to family caregivers  

dealing with dementia in developing country settings75, Bangladesh’s rural credit programmes and their impact on care-seeking 

behaviour76, and Lebanon’s neighbourhood environment initiatives77.
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That does not mean that entry-point health 
workers should solve all the health problems 
that are presented there, nor that all health pro-
grammes always need to be delivered through 
a single integrated service-delivery point. Nev-
ertheless, the primary-care team has to be able 
to respond to the bulk of health problems in the 
community. When it cannot do so, it has to be 
able to mobilize other resources, by referring or 
by calling for support from specialists, hospitals, 
specialized diagnostic and treatment centres, 
public-health programmes, long-term care ser-
vices, home-care or social services, or self-help 
and other community organizations. This cannot 
mean giving up responsibility: the primary-care 
team remains responsible for helping people to 
navigate this complex environment.

Comprehensive and integrated care for the 
bulk of the assorted health problems in the com-
munity is more effi cient than relying on separate 
services for selected problems, partly because it 
leads to a better knowledge of the population and 
builds greater trust. One activity reinforces the 
other. Health services that offer a comprehensive 
range of services increase the uptake and cover-
age of, for example, preventive programmes, such 
as cancer screening or vaccination (Figure 3.3). 
They prevent complications and improve health 
outcomes. 

Comprehesive services also facilitate early 
detection and prevention of problems, even in the 
absence of explicit demand. There are individuals 
and groups who could benefi t from care even if 
they express no explicit spontaneous demand, as 
in the case of women attending the health centres 
in Ouallam district, Niger, or people with undiag-
nosed high blood pressure or depression. Early 
detection of disease, preventive care to reduce 
the incidence of poor health, health promotion 
to reduce risky behaviour, and addressing social 
and other determinants of health all require the 
health service to take the initiative. For many 
problems, local health workers are the only ones 
who are in a position to effectively address prob-
lems in the community: they are the only ones, 
for example, in a position to assist parents with 
care in early childhood development, itself an 
important determinant of later health, well-being 
and productivity87. Such interventions require 
proactive health teams offering a comprehensive 

range of services. They depend on a close and 
trusting relationship between the health services 
and the communities they serve, and, thus, on 
health workers who know the people in their 
community88.

Continuity of care
Understanding people and the context in which 
they live is not only important in order to pro-
vide a comprehensive, person-centred response, 
it also conditions continuity of care. Providers 
often behave as if their responsibility starts when 
a patient walks in and ends when they leave the 
premises. Care should not, however, be limited to 
the moment a patient consults nor be confi ned to 
the four walls of the consultation room. Concern 
for outcomes mandates a consistent and coherent 
approach to the management of the patient’s prob-
lem, until the problem is resolved or the risk that 
justifi ed follow-up has disappeared. Continuity 
of care is an important determinant of effective-
ness, whether for chronic disease management, 
reproductive health, mental health or for making 
sure children grow up healthily (Table 3.4).

Figure 3.3 More comprehensive health centres have better   
 vaccination coveragea,b

DPT3 vaccination coverage (%)

Facility performance score

0
20% health centres 
with lowest overall 

performance

a 
Total 1227 health centres, covering a population of 16 million people.

b 
Vaccination coverage was not included in the assessment of overall health-centre 

performance across a range of services.
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capitation or by fee-for-episode, out-of-pocket 
fee-for-service payment is a common deterrent, 
not only to access, but also to continuity of care107. 
In Singapore, for example, patients were formerly 
not allowed to use their health savings account 
(Medisave) for outpatient treatment, resulting 
in patient delays and lack of treatment compli-
ance for the chronically ill. This had become so 
problematic that regulations were changed. Hos-
pitals are now encouraged to transfer patients 
with diabetes, high blood pressure, lipid disorder 
and stroke to registered general practitioners, 
with Medisave accounts covering ambulatory 
care108. 

Other barriers to continuity include treatment 
schedules requiring frequent clinic attendance 
that carry a heavy cost in time, travel expenses 
or lost wages. They may be ill-understood and 
patient motivation may be lacking. Patients may 
get lost in the complicated institutional environ-
ment of referral hospitals or social services. Such 
problems need to be anticipated and recognized 
at an early stage. The effort required from health 
workers is not negligible: negotiating the modali-
ties of the treatment schedule with the patients 
so as to maximize the chances that it can be 
completed; keeping registries of clients with 
chronic conditions; and creating communication 
channels through home visits, liaison with com-
munity workers, telephonic reminders and text 
messages to re-establish interrupted continuity. 
These mundane tasks often make the difference 
between a successful outcome and a treatment 
failure, but are rarely rewarded. They are much 
easier to implement when patient and caregiver 
have clearly identifi ed how and by whom follow-
up will be organized.

A regular and trusted provider as 
entry point 
Comprehensiveness, continuity and person-cen-
tredness are critical to better health outcomes.
They all depend on a stable, long-term, per-
sonal relationship (a feature also cal led 
“longitudinality”84) between the population and 
the professionals who are their entry point to the 
health system. 

Most ambulatory care in conventional settings 
is not organized to build such relationships. The 

Table 3.4 Continuity of care: evidence of its 

contribution to quality of care and better outcomes

Lower all-cause mortality − Shi (2003)90, Franks 

(1998)91, Villalbi (1999)92, PAHO (2005)93

Better access to care − Weinick (2000)94, Forrest 

(1998)95

Less re-hospitalization − Weinberger (1996)96 

Fewer consultations with specialists − Woodward 

(2004)97

Less use of emergency services − Gill (2000)98

Better detection of adverse effects of medical 

interventions − Rothwell (2005)99, Kravitz (2004)100

Continuity of care depends on ensuring con-
tinuity of information as people get older, when 
they move from one residence to another, or when 
different professionals interact with one particu-
lar individual or household. Access to medical 
records and discharge summaries, electronic, 
conventional or client-held, improves the choice 
of the course of treatment and of coordination 
of care. In Canada, for example, one in seven 
people attending an emergency department had 
medical information missing that was very likely 
to result in patient harm101. Missing information 
is a common cause of delayed care and uptake 
of unnecessary services102. In the United States, 
it is associated with 15.6% of all reported errors 
in ambulatory care103. Today’s information and 
communication technologies, albeit under-
utilized, gives unprecedented possibilities to 
improve the circulation of medical information 
at an affordable cost104, thus enhancing continu-
ity, safety and learning (Box 3.5). Moreover, it is 
no longer the exclusive privilege of high-resource 
environments, as the Open Medical Record Sys-
tem demonstrates: electronic health records 
developed through communities of practice and 
open-source software are facilitating continuity 
and quality of care for patients with HIV/AIDS in 
many low-income countries105.

Better patient records are necessary but not 
suffi cient. Health services need to make active 
efforts to minimize the numerous obstacles to 
continuity of care. Compared to payment by 
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busy, anonymous and technical environment of 
hospital outpatient departments, with their many 
specialists and sub-specialists, produce mechani-
cal interactions between nameless individuals 
and an institution – not people-centred care. 
Smaller clinics are less anonymous, but the care 
they provide is often more akin to a commercial 
or administrative transaction that starts and 
ends with the consultation than to a responsive 
problem-solving exercise. In this regard, private 
clinics do not perform differently than public 
health centres64. In the rural areas of low-income 
countries, governmental health centres are usu-
ally designed to work in close relationship with 
the community they serve. The reality is often 
different. Earmarking of resources and staff for 
selected programmes is increasingly leading to 
fragmentation109, while the lack of funds, the 

pauperization of the health staff and rampant 
commercialization makes building such relation-
ships diffi cult110. There are many examples to the 
contrary, but the relationship between providers 
and their clients, particularly the poorer ones, is 
often not conducive to building relationships of 
understanding, empathy and trust62. 

Building enduring relationships requires time. 
Studies indicate that it takes two to fi ve years 
before its full potential is achieved84 but, as the 
Alaska health centre mentioned at the beginning 
of this chapter shows, it drastically changes the 
way care is being provided. Access to the same 
team of health-care providers over time fos-
ters the development of a relationship of trust 
between the individual and their health-care pro-
vider97,111,112. Health professionals are more likely 
to respect and understand patients they know 

Box 3.5 Using information and communication technologies to improve access, quality and 

effi ciency in primary care

Information and communication technologies enable people in remote and underserved areas to have access to services and expertise 

otherwise unavailable to them, especially in countries with uneven distribution or chronic shortages of physicians, nurses and health 

technicians or where access to facilities and expert advice requires travel over long distances. In such contexts, the goal of improved 

access to health care has stimulated the adoption of technology for remote diagnosis, monitoring and consultation. Experience in Chile 

of immediate transmission of electrocardiograms in cases of suspected myocardial infarction is a noteworthy example: examination 

is carried out in an ambulatory setting and the data are sent to a national centre where specialists confi rm the diagnosis via fax or 

e-mail. This technology-facilitated consultation with experts allows rapid response and appropriate treatment where previously it 

was unavailable. The Internet is a key factor in its success, as is the telephone connectivity that has been made available to all health 

facilities in the country. 

A further benefi t of using information and communication technologies in primary-care services is the improved quality of care. Health-

care providers are not only striving to deliver more effective care, they are also striving to deliver safer care. Tools, such as electronic 

health records, computerized prescribing systems and clinical decision aids, support practitioners in providing safer care in a range 

of settings. For example, in a village in western Kenya, electronic health records integrated with laboratory, drug procurement and 

reporting systems have drastically reduced clerical labour and errors, and have improved follow-up care.

As the costs of delivering health care continue to rise, information and communication technologies provide new avenues for personal-

ized, citizen-centred and home-centred care. Towards this end, there has been signifi cant investment in research and development of 

consumer-friendly applications. In Cape Town, South Africa, an “on cue compliance service” takes the names and mobile telephone 

numbers of patients with tuberculosis (supplied by a clinic) and enters them into a database. Every half an hour, the on cue server 

reads the database and sends personalized SMS messages to the patients, reminding them to take their medication. The technology 

is low-cost and robust. Cure and completion rates are similar to those of patients receiving clinic-based DOTS, but at lower cost to 

both clinic and patient, and in a way that interferes much less with everyday life than the visits to the clinic106. In the same concept of 

supporting lifestyles linked to primary care, network devices have become a key element of an innovative community programme in 

the Netherlands, where monitoring and communication devices are built into smart apartments for senior citizens. This system reduces 

clinic visits and facilitates living independently with chronic diseases that require frequent checks and adjustment of medications. 

Many clinicians who want to promote health and prevent illness are placing high hopes in the Internet as the place to go for health advice 

to complement or replace the need to seek the advice of a health professional. New applications, services and access to information 

have permanently altered the relationships between consumers and health professionals, putting knowledge directly into people’s 

own hands.
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well, which creates more positive interaction and 
better communication113. They can more readily 
understand and anticipate obstacles to continuity 
of care, follow up on the progress and assess how 
the experience of illness or disability is affect-
ing the individual’s daily life. More mindful of 
the circumstances in which people live, they can 
tailor care to the specifi c needs of the person and 
recognize health problems at earlier stages. 

This is not merely a question of building trust 
and patient satisfaction, however important these 
may be114,115. It is worthwhile because it leads to 
better quality and better outcomes (Table 3.5). 
People who use the same source of care for most 
of their health-care needs tend to comply better 
with advice given, rely less on emergency ser-
vices, require less hospitalization and are more 
satisfi ed with care98 116,117,118. Providers save con-
sultation time, reduce the use of laboratory tests 
and costs95,119,120, and increase uptake of preven-
tive care121. Motivation improves through the 
social recognition built up by such relationships. 
Still, even dedicated health professionals will not 
seize all these opportunities spontaneously122,123. 

The interface between the population and their 
health services needs to be designed in a way that 
not only makes this possible, but also the most 
likely course of action.

Organizing primary-care networks
A health service that provides entry point ambu-
latory care for health- and health-related prob-
lems should, thus, offer a comprehensive range 
of integrated diagnostic, curative, rehabilitative 
and palliative services. In contrast to most con-
ventional health-care delivery models, the offer 
of services should include prevention and promo-
tion as well as efforts to tackle determinants of 
ill-health locally. A direct and enduring relation-
ship between the provider and the people in the 
community served is essential to be able to take 
into account the personal and social context of 
patients and their families, ensuring continuity 
of care over time as well as across services. 

In order for conventional health services to 
be transformed into primary care, i.e. to ensure 
that these distinctive features get due promi-
nence, they must reorganized. A precondition 
is to ensure that they become directly and per-
manently accessible, without undue reliance on 
out-of-pocket payments and with social protec-
tion offered by universal coverage schemes. But 
another set of arrangements is critical for the 
transformation of conventional care – ambu-
latory- and institution-based, generalist and 
specialist – into local networks of primary-care 
centres135,136,137,138,139,140 : 

bringing care closer to people, in settings in  

close proximity and direct relationship with 
the community, relocating the entry point to 
the health system from hospitals and special-
ists to close-to-client generalist primary-care 
centres; 
giving primary-care providers the responsibil- 

ity for the health of a defi ned population, in its 
entirety: the sick and the healthy, those who 
choose to consult the services and those who 
choose not to do so;
strengthening primary-care providers’ role as  

coordinators of the inputs of other levels of 
care by giving them administrative authority 
and purchasing power. 

Table 3.5 Regular entry point: evidence of its 

contribution to quality of care and better outcomes

Increased satisfaction with services − Weiss (1996)116, 

Rosenblatt (1998)117, Freeman (1997)124, Miller (2000)125

Better compliance and lower hospitalization rate − Weiss 

(1996)116, Rosenblatt (1998)117, Freeman (1997)124, 

Mainous (1998)126

Less use of specialists and emergency services − 

Starfi eld (1998)82, Parchman (1994)127, Hurley (1989)128, 

Martin (1989)129, Gadomski (1998)130 

Fewer consultations with specialists − Hurley (1989)128, 

Martin (1989)129

More effi cient use of resources − Forrest (1996)82, 

Forrest (1998)95, Hjortdahl (1991)131, Roos (1998)132

Better understanding of the psychological aspects of a 

patient's problem − Gulbrandsen (1997)55

Better uptake of preventive care by adolescents − Ryan 

(2001)133

Protection against over-treatment − Schoen (2007)134
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Bringing care closer to the people
A fi rst step is to relocate the entry point to the 
health system from specialized clinics, hospital 
outpatient departments and emergency services, 
to generalist ambulatory care in close-to-client 
settings. Evidence has been accumulating that 
this transfer carries measurable benefi ts in terms 
of relief from suffering, prevention of illness and 
death, and improved health equity. These fi nd-
ings hold true in both national and cross-national 
studies, even if all of the distinguishing features 
of primary care are not fully realized31.

Generalist ambulatory care is more likely or 
as likely to identify common life-threatening 
conditions as specialist care141,142. Generalists 
adhere to clinical practice guidelines to the same 
extent as specialists143, although they are slower 
to adopt them144,145. They prescribe fewer inva-
sive interventions146,147,148,149, fewer and shorter 
hospitalizations127,133,149 and have a greater focus 
on preventive care133,150. This results in lower 
overall health-care costs82 for similar health 
outcomes146,151,152,153,154,155 and greater patient 
satisfaction125,150,156. Evidence from comparisons 
between high-income countries shows that higher 
proportions of generalist professionals work-
ing in ambulatory settings are associated with 
lower overall costs and higher quality rankings157. 
Conversely, countries that increase reliance on 
specialists have stagnating or declining health 
outcomes when measured at the population 

level, while fragmentation of care exacerbates 
user dissatisfaction and contributes to a growing 
divide between health and social services157,158,159. 
Information on low- and middle-income countries 
is harder to obtain160, but there are indications 
that patterns are similar. Some studies estimate 
that in Latin America and the Caribbean more 
reliance on generalist care could avoid one out of 
two hospital admissions161. In Thailand, general-
ist ambulatory care outside a hospital context 
has been shown to be more patient-centred and 
responsive as well as cheaper and less inclined 
to over-medicalization162 (Figure 3.4).

 The relocation of the entry point into the sys-
tem from specialist hospital to generalist ambula-
tory care creates the conditions for more compre-
hensiveness, continuity and person-centredness. 
This amplifi es the benefi ts of the relocation. It 
is particularly the case when services are orga-
nized as a dense network of small, close-to-client 
service delivery points. This makes it easier to 
have teams that are small enough to know their 
communities and be known by them, and stable 
enough to establish an enduring relationship. 
These teams require relational and organiza-
tional capacities as much as the technical com-
petencies to solve the bulk of health problems 
locally.

Responsibility for a well-identifi ed 
population
In conventional ambulatory care, the provider 
assumes responsibility for the person attending 
the consultation for the duration of the consul-
tation and, in the best of circumstances, that 
responsibility extends to ensuring continuity of 
care. This passive, response-to-demand approach 
fails to help a considerable number of people who 
could benefi t from care. There are people who, 
for various reasons, are, or feel, excluded from 
access to services and do not take up care even 
when they are in need. There are people who suf-
fer illness but delay seeking care. Others present 
risk factors and could benefi t from screening or 
prevention programmes (e.g. for cervical cancer 
or for childhood obesity), but are left out because 
they do not consult: preventive services that are 
limited to service users often leave out those 
most in need163. A passive, response-to-demand 
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Figure 3.4 Inappropriate investigations prescribed for simulated patients  
 presenting with a minor stomach complaint, Thailanda,b,162

a 
Observation made in 2000, before introduction of Thailand’s universal coverage scheme.

b 
Cost to the patient, including doctor’s fees, drugs, laboratory and technical investigations.
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approach has a second untoward consequence: it 
lacks the ambition to deal with local determinants 
of ill-health – whether social, environmental or 
work-related. All this represents lost opportuni-
ties for generating health: providers that only 
assume responsibility for their customers con-
centrate on repairing rather than on maintaining 
and promoting health. 

The alternative is to entrust each primary-care 
team with the explicit responsibility for a well-
defi ned community or population. They can then 
be held accountable, through administrative mea-
sures or contractual arrangements, for providing 
comprehensive, continuous and person-centred 
care to that population, and for mobilizing a 
comprehensive range of support services – from 
promotive through to palliative. The simplest 
way of assigning responsibility is to identify the 
community served on the basis of geographical 
criteria – the classic approach in rural areas. The 
simplicity of geographical assignment, however, 
is deceptive. It follows an administrative, public 
sector logic that often has problems adapting to 
the emergence of a multitude of other providers. 
Furthermore, administrative geography may not 
coincide with sociological reality, especially in 
urban areas. People move around and may work 
in a different area than where they live, making 
the health unit closest to home actually an incon-
venient source of care. More importantly, people 
value choice and may resent an administrative 
assignment to a particular health unit. Some 
countries fi nd geographical criteria of proxim-
ity the most appropriate to defi ne who fi ts in the 
population of responsibility, others rely on active 
registration or patient lists. The important point 
is not how but whether the population is well 
identifi ed and mechanisms exist to ensure that 
nobody is left out. 

Once such explicit comprehensive responsibili-
ties for the health of a well-identifi ed and defi ned 
population are assigned, with the related fi nan-
cial and administrative accountability mecha-
nisms, the rules change.

The primary-care team has to broaden the  

portfolio of care it offers, developing activities 
and programmes that can improve outcomes, 
but which they might otherwise neglect164. This 
sets the stage for investment in prevention and 

promotion activities, and for venturing into 
areas that are often overlooked, such as health 
in schools and in the workplace. It forces the 
primary-care team to reach out to and work 
with organizations and individuals within the 
community: volunteers and community health 
workers who act as the liaison with patients or 
animate grassroots community groups, social 
workers, self-help groups, etc.
It forces the team to move out of the four walls  

of their consultation room and reach out to 
the people in the community. This can bring 
signifi cant health benefi ts. For example, large-
scale programmes, based on home-visits and 
community animation, have been shown to be 
effective in reducing risk factors for neonatal 
mortality and actual mortality rates. In the 
United States, such programmes have reduced 
neonatal mortality by 60% in some settings165. 
Part of the benefi t is due to better uptake of 
effective care by people who would otherwise 
remain deprived. In Nepal, for example, the 
community dynamics of women’s groups led 
to the better uptake of care, with neonatal and 
maternal mortality lower than in control com-
munities by 29% and 80%, respectively166. 
It forces the team to take targeted initiatives,  

in collaboration with other sectors, to reach 
the excluded and the unreached and tackle 
broader determinants of ill-health. As Chapter 
2 has shown, this is a necessary complement to 
establishing universal coverage and one where 
local health services play a vital role. The 2003 
heatwave in western Europe, for example, 
highlighted the importance of reaching out to 
the isolated elderly and the dramatic conse-
quences of failing to do so: an excess mortality 
of more than 50 000 people167. 

For people and communities, formal links with 
an identifi able source of care enhance the likeli-
hood that long-term relationships will develop; 
that services are encouraged to pay more atten-
tion to the defi ning features of primary care; and 
that lines of communication are more intelligible. 
At the same time, coordination linkages can be 
formalized with other levels of care – specialists, 
hospitals or other technical services – and with 
social services. 



55

Chapter 3. Primary care: putting people fi rst

The primary-care team as a hub 
of coordination 
Primary-care teams cannot ensure comprehen-
sive responsibility for their population without 
support from specialized services, organizations 
and institutions that are based outside the com-
munity served. In resource-constrained circum-
stances, these sources of support will typically 
be concentrated in a “fi rst referral level district 
hospital”. Indeed, the classic image of a health-
care system based on PHC is that of a pyramid 
with the district hospital at the top and a set of 
(public) health centres that refer to the higher 
authority. 

In conventional settings, ambulatory care pro-
fessionals have little say in how hospitals and 
specialized services contribute – or fail to con-
tribute – to the health of their patients, and feel 
little inclination to reach out to other institutions 
and stakeholders that are relevant to the health 
of the local community. This changes if they are 
entrusted with responsibility for a defi ned popu-
lation and are recognized as the regular point of 

entry for that population. As health-care networks 
expand, the health-care landscape becomes far 
more crowded and pluralistic. More resources 
allow for diversifi cation: the range of specialized 
services that comes within reach may include 
emergency services, specialists, diagnostic 
infrastructure, dialysis centres, cancer screen-
ing, environmental technicians, long-term care 
institutions, pharmacies, etc. This represents 
new opportunities, provided the primary-care 
teams can assist their community in making the 
best use of that potential, which is particularly 
critical to public health, mental health and long-
term care168. 

The coordination (or gatekeeping) role this 
entails effectively transforms the primary-care 
pyramid into a network, where the relations 
between the primary-care team and the other 
institutions and services are no longer based only 
on top-down hierarchy and bottom-up referral, 
but on cooperation and coordination (Figure 3.5). 
The primary-care team then becomes the media-
tor between the community and the other levels 
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of the health system, helping people navigate the 
maze of health services and mobilizing the sup-
port of other facilities by referring patients or 
calling on the support of specialized services. 

This coordination and mediation role also 
extends to collaboration with other types of 
organizations, often nongovernmental. These 
can provide signifi cant support to local primary 
care. They can help ensure that people know what 
they are entitled to and have the information to 
avoid substandard providers169,170. Independent 
ombudsman structures or consumer organiza-
tions can help users handle complaints. Most 
importantly, there is a wealth of self-help and 
mutual support associations for diabet ics, people 
living with handicaps and chronic diseases that 
can help people to help themselves171. In the 
United States alone, more than fi ve million people 
belong to mutual help groups while, in recent 
years, civil society organizations dealing with 
health and health-related issues, from self-help 
to patient’s rights, have been mushrooming in 
many low- and middle-income countries. These 
groups do much more than just inform patients. 
They help people take charge of their own situ-
ation, improve their health, cope better with ill-
health, increase self-confi dence and diminish 
over-medicalization172. Primary-care teams can 
only be strengthened by reinforcing their link-
ages with such groups. 

Where primary-care teams are in a posi-
tion to take on this coordinator role, their work 
becomes more rewarding and attractive, while 
the overall effects on health are positive. Reliance 
on specialists and hospitalization is reduced by 
fi ltering out unnecessary uptake, whereas patient 
delay is reduced for those who do need refer-
ral care, the duration of their hospitalization is 
shortened, and post-hospitalization follow-up is 
improved83,128,129. 

The coordination function provides the institu-
tional framework for mobilizing across sectors to 
secure the health of local communities. It is not an 
optional extra but an essential part of the remit of 
primary-care teams. This has policy implications: 
coordination will remain wishful thinking unless 
the primary-care team has some form of either 
administrative or fi nancial leverage. Coordina-
tion also depends on the different institutions’ 

recognition of the key role of the primary-care 
teams. Current professional education systems, 
career structure and remuneration mechanisms 
most often give signals to the contrary. Reversing 
these well-entrenched disincentives to primary 
care requires strong leadership. 

Monitoring progress
The switch from conventional to primary care is 
a complex process that cannot be captured in a 
single, universal metric. Only in recent years has 
it been possible to start disentangling the effects 
of the various features that defi ne primary care. 
In part, this is because the identifi cation of the 
features that make the difference between pri-
mary care and conventional health-care delivery 
has taken years of trial and error, and the instru-
ments to measure them have not been general-
ized. This is because these features are never all 
put into place as a single package of reforms, but 
are the result of a gradual shaping and trans-
formation of the health system. Yet, for all this 
complexity, it is possible to measure progress, as 
a complement to the follow-up required for mea-
suring progress towards universal coverage. 

The fi rst dimension to consider is the extent 
to which the organizational measures required 
to switch to primary care are being put into 
place.

Is the predominant type of fi rst-contact pro- 

vider being shifted from specialists and hospi-
tals to generalist primary-care teams in close 
proximity to where the people live?
Are primary-care providers being made  

responsible for the health of all the members of 
a well-identifi ed population: those who attend 
health services and those who do not?
Are primary-care providers being empowered  

to coordinate the various inputs of specialized, 
hospital and social services, by strengthening 
their administrative authority and purchasing 
power?
 

The second dimension to consider is the extent 
to which the distinctive features of primary care 
are gaining prominence.

Person-centredness: is there evidence of  

improvement, as shown by direct observation 
and user surveys?
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Comprehensiveness: is the portfolio of pri- 

mary-care services expanding and becoming 
more comprehensive, reaching the full essen-
tial benefi ts package, from promotion through 
to palliation, for all age groups?
Continuity: is information for individuals being  

recorded over the life-course, and transferred 
between levels of care in cases of referral and 
to a primary-care unit elsewhere when people 
relocate?
Regular entry point: are measures taken to  

ensure that providers know their clients and 
vice versa? 

This should provide the guidance to policy-makers 
as to the progress they are making with the trans-
formation of health-care delivery. However, they 
do not immediately make it possible to attribute 
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Public policies
for the public’s health

Public policies in the health sector, together with 

those in other sectors, have a huge potential to 

secure the health of communities. They represent an important 

complement to universal coverage and 

service delivery reforms. Unfortunately, 

in most societies, this potential is largely 

untapped and failures to effectively 

engage other sectors are widespread. 

Looking ahead at the diverse range of 

challenges associated with the growing 

importance of ageing, urbanization and 

the social determinants of health, there 

is, without question, a need for a greater 

capacity to seize this potential. That is why a drive for better 

public policies – the theme of this chapter – forms a third 

pillar supporting the move towards PHC, along with universal 

coverage and primary care.
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The chapter reviews the policies that must be in 
place. These are: 

systems policies – the arrangements that are  

needed across health systems’ building blocks 
to support universal coverage and effective 
service delivery; 
public-health policies – the specifi c actions  

needed to address priority health problems 
through cross-cutting prevention and health 
promotion; and
policies in other sectors – contributions to  

health that can be made through intersectoral 
collaboration. 
The chapter explains how these different pub-

lic policies can be strengthened and aligned with 
the goals pursued by PHC. 

The importance of effective public 
policies for health
People want to live in communities and environ-
ments which secure and promote their health1. 
Primary care, with universal access and social 
protection represent key responses to these 
expectations. People also expect their govern-
ments to put into place an array of public policies 
that span local through to supra-national level 
arrangements, without which primary care and 
universal coverage lose much of their impact and 
meaning. These include the policies required to 
make health systems function properly; to orga-
nize public-health actions of major benefi t to all; 
and, beyond the health sector, the policies that 
can contribute to health and a sense of security, 
while ensuring that issues, such as urbanization, 
climate change, gender discrimination or social 
stratifi cation are properly addressed.

A fi rst group of critical public policies are 
the health systems policies (related to essen-
tial drugs, technology, quality control, human 
resources, accreditation, etc.) on which primary 
care and universal coverage reforms depend. 
Without functional supply and logistics systems, 
for example, a primary-care network cannot 
function properly: in Kenya, for example, children 
are now much better protected against malaria 
as a result of local services providing them with 
insecticide-treated bednets2. This has only been 
possible because the work of primary care was 
supported by a national initiative with strong 

political commitment, social marketing and 
national support for supply and logistics.

Effective  public-health policies that address 
priority health problems are a second group with-
out which primary care and universal coverage 
reforms would be hindered. These encompass the 
technical policies and programmes that provide 
guidance to primary-care teams on how to deal 
with priority health problems. They also encom-
pass the classical public-health interventions, 
from public hygiene and disease prevention to 
health promotion. Some interventions, such as 
the fortifi cation of salt with iodine, are only fea-
sible at the regional, national or, increasingly at 
supra-national level. This may be because it is 
only at those levels that there is the necessary 
authority to decide upon such policies, or because 
it is more effi cient to develop and implement 
such policies on a scale that is beyond the local 
dimensions of primary-care action. Finally, pub-
lic policies encompass the rapid response capac-
ity, in command-and-control mode, to deal with 
acute threats to the public’s health, particularly 
epidemics and catastrophes. The latter is of the 
utmost political importance, because failures 
profoundly affect the public’s trust in its health 
authorities. The lack of preparedness and unco-
ordinated responses of both the Canadian and 
the Chinese health systems to the outbreak of 
SARS in 2003, led to public outcries and even-
tually to the establishment of a national public 
health agency in Canada. In China, a similar lack 
of preparedness and transparency led to a crisis 
in confi dence – a lesson learned in time for sub-
sequent events3,4. 

The third set of policies that is of critical con-
cern is known as “health in all policies”, which is 
based on the recognition that population health 
can be improved through policies that are mainly 
controlled by sectors other than health5. The 
health content of school curricula, industry’s 
policy towards gender equality, or the safety 
of food and consumer goods are all issues that 
can profoundly infl uence or even determine the 
health of entire communities, and that can cut 
across national boundaries. It is not possible to 
address such issues without intensive intersec-
toral collaboration that gives due weight to health 
in all policies. 
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Better public policies can make a difference 
in very different ways. They can mobilize the 
whole of society around health issues, as in Cuba 
(Box 4.1). They can provide a legal and social envi-
ronment that is more or less favourable to health 
outcomes. The degree of legal access to abor-
tion, for example, co-determines the frequency 
and related mortality of unsafe abortion6. In 
South Africa, a change in legislation increased 
women’s access to a broad range of options for 
the prevention and treatment of unwanted preg-
nancy, resulting in a 91% drop in abortion-related 
deaths7. Public policies can anticipate future 
problems. In Bangladesh, for example, the death 
toll due to high intensity cyclones and fl ooding 
was 240 000 people in 1970. With emergency pre-
paredness and multisectoral risk reduction pro-
grammes, the death toll of comparable or more 
severe storms was reduced to 138 000 people in 
1991 and 4500 people in 20078,9,10 . 

In the 23 developing countries that comprise 
80% of the global chronic disease burden, 8.5 
million lives could be saved in a decade by a 15% 
dietary salt reduction through manufacturers 
voluntarily reducing salt content in processed 
foods and a sustained mass-media campaign 
encouraging dietary change. Implementation of 
four measures from the Framework Convention 
on Tobacco Control (increased tobacco taxes; 

smoke-free workplaces; convention-compliant 
packaging, labelling and awareness campaigns 
about health risks; and a comprehensive adver-
tising, promotion, and sponsorship ban) could 
save a further 5.5 million lives in a decade11. As is 
often the case when considering social, economic 
and political determinants of ill-health, improve-
ments are dependent on a fruitful collaboration 
between the health sector and a variety of other 
sectors. 

Figure 4.1 Deaths attributable to unsafe abortion per 100 000 live births,

by legal grounds for abortiona,12,13
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Box 4.1 Rallying society’s resources for 

health in Cuba14,15,16

In Cuba, average life expectancy at birth is the second highest 

in the Americas: in 2006, it was 78 years, and only 7.1 per 

1000 children died before the age of fi ve. Educational indica-

tors for young children are among the best in Latin America. 

Cuba has achieved these results despite signifi cant economic 

diffi culties – even today, GDP per capita is only I$ 4500. Cuba’s 

success in ensuring child welfare refl ects its commitment to 

national public-health action and intersectoral action.

The development of human resources for health has been a 

national priority. Cuba has a higher proportion of doctors in 

the population than any other country. Training for primary 

care gives specifi c attention to the social determinants of 

health. They work in multidisciplinary teams in comprehensive 

primary-care facilities, where they are accountable for the 

health of a geographically defi ned population providing both 

curative and preventive services. They work in close contact 

with their communities, social services and schools, review-

ing the health of all children twice a year with the teachers. 

They also work with organizations such as the Federation of 

Cuban Women (FMC) and political structures. These contacts 

provide them with the means to act on the social determinants 

of health within their communities.

Cuban national policy has also prioritized investing in early 

child development. There are three non-compulsory pre-

school education programmes, which together are taken up 

by almost 100% of children under six years of age. In these 

programmes, screening for developmental disorders facilitates 

early intervention. Children who are identifi ed with special 

needs, and their families, receive individual attention through 

multidisciplinary teams that contain both health and educa-

tional specialists. National policy in Cuba has not succumbed 

to a false choice between investing in the medical workforce 

and acting on the social determinants of health. Instead, it has 

promoted intersectoral cooperation to improve health through 

a strong preventive approach. In support of this policy, a large 

workforce has been trained to be competent in clinical care, 

working as an active part of the community it serves.
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System policies that are 
aligned with PHC goals
There is growing awareness that when parts of 
the health system malfunction, or are misaligned, 
the overall performance suffers. Referred to vari-
ously as “core functions”17 or “building blocks”18, 
the components of health systems include infra-
structure, human resources, information, tech-
nologies and fi nancing – all with consequences 
for the provision of services. These components 
are not aligned naturally or simply with the 
intended direction of PHC reforms that promote 
primary care and universal coverage: to obtain 
that alignment requires deliberate and compre-
hensive policy arrangements. 

Experience in promoting essential medicines 
has shed light on both the opportunities and 
obstacles to effective systems policies for PHC. 
Since the WHO List of Essential Medicines was 
established in 1977, it has become a primary 
stimulus to the development of national medi-
cines policies. Over 75% of the 193 WHO Member 
States now claim to have a national list of essen-
tial medicines, and over 100 countries have devel-
oped a national medicine policy. Surveys reveal 
that these policies have been effective in mak-
ing lower cost and safer medicines available and 
more rationally used19,20. This particular policy 
has been successfully designed to support PHC, 
and it offers lessons on how to handle cross-cut-
ting challenges of scale effi ciencies and systems 
co-dependence. Without such arrangements, 
the health costs are enormous: nearly 30 000 
children die every day from diseases that could 
easily have been treated if they had had access 
to essential medicines21.

Medicines policies are indicative of how effi -
ciencies in the scale of organization can be tapped. 
Safety, effi cacy and quality of care have universal 
properties that make them amenable to globally 
agreed international standards. Adoption and 
adaptation of these global standards by national 
authorities is much more effi cient than each 
country inventing its own standards. National 
decision-making and purchasing mechanisms 
can then guide rational, cost-effectiveness-based 
selection of medicines and reduce costs through 
bulk purchase. For example, Figure 4.2 shows 
how centralized oversight of drug purchasing 

and subsidization in New Zealand signifi cantly 
improved access to essential medicines while 
lowering the average prescription price. On a 
larger scale, transnational mechanisms, such as 
UNICEF’s international procurement of vaccines, 
PAHO’s Revolving Fund and the Global Drug 
Facility for tuberculosis treatment, afford con-
siderable savings as well as quality assurances 
that countries on their own would be unlikely to 
negotiate22,23,24,25.

A second key lesson of experience with essen-
tial drugs policies is that a policy cannot exist 
as an island and expect to be effectively imple-
mented. Its formulation must identify those other 
systems elements, be they fi nancing, information, 
infrastructure or human resources, upon which 
its implementation is dependent. Procurement 
mechanisms for pharmaceuticals, for example, 
raise important considerations for systems fi nanc-
ing policies: they are interdependent. Likewise, 
human resources issues related to the education 
of consumers as well as the training and work-
ing conditions of providers are likely to be key 
determinants of the rational use of drugs. 

Systems policies for human resources have 
long been a neglected area and one of the main 
constraints to health systems development27. The 
realization that the health MDGs are contingent 
on bridging the massive health-worker shortfall 
in low-income countries has brought long overdue 
attention to a previously neglected area. Further-
more, the evidence of increasing dependence on 
migrant health workers to address shortages in 
OECD countries underlines the fact that one coun-
try’s policies may have a signifi cant impact on 
another’s. The choices countries make – or fail to 
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make – can have major long-term consequences. 
Human resources for health are the indispens-
able input to effective implementation of primary 
care and universal coverage reforms, and they 
are also the personifi cation of the values that 
defi ne PHC. Yet, in the absence of a deliberate 
choice to guide the health workforce policy by the 
PHC goals, market forces within the health-care 
system will drive health workers towards greater 
sub-specialization in tertiary care institutions, 
if not towards migration to large cities or other 
countries. PHC-based policy choices, on the other 
hand, focus on making staff available for the 
extension of coverage to underserved areas and 
disadvantaged population groups, as with Malay-
sia’s scaling up of 11 priority cadres of workers, 
Ethiopia’s training of 30 000 Health Extension 
Workers, Zambia’s incentives to health workers 
to serve in rural areas, the 80 000 Lady Health 
Workers in Pakistan, or the task shifting for the 
care of HIV patients. These policies direct invest-
ments towards the establishment of the primary-
care teams that are to be the hub of the PHC-
based health system: the 80 000 health workers 
for Brazil’s 30 000 Family Health Teams or the 
retraining of over 10 000 nurses and physicians 
in Turkey. Furthermore, these policies require 
both fi nancial and non-fi nancial incentives to 
compete effectively for scarce human resources, 
as in the United Kingdom, where measures have 
been taken to make a career in primary care 
fi nancially competitive with specialization. 

The core business of ministries of health 
and other public authorities is to put into place, 
across the various building blocks of the health 
system, the set of arrangements and mechanisms 
required to meet their health goals. When a 
country chooses to base its health systems on 
PHC – when it starts putting into place primary 
care and universal coverage reforms – its whole 
arsenal of system policies needs to be aligned 
behind these reforms: not just those pertaining 
to service delivery models or fi nancing. It is pos-
sible to develop system policies that do not take 
account of the PHC agenda. It is also possible to 
choose to align them to PHC. If a country opts 
for PHC, effective implementation allows no half 
measures; no health systems building block will 
be left untouched.

Public-health policies

Aligning priority health programmes 
with PHC 
Much action in the health sector is marshalled 
around specifi c high-burden diseases, such as 
HIV/AIDS, or stages of the life course such as 
children – so-called priority health conditions. 
The health programmes that are designed around 
these priorities are often comprehensive insofar 
as they set norms, ensure visibility and qual-
ity assurance, and entail a full range of entry 
points to address them locally or at the level of 
countries or regions. Responses to these priority 
health conditions can be developed in ways that 
either strengthen or undercut PHC28.

In 1999 for example, the Primary Care Depart-
ment of the Brazilian Paediatrics Society (SBP) 
prepared a plan to train its members in the Inte-
grated Management of Childhood Illness (IMCI) 
and to adapt this strategy to regional epidemio-
logical characteristics29. Despite conducting an 
initial training course, the SBP then warned 
paediatricians that IMCI was not a substitute for 
traditional paediatric care and risked breaching 
the basic rights of children and adolescents. In a 
next step, it objected to the delegation of tasks to 
the nurses, who are part of the multidisciplinary 
family health teams, the backbone of Brazil’s PHC 
policy. Eventually, the SBP attempted to reclaim 
child and adolescent care as the exclusive domain 
of paediatricians with the argument that this 
ensured the best quality of care. 

Experience with priority health programmes 
shows that the way they are designed makes the 
difference: trying to construct an entire set of 
PHC reforms around the unique requirements 
of a single disease leads to considerable ineffi -
ciencies. Yet, the reverse is equally true. While 
AIDS has been referred to as a metaphor for all 
that ails health systems and the wider society30, 
the global response to the HIV pandemic can, in 
many respects, also be viewed as a pathfi nder for 
PHC. From the start, it has had a strong rights-
based and social justice foundation31. Its links to 
often marginalized and disadvantaged high-risk 
constituencies, and concerns about stigma, have 
led to concerted efforts to secure their rights and 
entitlements to employment, social services and 
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health care. Efforts to scale-up services to con-
form to the goals of universal access have helped 
to expose the critical constraints deriving from 
the workforce crisis. The challenge of provid-
ing life-long treatment in resource-constrained 
settings has inspired innovations, such as more 
effective deployment of scarce human resources 
via “task shifting”, the use of “patient advocates”32, 
and the unexpected implementation of electronic 
health records. Most importantly, the adoption 
of a continuum of care approaches for HIV/AIDS 
from prevention to treatment to palliation has 
helped to revive and reinforce core features of 
primary care, such as comprehensiveness, con-
tinuity and person-centredness32. 

Countrywide public-health initiatives 
While it is essential that primary-care teams 
seek to improve the health of populations at local 
level, this may be of limited value if national- and 
global-level policy-makers fail to take initiatives 
for broader, public policy measures, which are 
important in changing nutrition patterns and 
infl uencing the social determinants of health. 
These can rarely be implemented only in the 
context of local policies. Classical areas in which 
beyond-local-scale public-health interventions 
may be benefi cial include: altering individual 
behaviours and lifestyles; controlling and pre-
venting disease; tackling hygiene and the broader 
determinants of health; and secondary preven-
tion, including screening for disease33. This 
includes measures such as the fortifi cation of 
bread with folate, taxation of alcohol and tobacco, 
and ensuring the safety of food, consumer goods 
and toxic substances. Such national- and transna-
tional-scale public-health interventions have the 
potential to save millions of lives. The success-
ful removal of the major risk factors of disease, 
which is technically possible, would reduce pre-
mature deaths by an estimated 47% and increase 
global healthy life expectancy by an estimated 9.3 
years34. However, as is the case for the priority 
programmes discussed above, the corresponding  
public-health policies must be designed so as to 
reinforce the PHC reforms. 

Not all such public-health interventions will 
improve, for example, equity. Health promotion 
efforts that target individual risk behaviours, 

such as health education campaigns aimed at 
smoking, poor nutrition and sedentary lifestyles, 
have often inadvertently exacerbated inequities. 
Socioeconomic differences in the uptake of one-
size-fi ts-all public-health interventions have, at 
times, not only resulted in increased health ineq-
uities, but also in victim-blaming to explain the 
phenomenon35. Well-designed  public-health poli-
cies can, however, reduce inequities when they 
provide health benefi ts to entire populations or 
when they explicitly prioritize groups with poor 
health36. The evidence base for privileging public 
policies that reduce inequities is increasing, most 
notably through the work of the Commission on 
Social Determinants of Health (Box 4.2)37.

Rapid response capacity
While PHC reforms emphasize the importance 
of participatory and deliberative engagement of 
diverse stakeholders, humanitarian disasters 
or disease outbreaks demand a rapid response 
capacity that is crucial in dealing effectively with 
the problem at hand and is an absolute impera-
tive in maintaining the trust of the population 
in their health system. Invoking quarantines or 
travel bans, rapidly sequencing the genome of 
a new pathogen to inform vaccine or therapeu-
tic design, and mobilizing health workers and 
institutions without delay can be vital. While the 
advent of an “emergency” often provides the nec-
essary good will and fl exibility of these diverse 
actors to respond, an effective response is more 
likely if there have been signifi cant investments 
in preparedness38. 

Global efforts related to the threat of pandemic 
avian inf luenza (H5N1) provide a number of 
interesting insights into how policies that inform 
preparedness and response could be guided by 
the values of PHC related to equity, universal 
coverage and primary-care reforms. In deal-
ing with seasonal and pandemic infl uenza, 116 
national infl uenza laboratories, and fi ve inter-
national collaborating centre laboratories share 
infl uenza viruses in a system that was started by 
WHO over 50 years ago. The system was imple-
mented to identify new pandemic virus threats 
and inform the optimal annual preparation of a 
seasonal infl uenza vaccine that is used primarily 
by industrialized countries. With the primarily 
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developing country focus of human zoonotic 
infections and the spectre of a global pandemic 
associated with H5N1 strains of infl uenza, the 
interest in infl uenza now extends to developing 
countries, and the long-standing public-private 
approach to infl uenza vaccine production and 
virus sharing has come under intense scrutiny. 
The expectation of developing countries for equi-
table access to protection, including affordable 
access to anti-virals and vaccines in the event of a 

pandemic, is resulting in changes to national and 
global capacity strengthening: from surveillance 
and laboratories to capacity transfer for vaccine 
formulation and production, and capacity for 
stock-piling. Thus, the most equitable response 
is the most effective response, and the most effec-
tive rapid response capacity can only emerge 
from the engagement of multiple stakeholders in 
this global process of negotiation. 

Towards health in all policies
The health of populations is not merely a product 
of health sector activities – be they primary-care 
action or countrywide public-health action. It is 
to a large extent determined by societal and eco-
nomic factors, and hence by policies and actions 
that are not within the remit of the health sector. 
Changes in the workplace, for example, can have 
a range of consequences for health (Table 4.1). 

Confronted with these phenomena, the health 
authorities may perceive the sector as powerless 
to do more than try to mitigate the consequences. 
It cannot, of itself, redefi ne labour relations or 
unemployment arrangements. Neither can it 
increase taxes on alcohol, impose technical 
norms on motor vehicles or regulate rural migra-
tion and the development of slums – although all 
these measures can yield health benefi ts. Good 
urban governance, for example, can lead to 75 
years or more of life expectancy, against as few 
as 35 years with poor governance39. Thus, it is 
important for the health sector to engage with 
other sectors, not just in order to obtain collabo-
ration on tackling pre-identifi ed priority health 
problems, as is the case for well-designed public-
health interventions, but to ensure that health is 
recognized as one of the socially valued outcomes 
of all policies.

Such intersectoral action was a fundamental 
principle of the Alma-Ata Declaration. However, 
ministries of health in many countries have strug-
gled to coordinate with other sectors or wield 
infl uence beyond the health system for which 
they are formally responsible. A major obstacle 
to reaping the rewards of intersectoral action has 
been the tendency, within the health sector, to see 
such collaboration as “mostly symbolic in trying 
to get other sectors to help [health] services”40. 
Intersectoral action has often not concentrated 

Box 4.2 Recommendations of the 

Commission on Social Determinants of 

Health37

The Commission on Social Determinants of Health (CSDH) 

was a three-year effort begun in 2005 to provide evidence-

based recommendations for action on social determinants to 

reduce health inequities. The Commission accumulated an 

unprecedented collection of material to guide this process, 

drawing from theme-based knowledge networks, civil society 

experiences, country partners and departments within WHO. 

The fi nal report of the CSDH contains a detailed series of 

recommendations for action, organized around the following 

three overarching recommendations.

1. Improve daily living conditions

Key improvements required in the well-being of girls and 

women; the circumstances in which their children are born, 

early child development and education for girls and boys; living 

and working conditions; social protection policy; and conditions 

for a fl ourishing older life.

2.  Tackle the inequitable distribution of power, money and 

resources

To address health inequities it is necessary to address inequi-

ties in the way society is organized. This requires a strong 

public sector that is committed, capable and adequately 

fi nanced. This in turn requires strengthened governance 

including stronger civil society and an accountable private 

sector. Governance dedicated to pursuing equity is required 

at all levels.

3.  Measure and understand the problem and assess the impact 

of action 

It is essential to acknowledge the problem of health inequity 

and ensure that it is measured – both within countries and 

globally. National and global health equity surveillance systems 

for routine monitoring of health inequity and the social deter-

minants of health are required that also evaluate the health 

equity impact of policy and action. Other requirements are the 

training of policy-makers and health practitioners, increased 

public understanding of social determinants of health, and a 

stronger social determinants focus in research.
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on improving the policies of other sectors, but 
on instrumentalizing their resources: mobiliz-
ing teachers to contribute to the distribution 
of bednets, police offi cers to trace tuberculosis 
treatment defaulters, or using the transport of 
the department of agriculture for the emergency 
evacuation of sick patients. 

A “whole-of-government approach”, aiming for 
“health in all policies” follows a different logic41,42. 
It does not start from a specifi c health problem 
and look at how other sectors can contribute to 
solving them – as would be the case, for example, 
for tobacco-related disease. It starts by looking 
at the effects of agricultural, educational, envi-
ronmental, fi scal, housing, transport and other 

policies on health. It then seeks to work with 
these other sectors to ensure that, while con-
tributing to well-being and wealth, these policies 
also contribute to health5. 

Other sector’s public policies, as well as pri-
vate sector policies, can be important to health 
in two ways. 

Some may lead to adverse consequences for  

health (Table 4.1). Often such adverse conse-
quences are identifi ed retrospectively, as in the 
case of the negative health effects of air pollu-
tion or industrial contamination. Yet, it is also 
often possible to foresee them or detect them 
at an early stage. Decision-makers in other 
sectors may be unaware of the consequences 

Table 4.1 Adverse health effects of changing work circumstances5 

Adverse health effects 

of unemployment

Adverse health effects of 

restructuring 

Adverse health effects of non-standard 

work arrangements 

Elevated blood pressure

Increased depression and 

anxiety

Increased visits to general 

practitioners

Increased symptoms of 

coronary disease

Worse mental health and 

greater stress

Increased psychological 

morbidity and increased 

medical visits

Decreased self-reported 

health status and an 

increase in the number of 

health problems

Increase in family 

problems, particularly 

fi nancial hardships

Reduced job satisfaction, reduced 

organizational commitment and 

greater stress

Feelings of unfairness in 

downsizing process

Survivors face new technologies, 

work processes, new physical 

and psychological exposures 

(reduced autonomy, increased 

work intensity, changes in 

the characteristics of social 

relationships, shifts in the 

employment contracts and 

changes in personal behaviour)

Changes in the psychological 

contract and lost sense of trust

Prolonged stress with 

physiological and psychological 

signs

Higher rates of occupational injury and disease than 

workers with full-time stable employment

High level of stress, low job satisfaction and other 

negative health and well-being factors

More common in distributive and personal service 

sub-sectors where people in general have lower 

educational attainment and low skill levels

Low entitlement to workers’ compensation and low 

level of claims by those who are covered

Increased occupational health hazards due to work 

intensifi cation motivated by economic pressures

Inadequate training and poor communication caused 

by institutional disorganization and inadequate 

regulatory control

Inability of workers to organize their own protection 

Cumulative trauma claims are diffi cult to show due 

to mobility of workers

Reduced ability to improve life conditions due to 

inability to obtain credit, fi nd housing, make pension 

arrangements, and possibility for training

Fewer concerns for environmental issues and health 

and safety at work
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of the choices they are making, in which case 
engagement, with due consideration for the 
other sectors’ goals and objectives, may then 
be the fi rst step in minimizing the adverse 
health effects. 
Public policies developed by other sectors –  

education, gender equality and social inclusion 
– may positively contribute to health in ways 
that these other sectors are equally unaware 
of. They may be further enhanced by more 
purposefully pursuing these positive health 
outcomes, as an integral part of the policy. For 
example, a gender equality policy, developed 
in its own right, may produce health benefi ts, 
often to a degree that the proponents of the 
policy underestimate. By collaborating to give 
more formal recognition to these outcomes, the 
gender equality policy itself is reinforced, and 
the synergies enhance the health outcomes. 
In that case, the objective of intersectoral col-
laboration is to reinforce the synergies. 

Failing to collaborate with other sectors is not 
without its consequences. It affects the perfor-
mance of health systems and, particularly, pri-
mary care. For example, Morocco’s trachoma 
programme relied both on high levels of com-
munity mobilization and on effective collabora-
tion with the ministries of education, interior and 
local affairs. That collaboration has been the key 
to the successful elimination of trachoma43. In 
contrast, the same country’s tuberculosis control 
programme failed to link up with urban devel-
opment and poverty reduction efforts and, as a 
result, its performance has been disappointing44. 
Both were administered by the same Ministry of 
Health, by staff with similar capacities working 
under similar resource constraints, but with dif-
ferent strategies. 

Failing to collaborate with other sectors has 
another consequence, which is that avoidable ill-
health is not avoided. In the NGagne Diaw quar-
ter of Thiaroye-sur-Mer, Dakar, Senegal, people 
make a living from the informal recycling of lead 
batteries. This was of little concern to the authori-
ties until an unexplained cluster of child deaths 
prompted an investigation. The area was found to 
be contaminated with lead, and the siblings and 
mothers of the dead children were found to have 

extremely high concentrations of lead in their 
blood. Now, major investments are required to 
deal with the health and social consequences 
and to decontaminate the affected area, includ-
ing people’s homes. Before the cluster of deaths 
occurred, the health sector had, unfortunately, 
not considered it a priority to work with other 
sectors to help to avoid this situation45. 

Where intersectoral collaboration is successful, 
the health benefi ts can be considerable, although 
deaths avoided are less readily noticed than lives 
lost. For example, pressure from civil society and 
professionals led to the development, in France, of 
a multi-pronged, high-profi le strategy to improve 
road safety as a social and political issue that had 
to be confronted (and not primarily as a health 
sector issue). Various sectors worked together in a 
sustained effort, with high-level political endorse-
ment, to reduce road-traffic accidents, with 
highly publicized monitoring of progress and a 
reduction in fatalities of up to 21% per year46. 
The health and health equity benefi ts of working 
towards health in all policies have become appar-
ent in programmes such as “Healthy Cities and 
Municipalities”, “Sustainable Cities”, and “Cities 
Without Slums”, with integrated approaches that 
range from engagement in budget hearings and 
social accountability mechanisms to data gather-
ing and environmental intervention47. 

In contemporary societies, health tends to 
become fragmented into various sub-institu-
tions dealing with particular aspects of health 
or health systems, while the capacity to assemble 
the various aspects of public policy that jointly 
determine health is underdeveloped. Even in the 
well-resourced context of, for example, the Euro-
pean Union, the institutional basis for doing this 
remains poorly developed48. Ministries of health 
have a vital role to play in creating such a basis, 
which is among the key strategies for making 
headway in tackling the socioeconomic determi-
nants of ill-health49.

Understanding the under-investment
Despite the benefi ts and low relative cost of better 
public policies, their potential remains largely 
underutilized across the world. One high-profi le 
example is that only 5% of the world’s popula-
tion live in countries with comprehensive tobacco 
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advertising, promotion and sponsorship bans, 
despite their proven effi cacy in reducing health 
threats, which are projected to claim one billion 
lives this century50. 

The health sector’s approach to improving pub-
lic policies has been singularly unsystematic and 
guided by patchy evidence and muddled decision-
making – not least because the health commu-
nity has put so little effort into collating and 

communicating these facts. For all the progress 
that has been made in recent years, information 
on the effectiveness of interventions to redress, 
for example, health inequities is still hard to come 
by and, when it is available, it is confi ned to a 
privileged circle of concerned experts. A lack 
of information and evidence is, thus, one of the 
explanations for under-investment. 

Box 4.3 How to make unpopular public policy decisions51

The Seventh Futures Forum of senior health executives organized by the World Health Organization’s Regional Offi ce for Europe in 

2004 discussed the diffi culties decision-makers can have in tackling unpopular policy decisions. A popular decision is usually one that 

results from broad public demand; an unpopular decision does not often respond to clearly expressed public expectations, but is made 

because the minister or the chief medical offi cer knows it is the right action to bring health gains and improve quality. Thus, a potentially 

unpopular decision should not seek popularity but, rather, efforts must be made to render it understandable and, therefore, acceptable. 

Making decisions more popular is not an academic exercise but one that deals with actual endorsement. When a decision is likely to be 

unpopular, participants in the Forum agreed that it is advisable for health executives to apply some of the following approaches.

Talk about health and quality improvement. Health is the core area of expertise and competence, and the explanations of how the 

decision will improve the quality of health and health services should therefore come fi rst. Avoiding non-health arguments that are 

diffi cult to promote may be useful – for instance, in the case of hospital closures, it is much better to talk about improving quality of 

care than about containing costs.

Offer compensation. Explain what people will receive to balance what they will have to give up. Offer some gains in other sectors or in 

other services; work to make a win-win interpretation of the coming decision by balancing good and bad news.

Be strong on implementation. If health authorities are not ready to implement the decision, they should refrain from introducing it until 

they are ready to do so.

Be transparent. Explain who is taking the decision and the stakes of those involved and those who are affected. Enumerate all the 

stakeholders and whether they [are] involved negatively.

Avoid one-shot decisions. Design and propose the decisions as part of an overall plan or strategy.

Ensure good timing. Before making a decision, it is essential to take enough time to prepare and develop a good plan. When the plan 

is ready, the best choice may be to act quickly for implementation.

Involve all groups. Bring into the discussion both the disadvantaged groups and the ones who will benefi t from the decision. Diversify 

the approach.

Do not expect mass-media support solely because the decision is the right one from the viewpoint of health gains. The mass media 

cannot be expected to be always neutral or positive; they may often be brought into the debate by the opponents of the decision. Be 

prepared to face problems with the press.

Be modest. Acceptability of the decision is more likely when decision-makers acknowledge in public that there is some uncertainty 

about the result and they commit openly to monitoring and evaluating the outcomes. This leaves the door open for adjustments during 

the process of implementation.

Be ready for quick changes. Sometimes the feelings of the public change quickly and what was perceived as opposition can turn into 

acceptance.

Be ready for crisis and unexpected side-effects. Certain groups of populations can be especially affected by a decision (such as general 

practitioners in the case of hospital closures). Public-health decision-makers have to cope with reactions that were not planned.

Stick to good evidence. Public acceptance may be low without being based on any objective grounds. Having good facts is a good way 

to shape the debate and avoid resistance.

Use examples from other countries. Decision-makers may look at what is being done elsewhere and explain why other countries deal 

with a problem differently; they can use such arguments to make decisions more acceptable in their own country.

Involve health professionals and, above all, be courageous.
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The fact is, however, that even for well-
informed political decision-makers, many public 
policy issues have a huge potential for unpopular-
ity: whether it is reducing the number of hospi-
tal beds, imposing seatbelts, culling poultry or 
taxing alcohol, resistance is to be expected and 
controversy an everyday occurrence. Other deci-
sions have so little visibility, e.g. measures that 
ensure a safe food production chain, that they 
offer little political mileage. Consensus on stern 
measures may be easy to obtain at a moment 
of crisis, but public opinion has a notoriously 
short attention span. Politicians often pay more 
attention to policies that produce benefi ts within 
electoral cycles of two to four years and, there-
fore, undervalue efforts where benefi ts, such as 
those of environmental protection or early child 
development, accrue over a time span of 20 to 40 
years. If unpopularity is one intractable disincen-
tive to political commitment, active opposition 
from well-resourced lobbies is another. An obvi-
ous example is the tobacco industry’s efforts to 
limit tobacco control. Similar opposition is seen 
to the regulation of industrial waste and to the 
marketing of food to children. These obstacles 
to steering public policy are real and need to be 
dealt with in a systematic way (Box 4.3). 

Compounding these disincentives to politi-
cal commitment is the diffi culty of coordinating 
operations across multiple institutions and sec-
tors. Many countries have limited institutional 
capacity to do so and, very often, do not have 
enough capable professionals to cope with the 
work involved. Crisis management, short-term 
planning horizons, lack of understandable 
evidence, unclear intersectoral arrangements, 
vested interests and inadequate modes of govern-
ing the health sector reinforce the need for com-
prehensive policy reforms to realize the potential 
of public-health action. Fortunately, there are 
promising opportunities to build upon.

Opportunities for better public 
policies 

Better information and evidence
Although there are strong indications that the 
potential gains from better public policies are 
enormous, the evidence base on their outcomes 

and on their cost-effectiveness is surprisingly 
weak52. We know much about the relationship 
between certain behaviours – smoking, diet, 
exercise, etc. – and health outcomes, but much 
less about how to effect behavioural change in a 
systematic and sustainable way at population lev-
els. Even in well-resourced contexts, the obstacles 
are many: the time-scale in achieving outcomes; 
the complexity of multifactorial disease causa-
tion and intervention effects; the lack of data; the 
methodological problems, including the diffi cul-
ties in applying the well-accepted criteria used 
in the evaluation of clinical methods; and the 
different perspectives of the multiple stakehold-
ers involved. Infectious disease surveillance is 
improving, but information on chronic diseases 
and their determinants or on health inequities is 
patchy and often lacks systematic focus. Even the 
elementary foundations for work on population 
health and the collection of statistics on births 
and deaths or diseases are defi cient in many 
countries (Box 4.4)53.

Over the last 30 years, however, there has been 
a quantum leap in the production of evidence for 
clinical medicine through collaborative efforts 
such as the Cochrane Collaboration and the Inter-
national Clinical Epidemiology Network56,57. A 
similar advance is possible in the production of 
evidence on public policies, although such efforts 
are still too tentative compared to the enormous 
resources available for research in other areas 
of health, e.g. diagnostic and therapeutic medical 
technologies. There are, however, signs of prog-
ress in the increasing use of systematic reviews 
by policy-makers58,59.

Two tracks offer potential for signifi cantly 
strengthening the knowledge base. 

Speeding up the organization of systematic  

reviews of critical interventions and their 
economic evaluation. One way of doing this 
is by expanding the remit of existing health 
technology assessment agencies to include 
the assessment of public-health interventions 
and delivery modes, since this would make use 
of existing institutional capacities with ring-
fenced resources. The emerging collaborative 
networks, such as the Campbell Collabora-
tion60, can play a catalyzing role, exploiting 
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the comparative advantage of scale effi ciency 
and international comparisons.
Accelerating the documentation and assess- 

ment of whole-of-government approaches 
using techniques that build on the initial 
experience with “health impact assess-
ment” or “health equity impact assessment” 
tools61,62,63. Although these tools are still in 
development, there is growing demand from 
local to supra-national policy-makers for such 
analyses (Box 4.5). Evidence of their utility in 
infl uencing public policies is building up64,65,66, 
and they constitute a strategic way of organiz-
ing more thoughtful cross-sector discussions. 
That in itself is an inroad into one of the more 
intractable aspects of the use of the avail-
able evidence base: the clear need for more 
systematic communication on the potential 
health gains to be derived from better pub-
lic policies. Decision-makers, particularly in 
other sectors, are insuffi ciently aware of the 

health consequences of their policies, and of 
the potential benefi ts that could be derived 
from them. Communication beyond the realm 
of the specialist is as important as the produc-
tion of evidence and requires far more effective 
approaches to the dissemination of evidence 
among policy-makers67. Framing population 
health evidence in terms of the health impact 
of policies, rather than in the classical modes 
of communication among health specialists, 
has the potential to change radically the type 
and quality of policy dialogue. 

A changing institutional landscape
Along with lack of evidence, the area where new 
opportunities are appearing is in the institutional 
capacity for developing public policies that are 
aligned with PHC goals. Despite the reluctance, 
including from donors, to commit substantial 
funds to National Institutes of Public Health 
(NIPHs)69, policy-makers rely heavily on them or 

Civil registration is both a product of economic and social devel-

opment, and a condition for modernization. There has been little 

improvement in coverage of vital registration (offi cial record-

ing of births and deaths) over recent decades (see Figure 4.3). 

Almost 40% (48 million) of 128 million global births each year 

go uncounted because of 

the lack of civil53 registra-

tion systems. The situation 

is even worse for deaths 

registration. Globally, two 

thirds (38 million) of 57 mil-

lion annual deaths are not 

registered. WHO receives 

reliable cause-of-death 

statistics from only 31 of 

its 193 Member States.

International ef for ts to 

improve vital statistics 

infrastructure in develop-

ing countries have been 

too limited in size and 

scope54. Neither, the global 

health community nor the 

countries have given the 

development of health sta-

tistics and civil registration 

systems the same priority 

Box 4.4 The scandal of invisibility: where births and deaths are not counted

as health interventions. Within the UN system, civil registration 

development has no identifi able home. There are no coordina-

tion mechanisms to tackle the problem and respond to requests 

for technical support for mobilizing the necessary fi nancial and 

technical resources. Establishing the infrastructure of civil regis-

tration systems to ensure 

all births and deaths are 

counted requires collabo-

ration between different 

partners in different sec-

tors. It needs sustained 

advocacy, the nurturing 

of public trust, support-

ive legal frameworks, 

incentives, fi nancial sup-

port, human resources 

and modernized data 

management systems55. 

Where it functions well, 

vital statistics provide 

basic information for pri-

ority setting. The lack of 

progress in the registra-

tion of births and deaths 

is a major concern for the 

design and implementa-

tion of PHC reforms. 
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Figure 4.3 Percentage of births and deaths recorded in countries with
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on their functional equivalents. In many coun-
tries, NIPHs have been the primary repositories of 
independent technical expertise for public health, 
but also, more broadly, for public policies. Some 
have a prestigious track record: the Fiocruz in 
Brazil, the Instituto de Medicina Tropical “Pedro 
Kouri” in Cuba, Kansanterveyslaitos in Finland, 
the Centers for Disease Control and Prevention 
in the United States, or the National Institute of 
Hygiene and Epidemiology in Viet Nam. They 
testify to the importance that countries accord 
to being able to rely on such capacity69. Increas-
ingly, however, this capacity is unable to cope 
with the multiple new demands for public poli-
cies to protect or promote health. This is leaving 
traditional national and global institutes of public 
health with an oversized, under-funded mandate, 
which poses problems of dispersion and diffi cul-
ties in assembling the critical mass of diversifi ed 
and specialized expertise (Figure 4.4).

In the meantime, the institutional landscape 
is changing as the capacity for public policy sup-
port is being spread over a multitude of national 
and supra-national institutions. The number of 
loci of expertise, often specialized in some aspect 
of public policy, has increased considerably, 

spanning a broad range of institutional forms 
including: research centres, foundations, aca-
demic units, independent consortia and think 
tanks, projects, technical agencies and assorted 
initiatives. Malaysia’s Health Promotion Foun-
dation Board, New Zealand’s Alcohol Advisory 

Box 4.5 European Union impact assessment guidelines68

European Union guidelines suggest that the answers to the following questions can form the basis of an assessment of the impact of 

proposed public-health interventions.

Public health and safety

Does the proposed option:

affect the health and safety of individuals or populations, including life expectancy, mortality and morbidity through impacts on the  

socioeconomic environment, e.g. working environment, income, education, occupation or nutrition?

increase or decrease the likelihood of bioterrorism?  

increase or decrease the likelihood of health risks attributable to substances that are harmful to the natural environment? 

affect health because of changes in the amount of noise or air, water or soil quality in populated areas? 

affect health because of changes in energy use or waste disposal? 

affect lifestyle-related determinants of health such as the consumption of tobacco or alcohol, or physical activity? 

produce specifi c effects on particular risk groups (determined by age, sex, disability, social group, mobility, region, etc.)? 

Access to and effects on social protection, health and educational systems

Does the proposed option:

have an impact on services in terms of their quality and access to them? 

have an effect on the education and mobility of workers (health, education, etc.)? 

affect the access of individuals to public or private education or vocational and continuing training? 

affect the cross-border provision of services, referrals across borders and cooperation in border regions? 

affect the fi nancing and organization of and access to social, health and education systems (including vocational training)? 

affect universities and academic freedom or self-governance? 

1080604020

Proportion of institutions surveyed (%)

Evaluation and promotion of coverage
and access to health services

Figure 4.4 Essential public-health functions that 30 national public-health

institutions view as being part of their portfolio69

0

Quality assurance in personal and
population-based health services

Regulation and enforcement

Social participation
and citizen empowerment

Human resource development and training

Reduction of the impact
of disasters on health

Planning and management

Health promotion and prevention programmes

Evaluation and analysis of health status

Public health research

Surveillance, problem investigation,
control of risks and threats to public health



The World Health Report 2008

76

Primary Health Care – Now More Than Ever

Council and Estonia’s Health Promotion Commis-
sion show that funding channels have diversifi ed 
and may include research grants and contracts, 
government subsidies, endowments, or hypoth-
ecated taxes on tobacco and alcohol sales. This 
results in a more complex and diffuse, but also 
much richer, network of expertise. 

There are important scale effi ciencies to be 
obtained from cross-border collaboration on 
a variety of public policy issues. For example, 
the International Association of National Public 
Health Institutes (IANPHI) helps countries to set 
up strategies for institutional capacity develop-
ment70. In this context, institution building will 
have to establish careful strategies for specializa-
tion and complementarity, paying attention to the 
challenge of leadership and coordination.

At the same time, this offers perspectives for 
transforming the production of the highly diverse 
and specialized workforce that better public poli-
cies require. Schools of public health, community 
medicine and community nursing have tradition-
ally been the primary institutional reservoirs for 
generating that workforce. However, they produce 
too few professionals who are too often focused 
on disease control and classical epidemiology, 
and are usually ill-prepared for a career of fl ex-
ibility, continuous learning and coordinated 
leadership.

The multi-centric institutional development 
provides opportunities for a fundamental re-
think of curricula and of the institutional settings 
of pre-service education, with on-the-job train-
ing in close contact with the institutions where 
the expertise is located and developed71. There 
are promising signs of renewal in this regard 
in the WHO South-East Asian Region (SEARO) 
that should be drawn upon to stimulate similar 
thinking and action elsewhere27. The increasing 
cross-border exchange of experience and exper-
tise, combined with a global interest in improving 
public policy-making capacity, is creating new 
opportunities – not just in order to prepare pro-
fessionals in more adequate numbers but, above 
all, professionals with a broader outlook and who 
are better prepared to address complex public 
heath challenges of the future. 

Equitable and effi cient global 
health action 
In many countries, responsibilities for health and 
social services are being delegated to local levels. At 
the same time, fi nancial, trade, industrial and agri-
cultural policies are shifting to international level: 
health outcomes have to be obtained locally, while 
health determinants are being infl uenced at inter-
national level. Countries increasingly align their 
public policies with those of a globalized world. 
This presents both opportunities and risks. 

In adjusting to globalization, fragmented 
policy competencies in national governance sys-
tems are fi nding convergence. Various ministries, 
including health, agriculture, fi nance, trade and 
foreign affairs are now exploring together how 
they can best inform pre-negotiation trade posi-
tions, provide input during negotiations, and 
weigh the costs and benefi ts of alternative policy 
options on health, the economy and the future of 
their people. This growing global health “inter-
dependence” is accompanied by a mushrooming 
of activities expressed at the global level. The 
challenge is, therefore, to ensure that emerging 
networks of governance are adequately inclusive 
of all actors and sectors, responsive to local needs 
and demands, accountable, and oriented towards 
social justice72. The recent emergence of a global 
food crisis provides further legitimacy to an input 
from the health sector into the evolving global 
response. Gradually, a space is opening for the 
consideration of health in the trade agreements 
negotiated through the World Trade Organiza-
tion (WTO). Although implementation has proved 
problematic, the fl exibilities agreed at Doha for 
provision in the Agreement on Trade-Related 
Aspects of Intellectual Property Rights (TRIPS)73 
of compulsory licencing of pharmaceuticals are 
examples of emerging global policies to protect 
health.

There is a growing demand for global norms 
and standards as health threats are being shifted 
from areas where safety measures are being tight-
ened to places where they barely exist. Assembling 
the required expertise and processes is complex 
and expensive. Increasingly, countries are relying 
on global mechanisms and collaboration74. This 
trend started over 40 years ago with the creation 
of the Codex Alimentarius Commission in 1963 
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by the Food and Agriculture Organization (FAO) 
and the WHO to coordinate international food 
standards and consumer protection. Another 
long-standing example is the International Pro-
gramme on Chemical Safety, established in 1980 
as a joint programme of the WHO, the Interna-
tional Labour Organization (ILO) and the United 
Nations Environment Programme (UNEP). In the 
European Union, the construction of health pro-
tection standards is shared between agencies and 
applied across Europe. Given the expense and 
complexity of drug safety monitoring, many coun-
tries adapt and use the standards of the United 
States Food and Drug Administration (FDA). WHO 
sets global standards for tolerable levels of many 

contaminants. In the meantime, countries must 
either undertake these processes themselves or 
ensure access to standards from other countries 
or international agencies, adapted to their own 
context. 

The imperative for global public-health action, 
thus, places further demands on the capacity and 
strength of health leadership to respond to the 
need to protect the health of their communities. 
Local action needs to be accompanied by the 
coordination of different stakeholders and sectors 
within countries. It also needs to manage global 
health challenges through global collaboration 
and negotiation. As the next chapter shows, this 
is a key responsibility of the state. 
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The preceding chapters have described how health 

systems can be transformed to deliver better health 

in ways that people value: equitably, people-centred, and with 

the knowledge that health authorities administer public-health 

functions to secure the well-being of all 

communities. These PHC reforms demand 

new forms of leadership for health. This 
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Governments as brokers for 
PHC reform

Mediating the social contract 
for health
The ultimate responsibility for shaping national 
health systems lies with governments. Shaping 
does not suggest that governments should − or 
even could – reform the entire health sector on 
their own. Many different groups have a role to 
play: national politicians and local governments, 
the health professions, the scientifi c community, 
the private sector and civil society organizations, 
as well as the global health community. Neverthe-
less, the responsibility for health that is entrusted 
to government agencies is unique and is rooted 
in principled politics as well as in widely held 
expectations1. 

Politically, the legitimacy of governments and 
their popular support depends on their ability to 
protect their citizens and play a redistributive 
role. The governance of health is among the core 
public policy instruments for institutionalized 
protection and redistribution. In modern states, 
governments are expected to protect health, to 
guarantee access to health care and to safeguard 
people from the impoverishment that illness can 
bring. These responsibilities were progressively 
extended, incorporating the correction of mar-
ket failures that characterize the health sector2. 
Since the beginning of the 20th century, health 
protection and health care have progressively 
been incorporated as goods that are guaranteed 
by governments and are central to the social 
contract between the state and its citizens. The 
importance of health systems as a key element 
of the social contract in modernizing societies is 
most acutely evident during reconstruction after 
periods of war or disaster: rebuilding health ser-
vices counts among the fi rst tangible signs that 
society is returning to normal3. 

The legitimacy of state intervention is not 
only based on social and political consider-
ations. There are also key economic actors – the 
medical equipment industry, the pharmaceutical 
industry and the professions – with an interest in 
governments taking responsibility for health to 
ensure a viable health market: a costly modern 
health economy cannot be sustained without risk 

sharing and pooling of resources. Indeed, those 
countries that spend the most on health are also 
those countries with the largest public fi nancing 
of the health sector (Figure 5.1). 

Even in the United States, its exceptionalism 
stems not from lower public expenditure – at 6.9% 
of GDP it is no lower than the high-income coun-
tries average of 6.7% – but from its singularly high 
additional private expenditure. The persistent 
under-performance of the United States health 
sector across domains of health outcomes, qual-
ity, access, effi ciency and equity5, explains opin-
ion polls that show increasing consensus of the 
notion of government intervention to secure more 
equitable access to essential health care6,7.

A more effective public sector stewardship of 
the health sector is, thus, justifi ed on the grounds 
of greater effi ciency and equity. This crucial stew-
ardship role is often misinterpreted as a mandate 
for centralized planning and complete adminis-
trative control of the health sector. While some 
types of health challenges, e.g. public-health 
emergencies or disease eradication, may require 
authoritative command-and-control manage-
ment, effective stewardship increasingly relies 
on “mediation” to address current and future 
complex health challenges. The interests of pub-
lic authorities, the health sector and the public 
are closely intertwined. Over the years, this has 
made all the institutions of medical care, such 
as training, accreditation, payment, hospitals, 
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entitlements, etc., the object of intensive bargain-
ing on how broadly to defi ne the welfare state and 
the collective goods that go with it8,9. This means 
that public and quasi-public institutions have to 
mediate the social contract between institutions 
of medicine, health and society10. In high-income 
countries today, the health-care system and the 
state appear indissolubly bound together. In 
low- and middle-income countries, the state has 
often had a more visible role, but paradoxically, 
one that was less effective in steering the health 
sector, particularly when, during the 1980s and 
1990s, some countries of them became severely 
tested by confl icts and economic recession. This 
resulted in their health systems being drawn in 
directions quite different from the goals and val-
ues pursued by the PHC movement.

Disengagement and its consequences 
In many socialist and post-socialist countries 
undergoing economic restructuring, the state 
has withdrawn abruptly from its previously pre-
dominant role in health. China’s deregulation of 
the health sector in the 1980s, and the subse-
quent steep increases in reliance on out-of-pocket 
spending, is a case in point and a warning to the 
rest of the world11. A spectacular deterioration of 
health-care provision and social protection, par-
ticularly in rural areas, led to a marked slowdown 
in the increase in life expectancy11,12. This caused 
China to re-examine its policies and reassert the 
Government’s leadership role − a re-examination 
that is far from over (Box 5.1)13. 

A similar scenario of disengagement was 
observed in many of the countries of central 
and eastern Europe and the Commonwealth of 
Independent States (CEE-CIS). In the early 1990s, 
public expenditure on health declined to levels 
that made administering a basic system virtually 
impossible. This contributed to a major decline 
in life expectancy17. Catastrophic health spending 
became a major cause of poverty18. More recently, 
funding levels have stabilized or even increased, 
but signifi cant improvements in health outcomes 
have not followed and socioeconomic inequali-
ties in health and health-care access are rising. 
Evidence and trends related to these rises, as well 
as increases in informal payment mechanisms 

for health care, indicate that re-engagement is 
still insuffi cient. 

Elsewhere, but most spectacularly in low-
income countries and fragile states, the absence 
or withdrawal of the state from its responsi-
bilities for health refl ects broader conditions of 
economic stagnation, political and social crisis 
and poor governance19. In such conditions, public 
leadership has often become dysfunctional and 
de-institutionalized20, a weakness that is com-
pounded by a lack of fi nancial leverage to steer 
the health sector. Global development policies 
have often added to the diffi culties governments 
face in assuming their responsibilities, for at 
least two reasons. 

The global development agenda of the 1980s  

and 1990s was dominated by concern for the 
problems created by too much state involve-
ment21. The structural adjustment and down-
sizing recipes of these decades still constrain 
the reconstruction of leadership capacity 
today. Public fi nancing in the poorest countries 
became unpredictable, making medium-term 
commitments to the growth of the health sec-
tor diffi cult or impossible. Health planning 
based on needs became the exception rather 
than the rule, since key fi scal decisions were 
taken with little understanding of the potential 
consequences for the health sector and health 
ministries were unable to make an effective 
case for prioritizing budget increases22. 
For decades, the international community’s  

health agenda – including that of WHO – has 
been structured around diseases and inter-
ventions rather than around the broader chal-
lenges being faced by health systems. While 
this agenda has certainly contributed to a 
better appreciation of the burden of disease 
affecting poor countries, it has also profoundly 
infl uenced the structure of governmental and 
quasi-governmental institutions in low- and 
middle-income countries. The resulting frag-
mentation of the governance of the health 
sector has diverted attention from important 
issues, such as the organization of primary 
care, the control of the commercialization of 
the health sector and human resources for 
health crises. 
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The untoward consequences of this trend are 
most marked in aid-dependent countries because 
it has shaped the way funds are channelled23. 
The disproportionate investment in a limited 
number of disease programmes considered as 

global priorities in countries that are dependent 
on external support has diverted the limited 
energies of ministries of health away from their 
primary role as mediator in the comprehensive 
planning of primary care and the public’s health. 

Box 5.1 From withdrawal to re-engagement in China

During the 1980s and 1990s, reduced Government engagement in the health sector exposed increasing numbers of Chinese households 

to catastrophic expenditures for health care. As a result, millions of families in both rural and urban areas found themselves unable 

to meet the costs and were effectively excluded from health care. In cities, the Government Insurance Scheme (GIS) and Labour 

Insurance Scheme (LIS) had previously covered more than half of the population with either full or partial health insurance. However, 

the structural weaknesses of these schemes reached critical levels under the impact of accelerating economic change in the 1990s. 

The percentage of China’s urban population not covered by any health insurance or health plan rose from 27.3% in 1993 to 44.1% in 

199814. By the end of the century, out-of-pocket payments made up more than 60% of health expenditure. This crisis spurred efforts 

to invert the trend: pooling and pre-payment schemes were bolstered in 1998 with the introduction of Basic Medical Insurance (BMI) 

for urban employees.

Financed through compulsory contributions from workers and employers, the BMI aims to replace the old GIS and LIS systems. The 

BMI has aimed for breadth of coverage with a relatively modest depth of benefi ts, linked to fl exibility that can enable the development 

of different types of packages according to local needs in the participating municipalities. Structurally, the BMI fund is divided into two 

parts: individual savings accounts and social pooling funds. Generally speaking, the fi nancial contribution from an employee’s salary or 

wages goes to his or her individual savings account, while the employer’s contribution is split between the individual savings accounts 

and the social pooling fund, applying different percentages according to the age group of employees.

Financial resources under the new BMI are pooled at municipal or city level, instead of by individual enterprises, which signifi cantly 

strengthens the capacity for risk sharing. Each municipal government has developed its own regulations on the use of the resources 

of individual savings accounts and social pooling funds (the two structural parts of the system). The individual savings accounts cover 

outpatient services, while the social pooling fund is meant to cover inpatient expenditures14.

Signifi cant diffi culties with the BMI model remain to be ironed out, in particular as regards equity. For example, studies indicate that, in 

urban areas, better-off populations have been quicker to benefi t from the provisions of the BMI than households with very low incomes, 

while informal sector workers remain on the margins of the scheme. Nonetheless, the BMI has made progress in expanding health 

insurance coverage and access to services among China’s urban population, and is instrumental in reversing the deleterious trends of 

the 1980s and 1990s and, at the same time, assigning a new, intermediary role to government institutions. 

Figure 5.2 Health expenditure in China: withdrawal of the State in the 1980s and 1990s  
 and recent re-engagement
Percentage of total health expenditure
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As a result, multiple, fragmented funding streams 
and segmented service delivery are leading to 
duplication, ineffi ciencies and counterproduc-
tive competition for resources between different 
programmes. Consequently, the massive mobi-
lization of global solidarity has not been able to 
offset a growing estrangement between country 
needs and global support, and between people’s 
expectations for decent care and the priorities set 
by their health-sector managers. Moreover, the 
growth in aid-fl ow mechanisms and new imple-
menting institutions has further heightened the 
degree of complexity faced by weak government 
bureaucracies in donor-dependent countries, 
increasing transaction costs for those countries 
that can least afford them24. So much effort is 
required to respond to international partners’ 
short-term agendas that little energy is left to deal 
with the multiple domestic stakeholders – pro-
fessions, civil society organizations, politicians, 
and others – where, in the long run, leadership 
matters most. As advocates have rightly argued 
in recent years, better inter-donor coordination 
is not going to solve this problem on its own: 
there is also an urgent need for reinvestment in 
governance capacity. 

Participation and negotiation 
The necessary reinvestment in governmental or 
quasi-governmental institutions cannot mean 
a return to command-and-control health gov-
ernance. Health systems are too complex: the 
domains of the modern state and civil society are 
interconnected, with constantly shifting boundar-
ies25. Professions play a major role in how health 
is governed26, while, as mentioned in Chapter 
2, social movements and quasi-governmental 
autonomous institutions have become complex 
and infl uential political actors27. Patients, profes-
sions, commercial interests and other groups are 
organizing themselves in order to improve their 
negotiating position and to protect their interests. 
Ministries of health are, also, far from homog-
enous: individuals and programmes compete for 
infl uence and resources, adding to the complex-
ity of promoting change. Effective mediation in 
health must replace overly simplistic management 
models of the past and embrace new mechanisms 

for multi-stakeholder policy dialogue to work out 
the strategic orientations for PHC reforms28. 

At the core of policy dialogue is the participa-
tion of the key stakeholders. As countries modern-
ize, their citizens attribute more value to social 
accountability and participation. Throughout the 
world, increasing prosperity, intellectual skills 
and social connectivity are associated with peo-
ple’s rising aspiration to have more say29 in what 
happens at their workplaces and in their com-
munities − hence the importance of people-cen-
tredness and community participation − and in 
important government decisions that affect their 
lives − hence the importance of involving civil 
society in the social debate on health policies30.

Another reason that policy dialogue is so 
important is that PHC reforms require a broad 
policy dialogue to put the expectations of various 
stakeholders in perspective, to weigh up need, 
demand and future challenges, and to resolve the 
inevitable confrontations such reforms imply31. 
Health authorities and ministries of health, which 
have a primary role, have to bring together the 
decision-making power of the political authorities, 
the rationality of the scientifi c community, the 
commitment of the professionals, and the values 
and resources of civil society32. This is a process 
that requires time and effort (Box 5.2). It would 
be an illusion to expect PHC policy formation 
to be wholly consensual, as there are too many 
confl icting interests. However, experience shows 
that the legitimacy of policy choices depends less 
on total consensus than on procedural fairness 
and transparency33,34,35. 

Without a structured, participatory policy 
dialogue, policy choices are vulnerable to appro-
priation by interest groups, changes in political 
personnel or donor fi ckleness. Without a social 
consensus, it is also much more diffi cult to engage 
effectively with stakeholders whose interests 
diverge from the options taken by PHC reforms, 
including other sectors that compete for society’s 
resources; for the “medico-industrial complex”36, 
for whom PHC reform may imply a realignment of 
their industrial strategy and for vested interests, 
such as those of the tobacco or alcohol industries, 
where effective PHC reform constitutes a direct 
threat.
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Effective policy dialogue 
The institutional capacities to enable a productive 
policy dialogue are not a given. They are typi-
cally weak in countries where, by choice or by 
default, laissez-faire dominates the approach to 
policy formation in health. Even in countries with 
mature and well-resourced health systems there 
is scope, and need, for more systematic and insti-
tutionalized approaches: negotiation between 
health authorities and professional institutions 
is often well established, but is much less so with 
other stakeholders and usually limited to discus-
sions on resource allocation for service delivery. 
Policy dialogue must be built. How to do that 
depends very much on context and background. 
Experience from countries that have been able to 
accelerate PHC reforms suggests three common 
elements of effective policy dialogue:

the importance of making information systems  

instrumental to PHC reform;
systematically harnessing innovations; and 

sharing lessons on what works.  

Information systems to 
strengthen policy dialogue 
Policy dialogue on PHC reforms needs to be 
informed, not just by better data, but also by 
information obtained through a departure from 
traditional views on the clients, the scope and 
the architecture of national health information 
systems (Figure 5.3).

Many national health information systems that 
are used to inform policy can be characterized as 
closed administrative structures through which 
there is a limited fl ow of data on resource use, 
services and health status. They are often only 
used to a limited extent by offi cials at national 
and global level when formulating policy reforms, 
while little use is made of critical information that 
could be extracted from other tools and sources 
(census data, household expenditure or opinion 
surveys, academic institutions, NGOs, health 
insurance agencies, etc.), many of which are 
located outside the public system or even outside 
the health sector. 

Box 5.2 Steering national directions with the help of policy dialogue: 

experience from three countries

In Canada, a Commission examining the future of health care drew on inputs from focus group discussions and public hearings. Diverse 

stakeholders and groups of the public made clear the value placed by Canadians on equitable access to high-quality care, based on 

need and regardless of ability to pay. At the same time, the Commission had to ensure that this debate would be fed by evidence from 

top policy experts on the realities of the country’s health system. Of critical importance was the evidence that public fi nancing of 

health care not only achieves goals of equity, but also those of effi ciency, in view of the higher administrative costs associated with 

private fi nancing. The discussion on values and the relevant evidence were then brought together in a policy report in 2002 that set 

out the direction for a responsive, sustainable and publicly funded PHC system, considered to be “the highest expression of Canadians 

caring for one another”37. The strong uptake by policy-makers of the Commission’s recommendations refl ects the robustness of the 

evidence-informed analysis and public engagement. 

In Brazil, the fi rst seven Conferências Nacionais de Saúde, the platform for national policy dialogue in the health sector between 1941 

and 1977, had a distinctly top-down and public-sector-only fl avour, with a classic progression from national plans to programmes and 

extension of the network of basic health services. The watershed came with the 8th conference in 1980: the number of participants 

increased from a few hundred to 4000, from a wide range of constituencies. This and subsequent conferências pursued agendas that 

were driven far more than before by values of health democracy, access, quality, humanization of care and social control. The 12th 

national conference, in 2003, ushered in a third consolidation phase: 3000 delegates, 80% of them elected, and a focus on health as 

a right for all and a duty of the State38.

Thailand went through similar phases. The extension of basic health care coverage by a proactive Ministry of Health, encouraged by 

the lobby of the Rural Doctors Association, resulted in the 1992 launch of the Decade of Health Centre Development. After the 1994 

economic crisis, ministry offi cials started mobilizing civil society and academia around the universal coverage agenda, convening a 

few thousand delegates to the First Health Care Reform Forum in 1997. Liaison with the political world soon followed, with a bold move 

towards universal access and social protection known as the “30 Baht policy”39. With the National Health Act of 2007, stakeholder 

participation has been institutionalized through a National Health Commission that includes health professionals, civil society members 

and politicians. 
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Routine data from traditional health informa-
tion systems fails to respond to the rising demand 
for health-related information from a multitude 
of constituencies. Citizens need easier access to 
their own health records, which should inform 
them about the progress being made in their 
treatment plans and allow them to participate 
in decisions related to their own health and that 
of their families and communities. Communities 
and civil society organizations need better infor-
mation to protect their members’ health, reduce 
exclusion and promote equity. Health profession-
als need better information to improve the quality 
of their work, and to improve coordination and 
integration of services. Politicians need informa-
tion on how well the health system is meeting 
society’s goals and on how public money is being 
used.

Information that can be used to steer change 
at the policy level is quite different from the 
data that most conventional health information 
systems currently produce. There is a need to 
monitor what the reforms are achieving across 
the range of social values and the associated out-
comes that are central to PHC: equity, people-cen-
tredness, protection of the health of communities 
and participation. That means asking questions 
such as: 

is care comprehensive, integrated, continuous  

and effective? 
is access guaranteed and are people aware of  

what they are entitled to? 
are people protected against the economic  

consequences of ill-health? 

are authorities effective in ensuring protection  

against exclusion from care? 
are they effective in ensuring protection against  

exploitation by commercial providers? 

Such questions go well beyond what can be 
answered by tracking health outcome indicators, 
resource use and service output, which is what 
conventional health information systems focus on. 
The paradigm shift required to make information 
systems instrumental to PHC reform is to refocus 
on what is holding up progress in reorienting 
the health system. Better identifi cation of priority 
health problems and trends is important (and 
vital to anticipate future challenges) but, from 
a policy point of view, the crucial information is 
that which allows identifi cation of the operational 
and systemic constraints. In low-income coun-
tries in particular, where planning has long been 
structured along epidemiological considerations, 
this can provide a new and dynamic basis for 
orienting systems development40. The report by 
the Bangladesh Health Watch on the state of the 
country’s health workforce, for example, identi-
fi ed such systemic constraints and corresponding 
recommendations for the consideration of health 
authorities41.

The multiplication of information needs and 
users implies that the way health information is 
generated, shared and used also has to evolve. 
This critically depends on accessibility and trans-
parency, for example, by making all health-related 
information readily accessible via the Internet – 
as in Chile, where effective communication was 

considered both an outcome 
and a motor of their “Regime 
of Explicit Health Guarantees”. 
PHC reform calls for open and 
collaborative models to ensure 
that all the best sources of data 
are tapped and information 
fl ows quickly to those who can 
translate it into appropriate 
action. 

Open and col laborat ive 
structures, such as the “Obser-
vatories” or “Equity Gauges” 
offer specifi c models of comple-
menting routine information 

From

Figure 5.3 Transforming information systems into instruments for PHC reform
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systems, by directly linking the production and 
dissemination of intelligence on health and social 
care to policy-making and to the sharing of best 
practices42. They refl ect the increasing value 
given to cross-agency work, health inequali-
ties and evidence-based policy-making. They 
bring together various constituencies, such as 
academia, NGOs, professional associations, cor-
porate providers, unions, user representatives, 
governmental institutions and others, around 
a shared agenda of monitoring trends, studies, 
information sharing, policy development and 
policy dialogue (Box 5.3). 

Paradoxically, these open and fl exible con-
fi gurations provide continuity in settings where 
administrative and policy continuity may be 
affected by a rapid turnover of decision-makers. 

In the Americas, there are observatories that spe-
cifi cally focus on human resource issues in 22 
countries. In Brazil, for example, the observatory 
is a network of more than a dozen participating 
institutions (referred to as “workstations”): uni-
versity institutes, research centres and a federal 
offi ce, coordinated through a secretariat based 
at the Ministry of Health and the Brasilia offi ce 
of PAHO44. These networks played a key role in 
setting up Brazil’s current PHC initiatives. Such 
national and sub-national structures also exist 
in various European countries, including France, 
Italy and Portugal45. Comparatively autonomous, 
such state/non-state multi-stakeholder networks 
can cover a wide range of issues and be sensitive 
to local agendas. In the United Kingdom, each 
regional observatory takes the lead on specifi c 

Box 5.3 Equity Gauges: stakeholderholder collaboration to tackle health inequalities43

Equity Gauges are partnerships of multiple stakeholders that organize active monitoring and remedial action around inequity in health 

and health care. So far, they have been established in 12 countries on three continents. Some operate at a countrywide level, some 

monitor a subset of districts or provinces in a country, a few operate at a regional level and others focus specifi cally on equity within a 

city or municipality; nine have a national focus and three work at the municipal level (in Cape Town (South Africa), El Tambo (Ecuador) 

and Nairobi (Kenya). The Equity Gauges bring together stakeholders representing a diversity of local contexts, including parliamentar-

ians and councillors, the media, ministries and departments of health, academic institutions, churches, traditional leaders, women’s 

associations, community-based and nongovernmental organizations, local authority organizations and civic groups. Such a diversity of 

stakeholders not only encourages wide social and political investment, but also supports capacity development within countries.

Equity Gauges develop an active approach to monitoring and dealing with inequity in health and health care. They move beyond a 

mere description or passive monitoring of equity indicators to a set of specifi c actions designed to effect real and sustained change in 

reducing unfair disparities in health and health care. This work entails an ongoing set of strategically planned and coordinated actions 

that involves a range of different actors who cut across a number of different disciplines and sectors.

The Equity Gauge strategy is explicitly based on three “pillars of action”. Each one is considered to be equally important and essential 

to a successful outcome and all three are developed in parallel:

research and monitoring to measure and describe inequities;  

advocacy and public participation to promote the use of information to effect change, involving a broad range of stakeholders from  

civil society working together in a movement for equity;

community involvement to involve poor and marginalized people as active participants in decision-making rather than passive  

recipients of measures designed for their benefi t.

The Equity Gauge strategy consists, therefore, of a set of interconnected and overlapping actions – it is not, as the name might suggest, 

just a set of measurements. For example, the selection of equity indicators for measurement and monitoring should take account of 

the views of community groups and consider what would be useful from an advocacy perspective. In turn, the advocacy pillar relies on 

reliable indicators developed by the measurement pillar and may involve community members or public fi gures.

Equity Gauges choose indicators according to the particular needs of the country as well as of the stakeholders. Emphasis is placed, 

however, on generating trend data within all Gauges to enable understanding of progress over time. Indicators are measured across a 

variety of dimensions of health, including health status; health-care fi nancing and resource allocation; access to health care; and quality 

of health care (such as maternal and child health, communicable diseases and trauma). All indicators are disaggregated according to the 

“PROGRESS” acronym that describes a broad range of socioeconomic factors often associated with inequities in health determinants: 

Place of residence, Religion, Occupation, Gender, Race/ethnicity, Education, Socioeconomic status and Social networks/capital.
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issues, such as inequalities, primary care, vio-
lence and health, or the health of older people46. 
All cover a wide range of issues of regional 
relevance (Table 5.1): they thus institutionalize 
the linkages between local developments and 
countrywide policy-making. 

Strengthening policy dialogue with 
innovations from the fi eld 
These links between local reality and policy-mak-
ing conditions the design and implementation of 
PHC reforms. The build up to the introduction of 
Thailand’s “30 Baht” universal coverage scheme 
provides an example of a deliberate attempt to 
infuse policy deliberations with learning from 
the fi eld. Leaders of Thailand’s reform process 
organized a mutually reinforcing interplay 
between policy development at the central level 
and “fi eld model development” in the country’s 
provinces. Health workers on the periphery and 
civil society organizations were given the space 
to develop and test innovative approaches to care 
delivery, to see how well they met both profes-
sional standards and community expectations 
(Figure 5.4). Field model development activities, 
which were supported by the Ministry of Health, 
were organized and managed at provincial level, 
and extensively discussed and negotiated with 
provincial contracts. Each province developed its 
own strategies to deal with its specifi c problems. 
The large amount of fl exibility given to the prov-
inces in deciding their own work programmes 
had the advantage of promoting ownership, 
fostering creativity and allowing original ideas 
to come forward. It also built local capacities. 
The downside to the high level of autonomy of 
the provinces was a tendency to multiply initia-
tives, making it diffi cult to evaluate the results to 
be fed into the policy work in a systematic way. 

On balance, however, the diffi culties due to the 
locally-driven approach were compensated for 
by the positive effects related to reform dynam-
ics and capacity building. By 2001, nearly half 
of Thailand’s 76 provinces were experimenting 
with organizational innovation, most of it around 
issues of equitable access, local health-care sys-
tems and community health52. 

Thailand’s “30 Baht” universal coverage 
reform was a bold political initiative to improve 
health equity. Its transformation into a concrete 
reality was made possible through the accumu-
lated experience from the fi eld and through the 
alliances the fi eldwork had built between health 
workers, civil society organizations and the pub-
lic. When the scheme was launched in 2001, these 
provinces were ready to pilot and implement the 

Table 5.1 Roles and functions of public-health 

observatories in England42

Roles Functionsa

Monitoring health and 

disease trends and 

highlighting areas for 

action

Study on the inequalities existing 

in coronary heart disease, together 

with recommendations for action47

Identifying gaps in 

health information

Study of current information sources 

and gaps on perinatal and infant 

health48

Advising on methods 

for health and health 

inequality impact 

assessment

Overview of health impact 

assessment49 

Drawing together 

information from 

different sources in 

new ways to improve 

health

Health profi le using housing and 

employment data alongside health 

data50 

Carrying out projects 

to highlight particular 

health issues

A study of the dental health of fi ve-

year-olds in the Region51

Evaluating progress 

by local agencies in 

improving health and 

eliminating inequality

Baselines and trend data 

Looking ahead to give 

early warning of future 

public health problems

Forum for partners to address likely 

future public health issues such as 

the ageing population and genetics

a Example: Northern and Yorkshire Public Health Observatory.

Figure 5.4 Mutual reinforcement between innovation in the fi eld and 

policy development in the health reform process
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scheme. Furthermore, the organizational models 
they had developed informed the translation of 
political commitment to universal coverage into 
concrete measures and regulations53.

This mutually reinforcing process of linking 
policy development with learning from the fi eld 
is important for several reasons: 

it taps the wealth of latent knowledge and inno- 

vation within the health sector;
bold experiments in the fi eld give front-line  

workers, system leaders and the public an 
inspiring glimpse of what the future might look 
like in a health system shaped by PHC values. 
This overcomes one of the greatest obstacles to 
bold change in systems − people’s inability to 
imagine that things could actually be different 
and be an opportunity rather than a threat;
the linking of policy development with front- 

line action fosters alliances and support from 
within the sector, without which far-reaching 
reform is not sustainable;
such processes engage society both locally and  

at national level, generating the demand for 
change that is essential in building political 
commitment and maintaining the momentum 
for reform. 

Building a critical mass of 
capacity for change
The stimulation of open, collaborative structures 
that supply reforms with strategic intelligence 
and harness innovation throughout the health 
system requires a critical mass of committed and 
experienced people and institutions. They must 
not only carry out technical and organizational 
tasks, but they must also be able to balance fl ex-
ibility and coherence, adapt to new ways of work-
ing, and build credibility and legitimacy54. 

However, that critical mass of people and 
institutions is often not available31. Institutions 
in low-income countries that have suffered 
from decades of neglect and disinvestment are 
of particular concern. They are often short on 
credibility and starved of resources, while key 
staff may have found more rewarding working 
environments with partner agencies. Poor gover-
nance complicates matters, and is compounded 
by international pressure for state minimalism 
and the disproportionate infl uence of the donor 

community. The conventional responses to lead-
ership capacity shortfalls in such settings, which 
are characterized by a heavy reliance on external 
technical assistance, toolkits and training, have 
been disappointing (Box 5.4). They need to be 
replaced by more systematic and sustainable 
approaches in order to institutionalize competen-
cies that learn from and share experience55.

Documented evidence of how individual and 
institutional policy dialogue and leadership 
capacities build up over time is hard to fi nd, but 
a set of extensive interviews of health sector lead-
ers in six countries shows that personal career 
trajectories are shaped by a combination of three 
decisive experiences56. 

At some point in their careers, all had been  

part of a major sectoral programme or project, 
particularly in the area of basic health serv-
ices. Many of them refer to this as a formative 
experience: it is where they learned about 
PHC, but also where they forged a commit-
ment and started building critical alliances 
and partnerships.
Many became involved in national planning  

exercises, which strengthened their capacity to 
generate and use information and, again, their 
capacity to build alliances and partnerships. 
Few had participated personally in major stud-
ies or surveys, but those who had, found it an 
opportunity to hone their skills in generating 
and analyzing information.
All indicated the importance of cooptation and  

coaching by their elders: “You have to start out 
as a public health doctor and be noticed in one 
of the networks that infl uence decision making 
in MOH. After that your personal qualities and 
learning by doing [determine whether you’ll get 
to be in a position of leadership].”56 

These personal histories of individual capacity 
strengthening are corroborated by more in-depth 
analysis of the factors that contributed to the 
institutional capacities for steering the health 
sector in these same countries. Table 5.2 shows 
that opportunities to learn from large-scale 
health-systems development programmes have 
contributed most, confi rming the importance of 
hands-on engagement with the problems of the 
health sector in a collaborative environment. 
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Box 5.4 Limitations of conventional capacity building in low- and middle-income countries55

The development community has always tended to respond to the 

consequences of institutional disinvestment in low- and middle-

income countries through its traditional arsenal of technical assist-

ance and expert support, toolkits and training (Figure 5.5). From 

the 1980s onwards, however, it became clear that such “technical 

assistance” was no longer relevant 58 and the response re-invented 

itself as “project management units” concentrating on planning, 

fi nancial management and monitoring. 

The stronger health systems were able to benefit from the 

resources and innovation that came with projects but, in others, 

the picture was much more mixed. As a recurrent irritant to national 

authorities, accountability to funding agencies often proved 

stronger than commitment to national development: demonstrat-

ing project results took precedence over capacity building and 

long-term development59, giving disproportionate weight to project 

managers at the expense of policy coherence and country leader-

ship. In more recent years, the wish to reinforce country ownership 

– and changes in the way donors purchase technical assistance 

services – paved the way for a shift from project management to 

the supply of short-term expertise through external consultants. 

In the 1980s and early 1990s, the expertise was essentially pro-

vided by academic institutions and the in-house experts of bilateral 

cooperation and United Nations agencies. The increased volume of 

funding for technical sup-

port contributed to shift-

ing the expertise market 

to freelance consultants 

and consultancy fi rms, so 

that expertise has become 

increasingly provided on a 

one-time basis, by techni-

cal experts whose under-

standing of the systemic 

and local political context 

is necessarily limited60. 

In 2006, technical coop-

eration constituted 41% 

of total overseas devel-

opment aid for health. 

Adjusted for infl ation, its 

volume tripled between 

1999 and 2006, particu-

larly through expansion of 

technical cooperation on 

HIV/AIDS. Adapting to the complexities of the aid architecture, 

experts and consultants now also increasingly act as intermediar-

ies between countries and the donor community: harmonization 

has become a growth business, lack of country capacity fuelling 

further disempowerment.
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Figure 5.5 A growing market: technical cooperation as part of Official  
 Development Aid for Health. Yearly aid flows in 2005, 
 deflator adjusted61
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The second mainstay response to the capacity problem has been the 

multiplication of planning, management and programme toolkits. 

These toolkits promise to solve technical problems encountered 

by countries while aiming for self-reliance. For all their potential, 

rigour and evidence base, the usefulness of toolkits in the fi eld has 

often not lived up to expectations for four main reasons. 

They often underestimate the complexity of the problems they  

are supposed to deal with62.

They often rely on international expertise for their implementa- 

tion, thereby defeating one of their main purposes, which is 

to equip countries with the ways and means to deal with their 

problems themselves. 

Some have not delivered the promised technical results 63 or 

led to unexpected untoward side-effects64. 

The introduction of toolkits is largely supply driven and linked to  

institutional interests, which makes it diffi cult for countries to 

choose among the multitude of competing tools that are proposed. 

The capacity-building prescription that completes the spectrum is 

training. Sometimes, this is part of a coherent strategy: Morocco’s 

Ministry of Health, for example, has applied a saturation training 

approach similar to that of Indonesia’s Ministry of Finance65, send-

ing out large numbers of young professionals for training in order 

to build up a recruitment 

base of qualifi ed staff and, 

eventually, a critical mass 

of leaders. Such deliberate 

approaches, however, are 

rare. Much more common are 

short “hotel” training courses 

that mix technical objectives 

and exchange with implicit 

aims to top-up salaries and 

buy political goodwill. The 

prevailing scepticism about 

the usefulness of such pro-

grammes (systematic evalu-

ation is uncommon) contrasts 

sharply with the resources 

they mobilize, at a consider-

able opportunity cost. 

In the meantime, new mar-

kets in education, training 

and vir tual learning are 

developing, while actors in 

low- and middle-income countries can access Internet sites on 

most health systems issues and establish electronic communi-

ties of practice. With contemporary information technology and 

globalization, traditional recipes for capacity development in poor 

countries are quickly becoming obsolete54. 
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Especially noteworthy is the fact that the intro-
duction of tools was rarely identifi ed as a critical 
input, and respondents did not highlight inputs 
from experts and training. 

The implication is that the key investment 
for capacity building for PHC reforms should be 
to create opportunities for learning by linking 
individuals and institutions to ongoing reform 
processes. A further consideration is the impor-
tance of doing so in an environment where 
exchange, within and between countries, is 
facilitated. Unlike the conventional approaches 
to capacity building, exchange and exposure to 
the experience of others enhances self-reliance. 
This is not just a recipe for under-resourced 
and poorly performing countries. Portugal, for 
example, has organized a broad societal debate 
on its 2004−2010 National Health Plan involving 
a pyramid of participation platforms from local 
and regional to national level, and 108 substantial 
contributions to the plan from sources ranging 
from civil society and professional organizations 
to local governments and academia. At three crit-
ical moments in the process, international panels 
of experts were also invited from other countries 
to act as sounding boards for their policy debate: 
a collaboration that was a learning exercise for 
all parties57.

Managing the political process: from 
launching reform to implementing it
PHC reforms change the balance of power within 
the health sector and the relationship between 
health and society. Success depends not only on 
a credible technical vision, but also on the abil-
ity to obtain the high-level political endorsement 
and the wider commitment that is necessary to 
mobilize governmental, fi nancial and other insti-
tutional machineries. 

As a technical sector, health rarely has prom-
inence in the hierarchy of the political arena. 
Ministries of health have often had enough to 
deal with simply trying to resolve the techni-
cal challenges internal to the sector. They are 
traditionally ill at ease, short of leverage and ill 
equipped to make their case in the wider politi-
cal arena, particularly in low- and low-middle-
income countries. 

The general lack of political infl uence limits 
the ability of health authorities, and of other 
stakeholders in the PHC movement, to advance 
the PHC agenda, especially when it challenges 
the interests of other constituencies. It explains 
the frequently absent or overly cautious reactions 
against the health effects of working conditions 
and environmental damage, or the slow imple-
mentation of regulations that may interfere with 
the commercial interests of the food and tobacco 
industry. Similarly, ambitious reform efforts are 
often diluted or watered down under the infl u-
ence of the donor community, the pharmaceuti-
cal and the health technology industries, or the 
professional lobbies26,66.

Lack of political infl uence also has conse-
quences within governmental spheres. Ministries 
of health are in a particularly weak position in 
low- and low-middle-income countries, as is 
evidenced by the fact that they can claim only 
4.5% and 1.7%, respectively, of total government 
expenditure (against 10% and 17.7%, respectively, 
in upper-middle and high-income countries)67. 
The lack of prominence of health priorities in 
wider development strategies, such as the Poverty 
Reduction Strategy Papers (PRSPs), is another 
illustration of that weakness68. Equally, minis-
tries of health are often absent in discussions 
about caps on social (and health) spending, which 

Table 5.2 Signifi cant factors in improving institutional 

capacity for health-sector governance in six countriesa,56 

Factorsb

No. of countries 

where factor was an 

important contributor

Average score 

for strength of 

contribution

Sector programmes/

large-scale projects
4 7.25

Establishment of 

institutions
3 6.7

National policy 

debate events
3 5.6

Research, studies 

and situation 

analysis

4 5.1

New planning and 

management tools
1 5

a 
Burkina Faso, the Democratic Republic of the Congo, Haiti, Mali, Morocco and Tunisia.

b
Identifi ed through document analysis and interviews with 136 key informants.
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are dominated by debates on macroeconomic 
stability, infl ation targets or sustainable debt. It 
is telling that, in highly indebted countries, the 
health sector’s efforts to obtain a share of the debt 
relief funds have been generally slow, less than 
forceful and unconvincing compared to educa-
tion, foregoing possibilities for rapid expansion 
of their resource base69.

Despite these challenges, there is a growing 
indication that the political will for ambitious 
reforms based on PHC is taking place. India’s 
health missions − “rural” and subsequently 
“urban” − are accompanied by a doubling of pub-
lic expenditure on health. China is preparing an 
extremely ambitious rural PHC reform that also 
includes a major commitment of public resources. 
The size and comprehensiveness of PHC-oriented 
reforms in Brazil, Chile, Ethiopia, the Islamic 
Republic of Iran, New Zealand, Thailand and 
many other countries, refl ect very clearly that it 
is not unrealistic to mobilize political will. Even 
in extremely unfavourable circumstances, it has 
proven possible to gain credibility and political 
clout through pragmatic engagement with politi-
cal and economic forces (Box 5.5). 
Experience across these countries shows that 
political endorsement of PHC reforms critically 
depends on a reform programme that is formu-
lated in terms that show its potential political 
dividends. To do that it has to:

respond explicitly to rising demand as well  

as to the health challenges and health system 
constraints the country faces, showing that it 
is not merely a technical programme, but one 
rooted in concerns relevant to society;
specify the expected health, social and politi- 

cal returns, as well as the relevant costs, in 
order to demonstrate the expected political 
mileage as well as its affordability;
be visibly based on the key constituencies’  

consensus to tackle the obstacles to PHC, pro-
viding reassurance of the reforms’ political 
feasibility. 

Creating the political alignment and commit-
ment to reform, however, is only a fi rst step. 
Insuffi cient preparation of its implementation is 
often the weak point. Of particular importance 
is an understanding of resistance to change, 

particularly from health workers70,71,72,73. While 
the intuition of leadership has its merits, it is also 
possible to organize more systematic exercises to 
anticipate and respond to the potential reactions 
of stakeholders and the public: political mapping 
exercises, as in Lebanon34; marketing studies and 
opinion polls, as in the United States74; public 
hearings, as in Canada; or sector-wide meetings 
of stakeholders, as in the Etats Généraux de la 
Santé in French-speaking Africa. Delivering on 
PHC reforms requires a sustained management 
capacity across levels of the system, embedded 
in institutions that are fi t for the purpose. In 
Chile, for example, administrative structures and 
competencies across the whole of the Ministry 
of Health are being redefi ned in line with the 
PHC reforms. Such structural changes are not 
suffi cient. They need to be instigated in conjunc-
tion with changes in the organizational culture, 
from one of issuing decrees for change to a more 
inclusive collaboration with a variety of stake-
holders across the levels of the health system. 
That in turn requires the institutionalization of 
policy-dialogue mechanisms drawing practice-
based knowledge up from the ground level to 
inform overall systems governance, while rein-
forcing social linkages and collaborative action 
among constituencies at community level75. This 
management capacity should not be assumed, it 
requires active investment. 

Even with effective political dialogue to gain 
consensus on specifi c PHC reforms and the req-
uisite management for implementation across 
levels of the system, many such reforms do not 
have their intended impact. The best-planned and 
executed policy reforms often run into unantici-
pated challenges or rapidly changing contexts. 
Broad experience in dealing with complex sys-
tems behaviour suggests that signifi cant short-
falls or shifts away from articulated goals are to 
be expected. An important component to build 
into the reform processes is mechanisms that 
can pick up signifi cant unintended consequences 
or deviations from expected performance bench-
marks, which allow for course corrections during 
implementation.

Widespread evidence on inequities in health 
and health care in virtually all countries is a 
humbling reminder of the diffi culties confronting 
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Recent developments in the Democratic Republic of the Congo 

show how renewed leadership can emerge even under extremely 

challenging conditions. The beginnings of the reconstruction of 

the country’s health system, devastated by economic collapse 

and state failure culminating in a brutal war is, above all, a story 

of skilful political management. 

The Democratic Republic of the Congo had seen a number of suc-

cessful experiences in PHC development at the district level during 

the 1970s and early 1980s. The economic and political turmoil 

from the mid-1980s onwards saw central government authority 

in health disintegrate, with an extreme pauperization of the health 

system and the workers within it. Health workers developed a 

multiplicity of survival strategies, charging patients and capital-

izing on the many aid-funded projects, with little regard for the 

consequences for the health system. Donors and international 

partners lost confi dence in the district model of integrated service 

delivery in the country and instead chose to back stand-alone dis-

ease control and humanitarian aid programmes. While, between 

1999 and 2002, the Ministry of Health commanded less than 0.5% 

of total government expenditure, its central administration and its 

Department of Planning and Studies – 15 staff in total – faced the 

overwhelming task of providing guidance to some 25 bilateral and 

multilateral agencies, more than 60 international and 200 national 

NGOs, 53 disease control programmes (with 13 government donor 

coordination committees) 

and 13 provincial ministries 

of health – not forgetting 

health-care structures organ-

ized by private companies and 

universities.

As the intensity of civil strife 

abated, a number of key 

Ministry of Health staff took it 

upon themselves to revitalize 

and update the district model 

of primary health care. Aware 

of the marginal position of the 

Ministry in the health sector, 

they co-opted the “internal 

diaspora” (former civil serv-

ants now working for the 

many international develop-

ment agencies present in the 

Box 5.5 Rebuilding leadership in health in the aftermath of war and economic collapse

country) in an open structure around the Ministry. This steering 

group drafted a national health systems strengthening strategy. 

It included (i) a progressive roll-out of integrated services, district 

by district, coordinated through regional plans and backed by a 

fundamental shift in funding from programme-specifi c fl ows to 

system funding; (ii) a set of protective “damage-control” measures 

to halt institutional infl ation and prevent further distortion of the 

system; and (iii) an explicit plan to tackle the problem of donor 

fragmentation, which had reached critical proportions. In designing 

the strategy, the steering group made deliberate efforts to set up 

networks within the health sector itself and alliances with other 

government actors and social constituencies.

The formal endorsement of the national plan by donors and civil 

society sent a strong political signal of the success of this new 

mode of working. The national health systems strengthening strat-

egy became the health component of the national poverty reduc-

tion strategy. Donors and international partners aligned existing 

projects, albeit to a variable degree, while others reshaped new 

initiatives to fi t the national strategy. 

Perhaps the most powerful testimony to the effective manage-

ment of this process is the change in the composition of donor 

funding for health (Figure 5.6). The proportion of funds dedicated 

to general systems strengthening under provincial and district 

plans has increased appreci-

ably in relation to the level 

of funding earmarked for 

disease control and humani-

tarian relief programmes. 

The advances remain fragile, 

in a context where much of 

the health sector – including 

its governance – needs to be 

reconstructed.

Nevertheless, the national 

strategy has strong roots in 

fi eldwork and, in a remark-

able turnaround against high 

odds, the Ministry of Health 

has gained credibility with 

other stakeholders and has 

improved its position in rene-

gotiating the fi nances of the 

health sector.
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Figure 5.6 Re-emerging national leadership in health: the shift in donor funding 
 towards integrated health systems support, and its impact on the 
 Democratic Republic of the Congo’s 2004 PHC strategy
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PHC reforms. This chapter has emphasized that 
leadership for greater equity in health must be 
an effort undertaken by the whole of society and 
engage all relevant stakeholders. Mediating multi-
stakeholder dialogues around ambitious reforms 
be they for universal coverage or primary care 
places a high premium on effective government. 
This requires re-orienting information systems 
the better to inform and evaluate reforms, build-
ing fi eld-based innovations into the design and 
redesign of reforms, and drawing on experi-
enced and committed individuals to manage the 

direction and implementation of reforms. While 
not a recipe, these elements of leadership and 
effective government constitute in and of them-
selves a major focus of reform for PHC. Without 
reforms in leadership and effective government, 
other PHC reforms are very unlikely to succeed. 
While necessary, therefore, they are not suf-
fi cient conditions for PHC reforms to succeed. 
The next chapter describes how the four sets of 
PHC reforms must be adapted to vastly different 
national contexts while mobilizing a common set 
of drivers to advance equity in health. 
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The starkly different social, economic and health 

realities faced by countries must inform the way 

forward for primary health care. This chapter discusses 

the implications for the way universal 

coverage, primary care, public policy and 

leadership reforms are operationalized. 

It shows how expanding health systems 

offer opportunities for PHC reform in 

virtually every country. Despite the need 

for contextual specifi city, there are cross-

cutting elements in the reforms, common 

to all countries, which provide a basis for 

globally shared learning and understanding about how PHC 

reforms can be advanced more systematically everywhere.
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Adapting reforms to country context 
Although insuffi ciently acknowledged, the PHC 
movement has been a critical success in that it 
has contributed to the recognition of the social 
value of health systems, which has now taken 
hold in most countries in the world. This change 
of mindset has created a radically different 
health-policy landscape. 

Present-day health systems are a patchwork of 
components, many of which may be far removed 
from the goals set out 30 years ago. These same 
health systems are converging. Driven by the 
demographic, fi nancial and social pressures of 
modernization, they increasingly share the aims 
of improved health equity, people-centred care, 
and a better protection of the health of their 
populations.

However, that does not mean that health sys-
tems across the world will change overnight. 
Reorienting a health system is a long-term 
process, if only because of the long time lag to 
restructure the workforce1 and because of the 
enormous inertia stemming from misaligned 
fi nancial incentives and inadequate payment 
systems2. Given the countervailing forces and 
vested interests that drive health systems away 
from PHC values, reform requires a clear vision 
for the future. Many countries have understood 
this and are developing their strategic vision of 
public policies for health with a perspective of 
10 to 20 years. 

These visions are often couched in technical 
terms and are highly vulnerable to electoral 
cycles. Nevertheless, they are also increas-
ingly driven by what people expect their health 
authorities to do: secure their health and improve 
access to care, protect them against catastrophic 
expenditure and fi nancial exploitation, and guar-
antee an equitable distribution of resources3,4. 
As shown throughout this Report, the pressure 
that stems from these value-based expectations, 
if used resolutely, can ensure that the vision is 
not defl ected and safeguard it from capture by 
short-term vested interests or changes in politi-
cal leadership. 

The protection this offers is greatly reinforced 
by early implementation. The possibilities to start 
effecting change as of now exist in virtually all 

countries: the growth of the health sector pro-
vides fi nancial leverage to do so, and globaliza-
tion is offering some unprecedented opportuni-
ties to make use of that leverage. 

This does not in any way diminish the need to 
recognize the widely divergent contexts in which 
countries fi nd themselves today: the nature of the 
health challenges they face and their wider socio-
economic reality; and the degree of adaptation to 
challenges, the level of development and speed at 
which their health systems expand. 

Opportunity for change is largely related to 
the fl ow of new resources into the health sector. 
Across the world, expenditure on health is grow-
ing: between 1995 and 2005, it almost doubled 
from I$ 2.6 to I$ 5.1 trillion. The rate of growth 
is accelerating: between 2000 and 2005, the total 
amount spent on health in the world increased by 
I$ 330 billion on average each year, against an 
average of I$ 197 billion in each of the fi ve previ-
ous years. Health expenditure is growing faster 
than GDP and faster than population growth. The 
net result is that, with some exceptions, health 
spending per capita grows at a rate of more than 
5% per year throughout the world. 

This common trend in the growth in health 
expenditure masks a greater than 300-fold varia-
tion across countries in per capita expenditure, 
which ranges from less than I$ 20 per capita 
to well over I$ 6 000. These disparities stratify 
countries into three categories: high-expenditure 
health economies, rapid-growth health econo-
mies, and low-expenditure, low-growth health 
economies. 

The high-expenditure health economies, not 
surprisingly, are those of the nearly 1 billion 
people living in high-income countries. In 2005, 
these countries spent on average I$ 3752 per 
capita on health, I$ 1563 per capita more than 
in 1995: a growth rate of 5.5% per year.

At the other extreme is a group of low-expen-
diture, low-growth health economies: low-income 
countries in Africa and South- and South-East 
Asia, as well as fragile states. They total 2.6 bil-
lion inhabitants who spent a mere I$ 103 per 
capita on health in 2005, against I$ 58 in 1995. 
In relative terms, these countries have seen their 
health expenditure per capita grow at roughly the 
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same rate as high-expenditure countries: 5.8% 
each year since 1995, but, in absolute terms, the 
growth has been disappointingly low. 

In between those two groups are the other 
low- and middle-income countries, those with 
rapid-growth health economies. The 2.9 billion 
inhabitants in these countries spent an average 
of I$ 413 per capita in 2005, more that double the 
I$ 189 per capita that they spent in 1995. Health 
expenditure in these countries has been growing 
at a rate of 8.1% per year. 

These groups differ not only in the rate and 
size of their growth in health expenditure. A 
breakdown according to the source of growth 
reveals strikingly different patterns (Figure 6.1). 
In the low-expenditure, low-growth health 
economies, out-of-pocket payments account for 
the largest share of the growth, while in rapid-
growth and high-expenditure health economies, 
increased government expenditure and pre-
payment mechanisms dominate. Where growth 
in health expenditure is through pre-payment 
mechanisms, there is greater opportunity to sup-
port PHC reforms: collectively pooled monies are 
more readily re-allocated towards interventions 

that provide a larger health return on investment 
than out-of-pocket payments. Conversely, coun-
tries where growth is primarily through out-of-
pocket expenditures have less leverage to support 
PHC reforms. Alarmingly, it is in countries where 
expenditure is the lowest and the burden of dis-
ease highest that there is a real lack of opportu-
nities for harnessing the growth of their health 
sector for PHC reforms.

The following sections outline broad catego-
ries of contexts that can shape responses for PHC 
reforms.

High-expenditure health economies 
This group of countries funds almost 90% of its 
growth in health expenditure – an extra I$ 200 
per capita per year in recent years − through 
increased government and private pre-payment 
funds. Expanding or changing the offer of services 
in these countries is less constrained by fi nances 
than by the relative lack of human resources to 
meet rising and changing demand. Their health 
systems are built around a strong and prestigious 
tertiary care sector that is important to the heavy-
weights of the pharmaceutical and medical supply 
industries2. Out-of-pocket payments, though still 
signifi cant at 15% of total expenditure, have been 
dwarfed by more progressive collective means of 
fi nancing. The third-party payment institutions 
have, thus, become central actors while the long-
standing autonomy of the health professionals is 
waning. Efforts to control costs, improve quality 
and access to disadvantaged groups have given 
rise to a widening public debate on which users 
and special interest groups have increasing infl u-
ence. Nevertheless, the state carries more weight 
in the health sector of these countries than ever 
before, with increasingly sophisticated regula-
tory tools and institutions.

Despite worries over their long-term sustain-
ability, the solidarity mechanisms that fi nance 
these health systems enjoy considerable social 
consensus. The secular trend towards extension 
of coverage to all citizens, and, often reluctantly, 
to non-citizen residents as well, continues. In the 
state of Massachusetts, the United States, for 
example, the 2006 health insurance bill aims 
at 99% coverage by 2010. At the same time, it 
is becoming increasingly clear that universal 
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coverage schemes need to be complemented by 
efforts: (i) to identify those who are excluded and 
set up specifi cally tailored programmes to include 
them; and (ii) to tackle the social determinants of 
health inequalities through policy initiatives that 
cut across a large number of sectors (Box 6.1), so 
as to translate the political commitment to health 
equity into concrete advances. 

In many of these countries, the shift in point of 
gravity from tertiary and specialized care to pri-
mary care is well under way. Better information 

and technological developments are creating 
new opportunities – and a market – for moving 
much of the traditionally hospital-based care into 
local services staffed by primary-care teams or 
even into the hands of patients themselves. This 
is fuelling a change in perception of how health 
services should operate. It provides support for 
primary care, including self-care and home care. 
Movement in this direction, however, is held up by 
inertial forces stemming from the threat of down-
sizing and dismantling massive tertiary-care 
facilities and from demand induced by the illu-
sion that the extension of life through technology 
is unlimited7. Technological innovation is indeed 
a driver of improvement and current trends show 
that it is expanding the range of services offered 
by primary-care teams. Technological innovation 
can, however, also be a driver of exclusion and 
ineffi ciency. The marked inter-country differ-
ences in the diffusion of medical technology are 
a refl ection, not of rational evaluation, but of the 
incentives to providers to adopt these technolo-
gies, and the capacity to control that adoption2. 

There are two reasons why the environment 
in which this is taking place is changing.

Public contestation of the management of tech- 

nology has continued to increase for reasons of 
trust, price, exclusion or unmet need.
Regulation increasingly depends on supra- 

national institutions. The European Union’s 
regulatory system, for example, plays an 
increasing role in the harmonization of the 
technical requirements for registering new 
medicines or of product licencing, offering pos-
sibilities, among others, for more effective sup-
port to legal provisions encouraging generic 
substitution for pharmaceuticals in the private 
sector8. Such mechanisms offer opportunities 
to increase safety and access, and thus create 
an environment in which national primary 
care reforms are encouraged. 

This comes at a time when the supply of profes-
sionals willing and able to engage in primary 
care is under stress. In Europe, for example, the 
population of general practitioners is ageing rap-
idly, and new recruits are more likely than before 
to opt for part-time or low-intensity careers1. 
There is pressure to give a more pivotal role to 

Box 6.1 Norway’s national strategy to 

reduce social inequalities in health6

Norway’s strategy to reduce health inequalities illustrates that 

there is no single solution to this complex problem. Norway 

has identifi ed a large number of determinants that infl uence 

the health of individuals: income, social support, education, 

employment, early childhood development, healthy environ-

ments and access to health services. These complex and inter-

related determinants of health are not equally distributed in 

society, and it is, therefore, not surprising that this leads to 

inequities in health as well. 

The Norwegian strategy attempts to address the root causes 

of poor health and health inequity by infl uencing the underlying 

determinants of health, and making the distribution of these 

determinants more equitable from the outset. The Norwegian 

strategy focuses on: 

reducing social inequities;  

reducing inequities in health behaviours and access to  

health services; 

targeted initiatives to improve social inclusion; and  

cross-sectoral tools to promote a whole-of-government  

approach to health. 

This brings together a number of interventions that are effec-

tive in tackling inequities, and that can be applied both within 

health systems, as well as through cooperation with other 

sectors. For instance, health systems are able to establish 

programmes for early childhood development as well as poli-

cies that reduce fi nancial, geographical and social barriers to 

health services for those who need care the most. Working 

with other sectors, such as labour and fi nance, can create 

job opportunities and taxation systems that encourage more 

equitable distribution and redistribution of wealth, which can 

have a large impact on population health. In addition to uni-

versal approaches, social inclusion interventions targeted at 

providing better living conditions for the most disadvantaged 

are also critical in reducing the gaps between the most well-off 

and the least well-off members of society.
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family physicians in primary care9. In the long 
run, however, a more pluralistic approach will 
be required with teams that include a variety 
of professionals with the instruments to provide 
coordination and continuity of care. That will 
require a different, more varied and more fl ex-
ible cadre of health workers. The sustainability 
of primary-care reforms in the category of high-
spending countries is questionable without: (i) a 
change in paradigm of the training of health per-
sonnel; and (ii) the necessary career, social and 
fi nancial incentives to move health professionals 
to what in the past have been less prestigious and 
rewarding career options. 

Spurred by the growing awareness of global 
health threats and of the stratifi cation of health 
outcomes along social fault lines, there is a 
major renaissance in public health. The con-
nections between health and other sectors are 
better understood and are bringing health to the 
attention of all sectors. Research and information 
systems, demand for public health training and 
new discourses on public health are occupying 
the centre stage of public concerns. This situation 
needs to be translated into multi-pronged cross-
sector strategies to address the social determi-
nants of health and their infl uence on priority 
health challenges (Box 6.1). 

Over the last decades, most countries in this 
category are leading reforms through a steer-
and-negotiate rather than a command-and-con-
trol approach. This refl ects the growing public 
visibility of the health-policy agenda and the need 
to fi nd a balance between the different and often 
irreconcilable demands of diverse constituencies. 
As a result, reform efforts are usually multi-lev-
elled, with multiple actors. They progress incre-
mentally: a protracted messy process of muddling 
through and hard bargaining. In England and 
Wales, for example, a major primary-care reform 
included an extensive public consultation through 
questionnaires addressed to more than 42 000 
people, while over 1 000 individuals were invited 
to voice their interests and concerns in public 
hearings. This involvement facilitated consensus 
on a number of contentious parts of the reform, 
including shifts of resources to primary care 
and to underserved areas, while responsibilities 
were redistributed to improve cooperation and 

coordination10. Time and effort for systematic 
but principled negotiation is the price to pay for 
obtaining the social consensus that can overcome 
entrenched resistance to reform. 

Rapid-growth health economies
In rapid-growth health economies, the challenge 
of engaging PHC reforms presents itself quite 
differently. The growing demand that comes 
with increased purchasing power is fuelling an 
expansion of services at unprecedented speed. 
Assuming current growth rates continue through 
to 2015, per capita health expenditure will grow 
by 60% in the fast-growing health economies of 
the Americas compared to 2005 levels. In the 
same time period, that expenditure will double 
in Europe and the Middle-East and triple in East 
Asia (Figure 6.2). 

While the rate of growth in expenditure repre-
sents an opportunity to engage in PHC reforms, 
it also fuels patterns of health-sector develop-
ment that run counter to the vision and values 

Projected total health expenditure per capita, I$, 2015

0
Low- and

middle-
income

countries*,
Eastern

Mediterranean
region

Figure 6.2 Projected per capita health expenditure in 2015, rapid-growth
health economies (weighted averages)a

1200

Projected growth in out-of-pocket expenditure

Projected growth in private pre-paid expenditure

Projected growth in government expenditure

800

1000

400

600

Level of total health expenditure in 2005

1400

Low- and
middle-

income
countries*,
East Asia,
Western

Pacific region

Low- and
middle-

income*,
Americas

Low- and
middle-

income
countries*,
European

region

All rapid-
growth
health

economies

* Without fragile states.
a Assuming the yearly growth rates for government-, private pre-paid-, and out-of-pocket 

 expenditure estimated from 1995−2005 data5 persist to 2015.

200



The World Health Report 2008 Primary Health Care – Now More Than Ever

104

of PHC. Beginnings count: policy choices that are 
made for political or technical expediency, such 
as to refrain from regulating commercial health 
care, may make it more diffi cult to redirect health 
systems towards PHC values at a later stage, as 
powerful vested interests emerge and patterns 
of supply-induced demand become entrenched11. 
Biases towards highly sophisticated and special-
ized infrastructures that cater to the expectations 
of a wealthy minority are being further fuelled 
by a new growth market in medical tourism 
whereby patients from high-expenditure health 
economies with high-fi xed costs are out-sourced 
to these comparatively low-cost environments. 
This drains the supply of professionals for pri-
mary care, encouraging unprecedented rates of 
specialization within the workforce12. In contrast 
with these developments, ministries of health 
in many of these countries are still organized 
around specifi c disease control efforts, and are 
ill-equipped to use the leverage of expanding 
resources to regulate health-care delivery. The 
result is all too often a two-tiered system, with 
highly sophisticated and specialized health infra-
structure that caters to expectations of a wealthy 
minority, in the presence of huge gaps in service 
availability for a large part of the population

Reforms that emphasize universal access to 
people-centred primary care can help to correct 
such distortions. These reforms can take advan-
tage of technological innovations that facilitate 
rapid, simple, reliable and low-cost access to ser-
vices that were previously inaccessible because 
they were too expensive or required complex 
supportive infrastructure. Such innovations 
include rapid diagnostic tests for HIV and gastric 
ulcers, better drugs that facilitate the shift from 
institution-based to primary care-based mental 
health13, and advances in surgery that either 
eliminate or dramatically reduce the need for 
hospitalization. Combined with the multiplication 
of evidence-based guidelines, such innovations 
have considerably enlarged the problem solving 
capacity of primary-care teams, broadening the 
role of non-physician clinicians14 and the potential 
of self-care. Rapid expansion of people-centred 
care is thus possible in a context where the tech-
nological gap between close-to-client ambulatory 
care and tertiary institutions is less striking 

than it was 30 years ago. Chile, for example, has 
doubled the uptake of primary-care services 
in a period of fi ve years, along with a massive 
investment in personnel and equipment ranging 
from emergency dental care and laboratories to 
home-based management of chronic pain. The 
impact of this transformation can be amplifi ed 
by targeting and empowering the large numbers 
of poor and excluded in these countries and by 
reforming public policies accordingly. 

In the rapid-growth health economies of the 
Americas and the European region less that one 
third of the expected growth on current trends is 
through increased out-of-pocket expenditure on 
health. Two thirds are through increased govern-
ment expenditure, in combination, in the Ameri-
cas, with expanded private pre-paid expenditure 
(Figure 6.2). The latter also plays a growing role 
in the Far East, where, as in the Middle East, 
around 40% of the growth, on current trends, 
will be in out-of-pocket expenditure. Leverage 
of PHC reforms will depend in part on the pos-
sibility to regulate and infl uence private pre-paid 
expenditure, and, particularly in Asia, to curb the 
reliance on out-of-pocket expenditure. 

In most of these countries, the level of expen-
diture compared to GDP or to total government 
expenditure remains low, offering fi nancial room 
to further accelerate PHC reforms and underpin 
them through parallel, and equally important, 
moves towards universal coverage and reduced 
reliance on out-of-pocket payments. In many of 
these countries, public resources are allocated 
on a capitation basis as are, at least, part of 
pooled private pre-payment funds. This pro-
vides opportunities to include criteria, such as 
relative deprivation or unmet health needs in the 
capitation formulas. This effectively transforms 
resource allocation into an instrument for pro-
moting health equity and for introducing incen-
tives favouring conversion towards primary care 
and healthier public policies.

Some of the largest countries in the world – 
Brazil, for example – are now seizing these kinds 
of opportunities on a massive scale, expanding 
their primary-care networks while diminishing 
their reliance on out-of-pocket payments15. Such 
reforms, however, rarely come about without 
pressure from the user’s side. Chile’s health policy 
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has defi ned a detailed benefi t package, well pub-
licized among the population as an enforceable 
right. People are being informed about the kind 
of services, including access to specialized care, 
which they can claim from their primary-care 
teams. In combination with sustained invest-
ment, such unambiguous entitlements create a 
powerful dynamic for the development of primary 
care. Managed well, they have the potential to 
accelerate convergence while avoiding at least 
part of the distortions and ineffi ciencies that have 
plagued high-income countries in earlier years. 

Low-expenditure, 
low-growth health economies
With 2.6 billion people and less than 5% of the 
world’s health expenditure, countries in this 
group suffer from an absolute under-funding of 
their health sector, along with a disproportion-
ally high disease burden. The persistence of high 
levels of maternal mortality in these countries 
− they claim close to 90% of all maternal deaths 
− is perhaps the clearest indication of the con-
sequences of the under-funding of health on the 
performance of their health systems. 

Worryingly, growth in health expenditure in 
these countries is low and highly vulnerable to 
their political and economic contexts. In fragile 
states, particularly in those located in Africa, 
health expenditure is not only low but barely 
growing at all, and 28% of this little amount 
of growth in recent years is accounted for by 
external aid. Health expenditure in the other 
countries of this group is growing at a stronger 
average rate of 6% to 7% per year. On current 
trends, by 2015, per capita health expenditure 
will have more than doubled in India compared 
to 2005, and increased by half elsewhere, except 
in fragile states (Figure 6.3). In many countries, 
this represents signifi cant leverage to engage 
PHC reforms, particularly where the growth is 
through increased government expenditure or, as 
in Southern Africa, through other forms of pre-
payment. In India, however, more than 80% of the 
growth will, on current trends, be in out-of pocket 
expenditure, offering much less leverage. 

Countries in these regions accumulate a set of 
problems that in all their diversity share many 

characteristics. Whole population groups are 
excluded from access to quality care: because 
no services are available; because they are too 
expensive, or under-funded, under-staffed and 
under-equipped; or because they are fragmented 
and limited to a few priority programmes. Efforts 
to establish sound public policies that promote 
health and deal with determinants of ill-health are 
limited at best. Unregulated commercialization 
of both private- and public-health care is quickly 
becoming the norm for urban and, increasingly, 
for rural populations − a much bigger and more 
underestimated challenge to PHC’s values than 
the verticalism that so worries the international 
health community.

In most of these countries, the state has had, 
in the past, the ambition to run the health sector 
on an authoritarian basis. In today’s pluralistic 
context, with a multitude of different providers, 
formal and informal, public and private, only 
few have succeeded in switching to more appro-
priate steer-and-negotiate approaches. Instead, 
as public resources stagnated and bureaucratic 
mechanisms failed, laissez-faire has become the 
default approach to management of the health 
sector. 
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This has resulted in few or feeble attempts to 
regulate commercial health-care provision – not 
only by the private, but also within the public 
sector, which has, in many instances, adopted 
the commercial practices of unregulated private 
care. In such settings, government capacity often 
limits the extent to which new resources can be 
leveraged for improved performance. Health 
authorities are, thus, left with an unfunded man-
date for steering the health sector. 

Therefore, growing the resource base is a pri-
ority: to refi nance resource-starved health sys-
tems; to provide them with new life through PHC 
reforms; and to re-invest in public leadership. Pre-
payment systems must be nurtured now, discour-
aging direct levies on the sick and encouraging 
pooling of resources. This will make it possible to 
allocate limited resources more intelligently and 
explicitly than when health services are paid for 
out-of-pocket. While there is no single prescrip-
tion for the type of pooling mechanism, there 
are greater effi ciencies in larger pools: gradual 
merging or federation of pre-payment schemes 
can accelerate the build-up of regulatory capacity 
and accountability mechanisms16.

In a signifi cant number of these low-expen-
diture, low-growth health economies, particu-
larly in sub-Saharan Africa and fragile states, 
the steep increase in external funds directed 
towards health through bilateral channels or 
through the new generation of global fi nanc-
ing instruments has boosted the vitality of the 
health sector. These external funds need to be 
progressively re-channelled in ways that help 
build institutional capacity towards a longer-term 
goal of self-sustaining, universal coverage. In the 
past, the bulk of donor assistance has targeted 
short-term projects and programmes resulting in 
unnecessary delays, or even detracting from the 
emergence of the fi nancing institutions required 
to manage universal coverage schemes. The 
renewed interest among donors in supporting 
national planning processes as part of the har-
monization and alignment agenda, and the con-
sensus that calls for universal access, represent 
important opportunities for scaling up invest-
ments in the institutional apparatus necessary for 
universal coverage. While reduced catastrophic 
expenditure on health care and universal access 

are suffi ciently strong rationales for such change 
in donor behaviour, the build-up of sustainable 
national fi nancing capacities also offers an even-
tual exit strategy from donor dependence.

Governments can do more to support the health 
sector in these settings. Low-expenditure, low-
growth health economies allocate only a small 
fraction of their government revenue to health. 
Even in sub-Saharan African countries, which 
have made progress and allocated an average of 
8.8% of their government expenditure to health 
in 2005, the Abuja Declaration target of 15% is 
still a long way off5. Reaching that target would 
increase total health expenditure in the region 
by 34%. Experience of the last decade shows that 
it is possible to increase government revenues 
allocated to health rapidly. For example, follow-
ing rising pressure from a broad range of civil 
society and political movements, India’s general 
government expenditure on health – with a spe-
cifi c focus on primary health care – is expected 
to triple within the next fi ve years17. In a differ-
ent context, the Ministry of Health in Burundi 
quadrupled its budget between 2005 and 2007 by 
successfully applying for funds that became avail-
able through debt reduction under the Enhanced 
Heavily Indebted Poor Countries (HIPC) initiative. 
On average, in the 23 countries at completion 
point for the HIPC and Multilateral Debt Relief 
Initiative (MDRI), the annual savings from HIPC 
debt relief during the 10 years following qualifi -
cation are equivalent to 70% of public spending 
on health at 2005 levels18. While only part of that 
money is to be directed to health, even that can 
make a considerable difference to the fi nancial 
clout of public-health authorities. 

Opportunities arise not only from increased 
resources. The preponderance of pilot projects 
is gradually being replaced by more systematic 
efforts to achieve universal access, albeit often 
for a single intervention or disease programme. 
These high visibility programmes, developed in 
relation to the MDGs, have revitalized a num-
ber of concepts that are key to people-centred 
care. Among them are the imperative of univer-
sal access to high quality and safe care without 
fi nancial penalty, and the importance of conti-
nuity of care, and the need to understand the 
social, cultural and economic context in which all 
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In Mali, the primary care network is made up of community-

owned, community-operated primary-care centres, backed up 

by government-run district teams and referral units. There is a 

coverage plan, negotiated with the communities, which, if they 

so wish, can take the initiative to create a primary-care centre 

according to a set of criteria. The commitment is important, since 

the health centre will be owned and run by the community: for 

example, the staff of the health centre, a three to four person 

team led by a nurse or a family doctor, has to be employed (and 

fi nanced) by the local community health association. The com-

munity can make an agreement with the Ministry of Health to 

obtain technical and fi nancial support from the district-health 

teams, for the launch of the health centre and the supervision 

and back up of its subsequent operation. 

The model has proved quite popular, despite the huge effort com-

munities have had to put into the mobilization and organization 

of these facilities: by 2007, 826 such centres were in opera-

tion (up from 360 10 years before), set up at an average cost of 

US$ 17 000. The system has proved resilient and has signifi cantly 

increased the production of health care: the number of curative 

care episodes managed by the health centres has been multiplied 

by 2.1. The number of women followed up in antenatal care has 

been multiplied by 2.7 and births attended by a health professional 

by 2.5, with coverage levels as measured through Demographic 

Health Surveys in 2006 standing at 70% and 49%, respectively; 

DTP3 vaccination coverage in 2006 was 68%. 

People obviously consider the investment worthwhile. Twice 

during the last 10 years, between 2000 and 2001 and 2004 

and 2005, demand and local initiative for the creation of new 

centres was rising so fast that Mali’s health authorities had to 

take measures to slow down the expansion of the network in order 

to be able to guarantee quality standards (Figure 6.4). This sug-

gests that the virtuous cycle of increased demand and improved 

Box 6.2 The virtuous cycle of supply of and demand for primary care

supply is functioning. Health authorities are expanding the range 

of services offered and improving the quality – by encouraging the 

recruitment of doctors in the rural primary-care centres − while 

continuing their support to the extension of the network.
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men, women and families of a given community 
live. Integration is becoming a reality through 
approaches, such as the Integrated Management 
of Adolescent and Adult Illness (IMAI) and the 
community-based interventions emerging from 
the Onchocerciasis Control Programme (OCP)19. 
Global initiatives are loosening their grip on 
disease-control mandates and are beginning 
to appreciate the importance of strengthening 
the system more generally, such as through 
GAVI Alliance’s Health System Strengthening 
window, paving the way for better alignment of 
previously fragmented initiatives. Driven largely 
by demand, information technologies to support 

primary care, such as electronic medical records, 
are spreading much faster than anticipated. 
Efforts to scale up HIV treatment have helped to 
expose the shortfalls in key systems inputs, such 
as the supply chain management of diagnostics 
and drugs, and build bridges to other sectors, 
such as agriculture, given the imperative of food 
security. Emerging awareness of the magnitude 
of the workforce crisis is leading to ambitious 
policies and programmes, including task shifting, 
distance learning and the innovative deployment 
of fi nancial and non-fi nancial incentives. 

In this context, the challenge is no longer to do 
more with less, but to harness the growth in the 
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health sector to do more with more. The unmet 
need in these countries is vast and making ser-
vices available is still a major issue. It requires a 
progressive roll-out of health districts – whether 
through government services or by contracting 
NGOs, or a combination of both. Yet the complexi-
ties of contemporary health systems, particularly, 
but not only in urban areas, call for fl exible and 
innovative interpretations of these organizational 
strategies. In many of Africa’s capitals, for exam-
ple, public facilities of primary, and even second-
ary, level have almost or completely disappeared, 
and have been replaced by unregulated commer-
cial providers20. Creative solutions will have to 
build on alliances with local authorities, civil 
society and consumer organizations to use grow-
ing funds – pooled private pre-payment, social 
security contributions, funds from municipal 
authorities and tax-sourced funding – to create 
a primary-care offer that acts as a public safety 
net, as an alternative to unregulated commercial 
care, and as a signal of what trustworthy, people-
centred health care can look like. 

What eventually matters is the experience of 
patients accessing services. Trust will grow if they 
are welcomed and not turned away; remembered 
and not forgotten; seen by someone who knows 
them well; respected in terms of their privacy 
and dignity; responded to with appropriate care; 
informed about tests; and provided with drugs 
and not charged a fee at the point of service.

Growing trust can induce a virtuous cycle of 
increased demand and improved supply (Box 6.2). 
The gain in credibility that comes from instating 
such a virtuous cycle is key to gaining social and 
political consensus on investment in healthier 
public policies across sectors. Effective food 
security, education and rural-urban policies are 
critical for health and health equity: the health 
sector’s infl uence on these policies depends to 
a large extent on its performance in providing 
quality primary care.

Mobilizing the drivers of reform 
Across all of the diverse national contexts in which 
PHC reforms must fi nd their specifi c expression, 
globalization plays a major role. It is altering the 
balance between international organizations, 

national governments, non-state actors, local and 
regional authorities and individual citizens. 

The global health landscape is not immune to 
these wider changes. Over the last 30 years, the 
traditional nation state and multilateral architec-
ture have been transformed. Civil society organi-
zations have mushroomed, along with the emer-
gence of public-private partnerships and global 
advocacy communities identifi ed with specifi c 
health problems. Governmental agencies work 
with research consortia and consulting fi rms 
as well as with non-state transnational institu-
tions, foundations and NGOs that operate on a 
global scale. National diasporas have appeared 
that command substantial resources and infl u-
ence with remittances – about US$ 150 billion 
in 2005 – that dwarf overseas development aid. 
Illicit global networks make a business out of 
counterfeit drugs or toxic waste disposal, and 
now have the resources that allow them to cap-
ture and subvert the capacity of public agencies. 
Power is gravitating from national governments 
to international organizations and, at the same 
time, to sub-national entities, including a range 
of local and regional governments and non-gov-
ernmental institutions21. 

This new and often chaotic complexity is chal-
lenging, particularly to health authorities that 
hesitate between ineffective and often counter-
productive command and control and deleterious 
laissez-faire approaches to governance. How-
ever, it also offers new, common opportunities 
for investing in the capacity to lead and mediate 
the politics of reform, by mobilizing knowledge, 
the workforce and people.

Mobilizing the production of knowledge 
PHC reforms can be spurred and kept on track 
by institutionalizing PHC policy reviews that 
mobilize organizational imagination, intelligence 
and ingenuity. The know-how to conduct policy 
reviews exists22, but requires more explicit artic-
ulations. They need to refocus on monitoring such 
progress with each of the four interlocking sets of 
PHC reforms; on identifying, as they unfold, the 
technical and political obstacles to their advance-
ment; and on providing the elements for course 
corrections, where necessary. 
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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 imple-
ment the necessary reforms. Indeed, for many 
countries, it is not realistic to fi nd, within their 
own institutions, all the technical expertise, con-
textual knowledge and necessary capacity for 
dispassionate analysis that PHC policy reviews 
require. Open, inclusive and collaborative struc-
tures, such as the Latin American observatory 
models23, can go a long way in harnessing the 
diversity of national resources. Such models also 
make it possible to derive further benefi ts from 
international collaboration and to overcome the 
scarcities within a single nation’s capacities. Pol-
icy-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 not22. 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 

offi cials in Southern Africa, are promising steps 
in that direction.

There is a huge research agenda with enor-
mous 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 coun-
try that spends the highest proportion (5.6%) of 

Box 6.3. From product development to 

fi eld implementation – research makes 

the link27

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 

fi rst to broadly document the effi cacy of insecticide-treated 

bednets for malaria prevention in the mid-1990s, in multi-

country, 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 Pro-

gramme for Onchocerciasis Control, initiated research on how 

best to get Ivermectin into mass distribution in the fi eld. What 

evolved was a tested and fi ne-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 meth-

ods 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 signifi cant 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 fi nally 

begin to yield their hoped-for health impact through sounder 

primary health-care system implementation. Thus, the long-

standing 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 research26. 
As another striking example, only US$ 2 mil-
lion 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 effec-
tive public policies. No other industry of that size 
would be satisfi ed 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 consti-
tute an ambitious workforce programme that 
requires a rethink and review of existing peda-
gogic approaches. The science of health equity 
and primary care has yet to fi nd its central place 
in schools of public health. Pre-service educa-
tion for the health professions is already begin-
ning 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-the-
job 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 

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 work-
ing in primary-care teams are not put in place. 
Similarly, incentives are critical complements in 
ensuring that individuals and institutions exer-
cise their competencies when engaging health 
in all policies. 

The health workforce is critical to PHC reforms. 
Signifi cant 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 cen-
tredness. Without investing in their mobilization, 
they can be an enormous source of resistance to 
change, anchored to past models that are con-
venient, reassuring, profi table 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 cover-
age came from within the Ministry of Health29,30. 
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 reform31. 
In just a few years, coverage was extended and 
most of the population was covered with a pub-
licly funded primary-care system that benefi t-
incidence 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 scepticism34. 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 commitment35. 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 democ-
ratization. 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 NGOs36. 

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 authori-
ties 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 protec-
tion 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 res-
ervoir of potential strength for the sector, and is 
a basis for obtaining a level of commitment from 
society and political leadership that is commen-
surate with the challenges. 

Economic development and the rise of a knowl-
edge 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, solidar-
ity, 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 benefi ts, impoverishing costs, in 
loss of trust in the health system as a whole and, 
ultimately, in loss of political legitimacy. Coun-
tries need to demonstrate their ability to trans-
form their health systems in line with changing 
challenges as well as to rising popular expecta-
tions. That is why we need to mobilize for PHC, 
now more than ever.



The World Health Report 2008 Primary Health Care – Now More Than Ever

112

References

World Health Report 2006 – Working together for health. 1. Geneva, World Health 

Organization, 2006.

Ezekiel JE. The perfect storm of overutilization. 2. JAMA , 2008, 299:2789−2791.

Halman L et al. 3. 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. 4. Globalization and perceptions of social inequality. Geneva, International 

Labour Offi ce, Policy Integration Department, 2004 (World Commission on the 

Social Dimension of Globalization, Working Paper No. 32).

National health accounts5. . 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 6. 

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 7. 

prospects. Lancet, 2005, 366:1484–1498.

Moran M. 8. 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. 9. BMJ, 2008, 336:861.

Busse R, Schlette S, eds. 10. Focus on prevention, health and aging, and health 

professions. Gütersloh, Verlag Bertelsmann Stiftung, 2007 (Health Policy 

Developments 7/8).

Rothman DJ. 11. Beginnings count: the technological imperative in American health care. 

Oxford and New York NY, Oxford University Press, 1997.

Human resources for health database12. . Geneva, World Health Organization, 2008 

(http://www.who.int/topics/human_resources_health/en/index.html).

PHC and mental health report13. . Geneva, World Health Organization, 2008 (in press).

Mullan F, Frehywot S. Non-physician clinicians in 47 sub-Saharan African countries. 14. 

Lancet, 2007, 370:2158–2163.

World Health Statistics 2008 (http://www.who.int/whosis/en/).15. 

Achieving universal health coverage: developing the health fi nancing system16. . Geneva, 

World Health Organization, 2005 (Technical briefs for Policy-Makers No. 1; WHO/

EIP/HSF/PB/05.01).

National Rural Health Mission. 17. 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 18. 

(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)19. . 

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. 20. Le district sanitaire urbain en Afrique subsaharienne. Enjeux, pratiques et 

politiques. Louvain-la-Neuve, Paris, Karthala-UCL, 2004.

Baser H, Morgan P. 21. Capacity, change and performance. Maastricht, European Centre 

for Development Policy Management, 2008.

OECD reviews of health systems − Switzerland22. . Paris, Organisation for Economic 

Co-operation and Development/World Health Organization, 2006.

D23. e 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.

The PHAMEU project. Utrecht, Netherlands Institute for Health Services, 2008 24. 

(http://www.phameu.eu/).

EQUINET Africa. Regional Network on Equity in Health in Southern Africa, Harare, 25. 

2008 (http://www.equinetafrica.org/).

Hamilton M III et al. Financial anatomy of biomedical research. 26. JAMA , 2005, 

294:1333−1342. 

Community-directed interventions for major health problems in Africa: a multi-country 27. 

study: fi nal 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).

UNESCO science report 200528. . Paris, United Nations Educational, Scientifi c and 

Cultural Organization, 2005.

Tancharoensathien V, Jongudomsuk P, eds. 29. From policy to implementation: historical 

events during 2001-2004 of UC in Thailand. Bangkok, National Health Security 

Offi ce, 2005.

Biscaia A, Conceição C, Ferrinho P. 30. 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.

Hughes D, Leethongdee S. Universal coverage in the land of smiles: lessons from 31. 

Thailand’s 30 Baht health reforms. Health Affairs, 2007, 26:999–1008.

Jongudomsuk P. From universal coverage of healthcare in Thailand to SHI in China: 32. 

what lessons can be drawn? In: International Labour Offi ce, 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).

Tangcharoensathien V et al. 33. Universal coverage in Thailand: the respective roles of 

social health insurance and tax-based fi nancing. In: International Labour Offi ce, 

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).

Maiga Z, Traore Nafo F, El Abassi A. 34. Health sector reform in Mali, 1989–1996. 

Antwerp, ITG Press, 2003.

Balique H, Ouattara O, Ag Iknane A. Dix ans d’expérience des centres de santé 35. 

communautaire au Mali, Santé publique, 2001, 13:35−48.

Chaudhury RH, Chowdhury Z. 36. Achieving the Millennium Development Goal on 

maternal mortality: Gonoshasthaya Kendra’s experience in rural Bangladesh. Dhaka, 

Gonoprokashani, 2007.



Index

113

A
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 infl uenza (H5N1) 68

Ayurvedic medicine training 44

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

benefi t packages, defi ning 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

C
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 redefi ned 93

benefi t 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-fi ve 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



Primary Health Care – Now More Than Ever

114

The World Health Report 2008

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

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, defi ning 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 traffi c fatalities 71

self-help organization of diabetics 48

funding see total health expenditure



115

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 oversimplifi cation in resource-constrained 

settings xviii

defi ning 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 policy-

making

health-adjusted life expectancy (HALE) 6

health-care delivery

fi ve 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-fi ve mortality 1975 and 2006 3

Indonesia, inequalities in health/health care 10

infl uenza, 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



Primary Health Care – Now More Than Ever

116

The World Health Report 2008

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

fi nancing 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 fi eld”, 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

M
Madagascar

inequalities in health/health care 10

life expectancy at birth 4

under-fi ve 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-fi ve 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-fi ve mortality 1975 and 2006 3

Morocco

institutional capacity for health-sector governance 92 

trachoma programme 71

under-fi ve mortality 1975 and 2006 3

mortality

cause-of-death statistics 74

reducing under-fi ve 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-fi ve 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



117

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
Offi cial Development Aid for Health, yearly aid fl ows (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 fi eld 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-fi ve 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 oversimplifi ed 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, fi lling 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-identifi ed 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



Primary Health Care – Now More Than Ever

118

The World Health Report 2008

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 fi eld 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-traffi c 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

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-fi ve mortality 1975 and 2006 3

systems policies, for human resources 66

T
Tajikistan, under-fi ve mortality 1975 and 2006 3

Tanzania

budget allocation formulae/contract specifi cations 30

inequalities in health/health care 10

treatment plans for safe motherhood 48

targeting, social protection schemes 33

technical cooperation, Offi cial Development Aid for Health, 

yearly aid fl ows (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 fi eld model innovations 

89

under-fi ve 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

traffi c accidents 7, 8, 71



119

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, fi nancial 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

offi ces 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-fi ve mortality 1975 and 2006 3









Headquarters
World Health Organization
Avenue Appia 20
1211 Geneva 27, Switzerland
Telephone: (41) 22 791 21 11
Facsimile:  (41) 22 791 31 11
E-mail: inf@who.int 
Web site: http://www.who.int 

WHO Regional Offi ce for Africa
Cité du Djoue
P.O. Box 06
Brazzaville, Congo
Telephone: (47) 241 39100
Facsimile: (47) 241 39503
E-mail:  webmaster@afro.who.int 
Web site: http://www.afro.who.int 

WHO Regional Offi ce for the Americas/
Pan American Sanitary Bureau 
525, 23rd Street N.W.
Washington, D.C. 20037, USA
Telephone: (1) 202 974 3000
Facsimile:  (1) 202 974 3663
E-mail: webmaster@paho.org 
Web site: http://www.paho.org 

WHO Regional Offi ce for South-East Asia 
World Health House
Indraprastha Estate
Mahatma Gandhi Road
New Delhi 110002, India
Telephone: (91) 112 337 0804/09/10/11
Facsimile:  (91) 112 337 0197/337 9395 
E-mail: registry@searo.who.int 
Web site: http://www.searo.who.int

WHO Regional Offi ce for Europe
8, Scherfi gsvej
2100 Copenhagen Ø, Denmark
Telephone: (45) 39 17 17 17
Facsimile:  (45) 39 17 18 18
E-mail: postmaster@euro.who.int 
Web site: http://www.euro.who.int 

WHO Regional Offi ce for the Eastern 
Mediterranean
Abdul Razzak Al Sanhouri Street
P.O. Box 7608
Nasr City
Cairo 11371, Egypt
Telephone: (202) 670 25 35
Facsimile:  (202) 670 2492/94 
E-mail: webmaster@emro.who.int 
Web site: http://www.emro.who.int

WHO Regional Offi ce for the 
Western Pacifi c
P.O. Box 2932
Manila 1000, Philippines
Telephone: (632) 528 9991
Facsimile:  (632) 521 1036 or 526 0279
E-mail: pio@wpro.who.int 
Web site: http://www.wpro.who.int

International Agency for 
Research on Cancer
150, cours Albert-Thomas
69372 Lyon Cédex 08, France
Telephone: (33) 472 73 84 85
Facsimile:  (33) 472 73 85 75
E-mail:  www@iarc.fr 
Web site: http://www.iarc.fr 

Offi ces of the World Health Organization

couverture_cor.indd   2-3 16.9.2008   17:07:34



PRIMARY
HEALTH

CARE
REFORMS

As nations seek to strengthen their health systems, they are increasingly 

looking to primary health care (PHC) to provide a clear and comprehensive 

sense of direction. The World Health Report 2008 analyses how primary 

health care reforms, that embody the principles of universal access, equity 

and social justice, are an essential response to the health challenges of 

a rapidly changing world and the growing expectations of countries and 

their citizens for health and health care.

The Report identifi es four interlocking sets of PHC reforms that aim 

to: achieve universal access and social protection, so as to improve 

health equity; re-organize service delivery around people’s needs and 

expectations; secure healthier communities through better public policies; 

and remodel leadership for health around more effective government and 

the active participation of key stakeholders.   

This Report comes 30 years after the Alma-Ata Conference of 1978 on 

primary health care, which agreed to tackle the “politically, socially and 

economically unacceptable” health inequalities in all countries. Much has 

been accomplished in this regard: if children were still dying at 1978 rates, 

there would have been 16.2 million child deaths globally in 2006 instead 

of the actual 9.5 million. Yet, progress in health has been deeply and 

unacceptably unequal, with many disadvantaged populations increasingly 

lagging behind or even losing ground.

Meanwhile, the nature of health problems is changing dramatically. 

Urbanization, globalization and other factors speed the worldwide 

transmission of communicable diseases, and increase the burden of 

chronic disorders. Climate change and food insecurity will have major 

implications for health in the years ahead thereby creating enormous 

challenges for an effective and equitable response.

In the face of all this, business as usual for health systems is not a 

viable option. Many systems seem to be drifting from one short-term 

priority to another, increasingly fragmented and without a strong sense 

of preparedness for what lies ahead.

Fortunately, the current international environment is favourable to a 

renewal of PHC. Global health is receiving unprecedented attention. There 

is growing interest in united action, with greater calls for comprehensive, 

universal care and health in all policies. Expectations have never been 

so high.

By capitalizing on this momentum, investment in primary health 

care reforms can transform health systems and improve the health of 

individuals, families and communities everywhere. For everyone interested 

in how progress in health can be made in the 21st century, the World 
Health Report 2008 is indispensable reading.
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Lao-Tzu 

I have three precious things which I hold fast and prize. The first is gentleness; the second is 
frugality; the third is humility, which keeps me from putting myself before others. Be gentle and you 

can be bold; be frugal and you can be liberal; avoid putting yourself before others and you can 
become a leader among men. 

 
Napoleon Hill 

The best job goes to the person who can get it done without passing the buck or coming back with 
excuses.  

 
Andrew Carnegie  

No man will make a great leader who wants to do it all himself or  
to get all the credit for doing it.  

 
Peter Drucker  

No executive has ever suffered because his subordinates were strong and effective.  
 

Donald H. McGannon  
Leadership is action, not position.  

 
Joe Batten 

The first task of a leader is to keep hope alive.  
 

Henry Kissinger 
Leaders must invoke alchemy of great vision.  

 
John C. Maxwell 

A leader is one who knows the way, goes the way and shows the way.  
 

Harold S. Geneen  
Leadership is practiced not so much in words as in attitude and in actions.  

 
Arnold H. Glasgow  

A good leader takes a little more than his share of the blame, a little less than his share of the credit.  
 

Stephen R. Covey  
Management works in the system; leadership works on the system.  

 
Gen. H. Norman Schwarzkopf  

Leadership is a combination of strategy and character. If you must be without one, be without the 
strategy.  
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Blaine Lee  
The great leaders are like the best conductors - they reach beyond the notes to reach the magic in the 

players.  
 

Arnold Glasgow  
One of the tests of leadership is the ability to recognize a problem before it becomes an emergency.  

 
Stephen Covey  

Effective leadership is putting first things first. Effective management is discipline, carrying it out.  
 

Unknown Author 
A real leader faces the music, even when he doesn't like the tune.  

 
 
 
 

Welcome to the second edition of the team leader’s handbook.  The 
production of such a handbook recognizes the unique challenges and 
opportunity for skill-building facing the resident asked to lead a U.S. health 
brigade in remote areas of the world.  We hope that information provided through 
this book will help to build the confidence necessary to take on this unique 
feature of residency training at U.C. Family Medicine. 
 

We also hope that it will provide you with enough information on the 
remarkable partnership that is Shoulder to Shoulder, on Honduras and its people, 
and on ongoing project work to recognize the incredible value of your work, to 
feel invested in the project, and to be able to serve as an ambassador for the 
program. 
 
Andrew Bazemore, MD     Christy O’Dea, MD 
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Philosophy of Global Health Electives conducted by the  
UC Department of Family Medicine  
 
Developing countries enjoy a regular stream of energetic and talented health care 
professionals traveling to help the poorest communities in any way possible (Physician 
Service Opportunities Abroad. JAMA 1993; 270(5): 567-571). U.S. health centers and 
other volunteer health groups often bring with them eager medical students, residents, 
nursing students and allied health students for one to two weeks of medical service.  
These groups, by virtue of their broad community representation and influential 
reputation, often possess the ability to generate widespread support and raise the funds 
needed for their charitable endeavors. 

Despite the talent, good will and infrastructure for raising funds and in-kind 
donations available for these short–term efforts, they rarely result in significant, 
sustainable improvement in the health status of poor communities. The reasons are 
complex, but a primary factor is that health centers and other volunteer groups together 
with their supportive communities do not have the understanding, knowledge or 
experience required to forge long- term relationships with needy communities in the 
developing world.   

A long-term sustainable relationship opens possibilities for continuity of care, 
health promotion and disease prevention.   Long-term relationships also lay a 
foundation for addressing health education, public health issues, economic 
development, agricultural development, improvement in schools and many other 
activities that impact the health of communities.  It is this broader, comprehensive vision 
of sustainable community growth that poor communities deeply desire. This is 
consistent with the Honduran Ministry of Health priorities to promote community based 
health care initiatives.  We desire to continue to develop an effective network of 
partnerships of health care professionals from U.S. health centers with educational and 
charitable goals to reproduce our successful long-term, sustainable health care and 
community partnership model in other communities in Honduras.  We intend to link the 
goodwill and technical capacities of U.S. health centers with the industry and hope of 
poor rural Honduran communities, joining forces to work toward improvement of health 
status for the poorest of Honduras.  We also hope to inspire U.S. and Honduran health 
care professionals to work in underserved communities.  Ultimately, it is our goal to link 
multiple partnerships forming a network to interact with each other, the Honduran 
government and outside organizations to improve the health status of poor, rural 
communities in Honduras.  We believe that this will also enhance the cultural 
competence of U.S. volunteer health workers.  
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Shoulder to Shoulder, Inc.: An Introduction 
 
Shoulder to Shoulder is a private, non-profit 501(c)(3), non-governmental organization 
formed in Cincinnati, Ohio in 1996.  It began providing health care services in western 
Intibucá in  1990, six years prior to its official incorporation.  In the spirit of local 
empowerment, Shoulder to Shoulder worked with local community leaders in Santa 
Lucia to form Hombro a Hombro, a grassroots community-based, non-profit NGO 
registered in Honduras since 1996.  Shoulder to Shoulder and Hombro a Hombro work 
in tandem to achieve a single mission:  to develop educational and health programs to 
help poor rural communities in Honduras achieve sustainable development and improve 
the overall health and well being of its residents.  We seek to address the health, 
education, economic, and social needs of isolated communities in the Western Intibucá 
region.   
 
The three missions of Shoulder to Shoulder are: 

1. To provide medical and dental care, nutrition services and community 
development for poor communities in rural Honduras. 

2. To provide faculty supervised experiences for health care providers in an 
international setting that enhances skills in community health, tropical medicine,  
cross cultural medicine and working in resource poor environments. 

3. To provide a setting for reflection and personal growth through service. 
 
Shoulder to Shoulder receives in-kind assistance from the University of Cincinnati as 
well as financial assistance from private donors both corporate and individual.   
Over the past eighteen years, Shoulder to Shoulder has given more than 1500 U.S. 
citizens the opportunity to work side by side (“shoulder to shoulder”) with Hondurans 
committed to improving the health and well being of all in their communities. The total  
budget grew from $150,000 in 2004 to $1.7 million in 2008. 
 
The Shoulder to Shoulder health clinic in Santa Lucia is a key component of our 
program, providing primary medical care, health education and community resources to 
the most needy.  The clinic has modern exam rooms, an emergency room, and 
laboratory and radiology services.  The Honduran physicians and nurses provide care to 
thousands of patients each year (approximately 50-80 patients per day).  In addition, the 
dental clinic provides acute, restorative and preventive dentistry to the community.  The 
clinic has a large attached dormitory for visiting brigade groups allowing for up to 40 
individuals at a time.  Apartments above the dormitory provide living space for the 
Honduran based staff. 
 
• Shoulder to Shoulder also operates a clinic in Pinares, San Marcos de La Sierra, 

Intibuca.  This clinic is staffed by a full time Honduran nurse and is supported by the 
Shoulder to Shoulder affiliate Thundermist Health Center (in Rhode Island) and 
Virginia Commonwealth University (VCU). There is a government physician in San 
Marcos, but great medical need in the villages in this area.   The majority of people 
in the area are subsistence farmers and thus very poor.  The Minister of Health has 
designated this area as one of their “underserved” areas which also attests to its 
great need.  The government of Honduras has ranked San Marcos de La Sierra as 
the poorest municipality in all of Honduras. 
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Shoulder to Shoulder affiliates are academic health centers that send brigades on a 
regular basis to one community.  They also manage ongoing public health programs at 
these sites.  Other Shoulder to Shoulder affiliates include: 

• The University of Rochester, San Jose, San Marcos de La Sierra, Intibucá 
• The University of Pittsburgh, San Jose el Negrito, Yoro. 
• Brown University, Guachipiloncito, Concepcion, Intibucá 
• University of Wyoming, Agua Salada, Concepcion, Intibucá 

 
Insert Map 
 
Shoulder to Shoulder operates a number of public health projects.   
 
Yo Puedo is an outreach program for fifth and sixth grade girls that currently functions 
in 10 schools in the villages surrounding Santa Lucia.  The program was developed 
based on the vast body of research which shows that child health is greatly influenced 
by increased maternal education.  The goals of the program are to encourage girls to 
stay in school, increase self esteem, and develop micro-business skills.  Currently, the 
program is managed by a US volunteer.  In the past, it has been managed by Peace 
Corp workers or the teachers themselves. 
 
The Madreguia Program is a program that trains village women to function as 
community health workers.  The women are trained on a variety of community health 
issues, including the importance of folic acid.  The women then distribute folic acid to 
their neighbors on a monthly basis.  The program currently functions in 10 villages 
around Santa Lucia, with over 100 madreguias, and over 1000 women receiving folic 
acid on a monthly basis.  There are opportunities for brigades to meet with madreguias 
and provide education during their monthly meetings. 
 
The Water Filter Project has distributed over 100 low cost, easy to use water filters to 
the poorest families in the area.  The filters, developed by Potters for Peace, are made 
in Honduras and provided by a grant from Rotary International.  
 
The Library was opened in 2007 to provide children with opportunities to read and 
learn outside of school.  A new library was constructed in 2008 and provides twice 
weekly story hours, geography classes for older children, and internet access for the 
community. 
 
Cervical Cancer Screening Program   In October 2003, the cervical cancer screening program 
was started a program in Santa Lucia, Honduras using visual inspection with acetic acid. Except in 
the major cities of Honduras, there is little access to cervical cancer screening and the female 
population is largely unscreened.  VIA (visual inspection with acetic acid) is a well studied method 
for cervical cancer screening in developing countries.  This has been a brigade activity, in which 
women are screened in their own communities during field clinics, and then for those women with 
positive results, colposcopy is performed in the Santa Lucia clinic.  Biopsy capabilities and 
cryotherapy are available.  Women with dysplasia beyond the scope of cryotherapy are referred to 
La Esperanza.  To date, more than 1000 women have been screened. 
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Past Projects 
 

• Water Project: A geologist working for a private firm in Cincinnati has headed a 
project including our students and residents for determining new water sources 
for the community, and investigating sustainable water purification methods.  

• Microbiological surveys of local water sources. 
• Disease prevalence data from over 4,000 physician visits. 
• A maternal depression survey was begun in October 2001.  
• Educational programs for village health care workers, teachers and nurse 

midwives 
• Mapping study 
• MDS (minimum data set) and Rapid Catch surveys 
• Diabetes clinics 
• Feeding Program   Honduras suffers an immense burden of malnutrition.  With 

U.S. funding support, parents of students built a cooking center at schools in 13 
villages.  Daily, local foods would be purchased and prepared by parents to 
ensure that each student received at least one nutritionally-balanced meal per 
day.  Basic data on height, weight, and age for each student was collected at 
baseline, and sporadically over time since the creation of the program.   The 
program is still in existence but funded by the World Food Programme. 
 

 
   
The Ministry of Health Contract 
 
In 2008, Shoulder to Shoulder, Inc signed a contract with the Honduran Ministry of 
Health to provide basic health services to the populations of Magdalena and San 
Antonio.  Under this contract (“convenio”), Shoulder to Shoulder manages the health 
centers in the area, including the Centro de Salud in Magdalena, Centro de Salud in 
San Antonio, Cesar in Santa Teresa, and the Cesar in San Jose.  Management includes 
supervision of the employees, provision of supplies and medications, and education of 
the personnel.  In addition, the public health system, including supervision of health 
promoters, falls under the government contract.  The health promoters are active in the 
communities, making home visits, following up on high risk families, providing 
community education, and monitoring for disease outbreak.  (A Centro de Salud is 
literally, a “health center” usually staffed by a doctor and nurse.  A Cesar is a smaller 
health center, usually staffed by a nurse only.) 
 
In July 2009, Shoulder to Shoulder is projected to add the population of Santa Lucia to 
its contract, bringing the total population under contract to approximately 16,000 people.  
Concepcion is projected to be added to the contract in January 2010, with the opening 
of a newly constructed health center.  San Marcos de La Sierra is also projected to be 
added in January 2010. 
 
The government contract gives brigades a unique opportunity to participate in the health 
system of the area.  Brigade activities directly contribute to the public health needs of 
the area, and fulfill requirements of the contract.  This provides opportunities to 
participate in health fairs, community clean up days, provision of care at STS-managed 
health centers, participation in census taking activities, and evaluation of programs.   
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Shoulder to Shoulder has developed a database to follow all patients within its system.  
All patients have a unique “carnet” card and number which is noted on all paperwork.  
All patient encounters, including census data, clinic visits, anthropometric data, and 
participation in activities, are monitored in this database.   
 
Because of the government contract, there is extensive paperwork that needs to be 
completed.  As visiting health care providers, it is important that this paperwork is filled 
out completely and adequately.  Ideally, this paperwork should be discussed either 
before arrival, or on the first evening of orientation in Santa Lucia.  Paperwork that 
should be addressed with the group beforehand includes prenatal and delivery forms, 
encounter forms and coding, and daily patient log forms.   All government forms should 
be completed in Spanish.  In patient charts, Spanish is ideal, but only required for 
pregnant women and children un 
der 5.   
 
HONDURAS: A Brief Introduction 

 

 
 
Intro: Part of Spain's vast empire in the New World, Honduras became an independent 
nation in 1821. After two and one-half decades of mostly military rule, a freely elected 
civilian government came to power in 1982. During the 1980s, Honduras proved a 
haven for anti-Sandinista contras fighting the Marxist Nicaraguan Government and an 
ally to Salvadoran Government forces fighting against leftist guerrillas. The country was 
devastated by Hurricane Mitch in 1998, which killed about 5,600 people and caused 
approximately $2 billion in damage 
 

Population: 6,823,568  (July 2004 est.)  
Age structure: 0-14 years: 41.2% (male 1,434,555; female 1,376,216)  

15-64 years: 55.1% (male 1,866,219; female 1,896,027)  
65 years and over: 3.7% (male 118,404; female 132,147) (2004 est.)  
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Median age: total: 19 years  
male: 18.6 years  
female: 19.4 years (2004 est.)  

Population 
growth rate: 

 
2.24% (2004 est.) 
 

 
Economy:  Honduras is the third poorest country in the Western Hemisphere.  The 
2001 GNP per capita is only $740 per year placing it in the World Bank classification 
system in the poorest quartile.  It has an extraordinarily unequal distribution of income 
and massive unemployment, is banking on expanded trade privileges under the 
Enhanced Caribbean Basin Initiative and on debt relief under the Heavily Indebted Poor 
Countries (HIPC) initiative. While the country has met most of its macroeconomic 
targets, it has failed to meet the IMF's goals to liberalize its energy and 
telecommunications sectors. Growth remains dependent on the status of the US 
economy, its major trading partner, on commodity prices, particularly coffee, and on 
reduction of the high crime rate. 

-Source: www.cia.gov 
Health Conditions in Honduras: 
 
Health statistics are not completely reliable, for example, in 1990, the Pan American 
Health Organization (PAHO) estimated that 44.2 % of the deaths were unreported.  
Nonetheless, the following information illustrates the health and socioeconomic 
challenges in Honduras: 
                       Honduras  U.S. 
  Infant Mortality (deaths/1000)                36        7 

From Perinatal period:             20.6% 
From Intestinal infectious diseases:   28.2% 
From Respiratory infections:             21.8% 

  Maternal Mortality (deaths/ 100,000 live births)     221     8 
   From Hemorrhage:              32.8% 
   From Infections:              20.7% 
   From Hypertensive disease:             12.3% 
    
  Households below poverty line               75.6% 
 
The health situation in rural areas is even worse: 
 
Malnutrition among school children ages 6-9:   44.6% (vs. 26.2% in urban areas) 
Underemployment:                                                   34%   (vs. 17% in urban areas) 
Adequate Housing:        16% 
Access to drinking water, excreta disposal and electricity:              19% 
Fertility Rate:     6.3 children per household (vs. 3.9 in urban 
households) 
 
Source: World Development Indicators 2001 World Bank and Health in the Americas 
1998, Pan American Health Organization 
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Santa Lucia and Intibucá: The Hombro a Hombro Clinic 
 
 

 
 
• Santa Lucia – is the site of the Clinica Hombro a Hombro (Shoulder to Shoulder Clinic).   

Teams from U.C. and other collaborating medical schools and individuals have been 
traveling to this site since 1990 to provide health care to this once very impoverished region.    
Preventative (and some restorative) dental care has been provided to this area for about 5 
years as well.    Research and/or community development projects may also be undertaken 
in Santa Lucia.  Sleeping arrangements here are in a dorm.    There is a kitchen and a large 
meeting/dining room in the dorm.  There is electricity – when working.  It often goes out 
during the rainy season. 

 
o Santa Rita – is about a 60 minute drive from Santa Lucia.    There is an 

established clinic building in that will open in July 2009 with the Santa Lucia 
government contract.   The region suffers from a lack of healthcare and deep 
poverty.   Electricity is provided in those areas whose villagers could afford to pay 
for the Honduran government hook up fee which is exorbitant for them (about 5 
years wages for 4-5 households).    

 
o San Antonio-is about a 60 minute drive from Santa Lucia.  There is a STS-

managed Centro de Salud with a physician and two nurses.  Brigade members 
may be sent to cover the government personnel in this health center when they 
have trainings, vacation, etc. 

 
o Santa Teresa is about 90 minutes from Santa Lucia.  It is a small STS-managed 

Cesar which has a Honduran nurse.  
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o Magdalena is a 10 minute car ride or 30 minute walk from Santa Lucia.  There is 
a STS-managed Centro de Salud with a Honduran physician and nurse. 

 
o San Jose, San Antonio  is a 30 minute drive from Santa Lucia.   The STS-

managed Cesar is staffed by a Honduran nurse and usually visited by a 
Honduran doctor on a weekly visit. 

 
Preparing the team:  Travel Medicine  

 
Members of your team will likely have questions regarding health related preparations for 
travel to Honduras.  For information specific to Honduras, you can visit www.cdc.gov .   For 
additional assistance or questions, feel free to email Dr. Christy O’Dea 
(Christy.odea@yahoo.com ). 

- 
Recommended vaccinations for Brigades to Santa Lucia: 

• Hepatitis A Recommended for: all travelers. 
• Typhoid   Recommended for: prolonged stays or “adventurous eaters”. 
• Hepatitis B  Recommended for: all health care workers ; prolonged stays; frequent 

short stays in this or other high risk countries; adventure travelers; the possibility of 
acupuncture, dental work, or tattooing; the possibility of a new sexual partner during 
stay; and travelers with high potential to seek medical care in local facilities. Consider for 
short stays in risk-averse travelers desiring maximum pre-travel preparation. Increased 
awareness is recommended regarding safe sex and body fluid/blood precautions. 

• Rabies   Risk should be presumed to occur in most parts of the country. 
Recommended for: prolonged stays with priority for young children. Also recommended 
for shorter stays at locations more than 24 hours travel from a reliable source of post-
exposure rabies vaccine; occupational exposure; all adventure travelers, hikers, cave 
explorers, and backpackers. Consider for risk-averse travelers desiring maximum pre-
travel preparation.  

• Influenza Flu is transmitted year round in the tropics and all travelers are at increased 
risk. Recommended for: all travelers over age 50; all travelers of any age with any 
chronic or immunocompromising conditions. Consider for any traveler wishing to 
decrease risk of influenza or non-specific respiratory illness. Consider anti-virals as 
standby therapy for those inadequately immunized. 

• Routine vaccinations (adults only)  
o Tetanus/Diphtheria/Pertussin (all countries)—Adequate primary series plus 

one dose of Td within the last 10 years.  
o Measles (all countries)—Indicated for those born in 1957 or later (1970 or later in 

Canada) without history of disease or of 2 adequate doses of live vaccine at any 
time during their life. Many countries (including the U.K.) recommend that adults 
need to have had only 1 countable dose at any time during their life.  

o Polio  - Adult polio boosters are unnecessary for travel anywhere in South and 
Central America. 

o Pneumococcal (all countries)—All adults over 65 and those with chronic disease 
or compromising conditions.  

o Varicella (all countries)—Consider for long-term travelers with no history of the 
disease. 

Malaria Risk Risk (predominantly P. vivax) exists throughout the year in rural areas including 
diving resorts on the Caribbean coast and the Bay Islands (Roatan and others) and within the 
municipalities of Tegucigalpa and San Pedro Sula.  There is a very low risk of malaria in 
Intibuca. 
 

http://www.cdc.gov/�
mailto:Christy.odea@yahoo.com�
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Malaria Prophylaxis: Recommend evening and nighttime insect precautions in risk areas. The 
medicine chloroquine protects against malaria in this area, however there is a very low risk of 
malaria in Intibucá.   
  
Insect Precautions   Although the risk of malaria is very low in and around Santa Lucia,  there 
is a small risk of Dengue Fever in the area.  Dengue Fever is a viral illness transmitted by the 
daytime biting Aedes aegypti.  Therefore, insect precautions, including the use of insect 
repellent with DEET (<30-50%) are encouraged. 
 
Traveler’s diarrhea:  High risk throughout the country including deluxe accommodations in 
major cities. Tap water is unsuitable for drinking. Drink only bottled or boiled water.  Eat only hot 
food in restaurants.  Avoid uncooked vegetables and fruits.  Recommend that all brigade 
members bring antibiotics for traveler’s diarrhea, such as ciprofloxacin, rifaximin, azithromycin, 
or other floxin.  In addition, it is wise to bring an antidiarrheal, such as loperamide, to be taken 
along with antibiotics. 
 
OTHER: 

• San Pedro Sula is considered the HIV capital of Central America.  8% of sex workers in 
the capital city are estimated to be HIV positive. Extra time reinforcing HIV/STD 
concepts is recommended during the pre-travel consultation.  

• Leishmaniasis (cutaneous), transmitted by sandflies, is widespread in rural areas. 
Recommend insect precautions.  

• Chagas' disease occurs in rural areas; risk to travelers is unknown but is thought to be 
negligible. Avoid overnight stays in houses constructed of mud, adobe brick, or palm 
thatch. Avoid blood transfusions not assuredly screened for Chagas' disease.  

• Violent crime, including sexual assault and carjacking, occur in tourist areas and 
foreigners have been targeted. Advise extraordinary vigilance and strict adherence to 
personal security strategies at all times 

• In general, the rural communities of Intibucá are safe for travel.  It is recommended that 
brigade members leave in pairs, and do not leave the clinic premises after dark.   

• San Pedro Sula and El Progreso have more crime.  It is recommended that before 
leaving the hotel, check in with your Honduran brigade leader.  Travel outside the hotel 
after dark is not recommended (even in groups). 

 

Packing & Requirements for Participation and Travel to Honduras 

PROPOSED CHECK LIST OF PERSONAL ITEMS  

Blood pressure cuff - 
Stethoscope - 
Oto-ophthalmoscope - 
Canteen/Water bottle - 
Camera with charger and cord to download photos - 
Flashlight or Head lamp - 
Personal medications, including Cipro or other antibiotic for traveler’s diarrhea - 
Passport, airline tickets, money -- always on your person - a waist pack is a good 
means of carrying these items.  A COPY OF YOUR PASSPORT should be 
placed in all of your luggage 

- 
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An airport tax of approximately $34 is needed to leave the country, this may be 
paid in Lempira, or dollars, but not by credit card.  

Very little cash is needed during the trip.  All meals and hotel expenses are 
covered by the brigade fee. Usually not more than $50 is needed for snacks and 
drinks.  (A visit to a souvenir shop on the last day usually occurs, and they take 
credit cards.) 

 

Personal journal, if desired - 
Pocket translation guide/dictionary - 
Toilet tissue/Kleenex - 
Ear plugs - 
3-5 days of clothing.  Comfortable, casual clothes area best.  You may wish to 
bring scrub shirts in which to work.   Shorts are not acceptable for work in the 
clinic.  Laundry services are available. 

- 

Good walking shoes - 
Flip-flops for the shower - 
Rain gear - 
Towel/washcloth - 
Toiletries  
Sheet(s) - 
Inflatable pillow or pillow case which can be stuffed with towels or clothes - 
Insect repellant (not more than 30-50% DEET as active ingredient) - 
Lightweight sweater - 
Bathing suit/suntan lotion - 

The majority of your check-in baggage will need to contain medicines and supplies. You should plan on 
the possibility of not having your check-in baggage for the first couple of days (worst case scenario). All 
personal, valuable items should be kept in your carry-on (including at least one change of clothing and 

your toiletries).  

 
 

Consular Information/State Department updates 
 

• Honduras Consular information sheet webpage:  
http://travel.state.gov/travel/cis_pa_tw/cis/cis_1135.html 

 
• REGISTRATION/EMBASSY LOCATION: Americans living in or visiting Honduras are 

encouraged to register at the Consular Section of the U.S. Embassy in Tegucigalpa and 
to obtain updated information on travel and security within Honduras.   (This will be done 
by Mo Jennings for the entire brigade.) 
 

• The U.S. Embassy and Consulate are located at: 
Avenida La Paz in Tegucigalpa, Honduras 
Fax: 011-504-238-4357 
Web site: http://www.usmission.hn/ 

Telephone: 011-504-236-9320 or 011-504-238-5114 
 For information on services for U.S. citizens, please ask for ext. 4400.  

 
• The Consular Agency in San Pedro Sula is located at: 

Banco Atlantida Building - 8th Floor 
San Pedro Sula, Honduras 

http://travel.state.gov/travel/cis_pa_tw/cis/cis_1135.html�
http://www.usmission.hn/�
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Telephone: 011-504-558-1580 
The Consular Agent is available during limited hours to accept U.S. passport 
applications for adjudication at the Embassy in Tegucigalpa, perform notarial services 
and assist U.S. citizens with emergencies.  Please call for office hours. The Consular 
Agent does not provide visa information or services.  
 

• Evacuation Insurance is included in the brigade fee and provided for all brigade 
members.  Before the brigade, a proof of insurance card will be emailed to all brigade 
members.  Each should print it out and carry it with them during the brigade.  It includes 
a phone number to be used in case of emergency.  The company should be called 
before any transport is arranged. 

 
 
 
Questions about brigade work and activities 
 
Goals for the Brigade participant: It is important to view your trip as having three principle 
objectives: 

1. To help- you can do this in many ways- seeing patients, teaching Honduran staff, 
initiating new projects, installing new equipment, organizing the pharmacy or 
even tidying up the facilities.  There are many ways because there are many 
needs.  You may also help by bringing comfort or joy to poor people who seldom 
are recipients of such commodities.   

2. To learn: Learn how to practice in resource poor areas, learn how to rely on your 
physical exam skills, learn how to practice in a different culture, learn a different 
culture, etc. 

3. To reflect:  Why do I have what I have?  Who are my neighbors?  What can I do 
at home and abroad to alleviate suffering?  What are my obligations to the poor? 
And many more similar questions- Initiate such conversations with those who are 
most like you and those are least like you. 

 
Cultural competence   This is a topic that should be addressed in country during nightly 
discussions.   In a nutshell, visiting providers should have the following goal: be aware of, 
sensitive to, and knowledgeable about the Honduran culture. Until you start achieving this goal, 
simply be respectful, a good listener rather than talker, and don’t for a moment think that 
Americans have all the right answers….especially for Hondurans. 

 
Working well with translators   This is another topic that should be addressed in country 
during the evening sessions, preferably early in the trip.  Key points: 

 Recognize the power and importance of the translator. 
1. Ask the translator to translate word for word in both directions. 
2. Try to speak at least a few words of greeting in Spanish to start the encounter as a 

way of creating a comfortable atmosphere. 
3. Talk to the patient, not the translator; using short sentences and simple words.  

 
 
Your Responsibilities as Team Leader 
 

1. Set the Tone.  Your attitude, manner, and style will set the tone for the rest of the 
brigade members.  By exhibiting a confident, respectful, and energetic attitude, the 
brigade members will feel the same.   

2. Make an Effort to Know Brigade Members Individually During the first few 
days of the global health course, and during the brigade, introduce yourself to each 
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member of the brigade, and discuss their individual goals for the trip.  Think about 
each individual’s strengths and weaknesses. 

3. Encourage Teamwork.  Consider planning a team building activity during the global 
health course or early in the brigade to encourage brigade members to get to know 
each other.  Remind brigade members early and often that all brigade activities may 
not involve direct patient care, but that all activities are important to the organization. 

4. Be available.  Reach out to brigade members before the trip, and make sure they 
know they may contact you in case of questions or concerns. 

5. Communicate.  You are in a unique position to communicate between the on the 
ground Honduran staff and the brigade members.  Arrange with the Honduran staff to 
have regular meetings (probably each afternoon or evening) to discuss details for the 
following days. 

6. Be Prepared.  The brigade team leaders should bring along their own emergency 
preparedness box, including:  GPS units, cell phones, HIV prophylaxis, and influenza 
prophylaxis (If deemed necessary). 

7. Manage the Details 
• Brigade Activity Planning  

 Designate one person to communicate with Honduran staff to assess 
needs on the ground and possible brigade activities.   
 Months prior to the trip, meet with the other team leaders and 

interested faculty and discuss possible projects and activities.   
 Designate a contact person for each project.   
 Expect frequent communication with the on the ground staff in 

Honduras in the weeks and months prior to the trip.   
 Consider making a provisional schedule (Consider use of template in 

Appendix C).  Try to make sure that there are a variety of activities for 
brigade participation:  clinical activities, public health projects, and 
home visits.  (Consider use of template seen in Appendix H)   
 Consider a fun activity for Sunday (waterfall, river).  
  You should strongly consider including medical education for the 

Honduran staff in your brigade planning. 
• Packing  

 Remind brigade members about needed supplies before the trip.   
 Designate an area to collect supplies before packing.   
 Inform brigade members that they will be bringing supplies with them 

and how much space they have for their own packing.   
 Using the methods explained on the website, pack bins for the flight.    
 Distribute bins to brigade members, clearly explaining that each is 

responsible for the bin assigned to him/her.   
 Keep a list of what is packed in each bin, and who has each bin.   

• Global Health Course  
 You may be asked to give a talk during the Global Health Course.   
 You are encouraged to attend those lectures that you did not attend 

during the previous course.  However, it is understood that you will 
have planning and packing that may keep you from attending all of the 
lectures. 

• Traveling  
 Encourage the group to stay together when traveling.   
 Be sure all brigade members are present before leaving from one 

place to the next.   
 Work with Honduran staff to assign brigade members appropriately to 

hotel rooms (Appendix G). 
• Education  

 Work with your faculty to prepare short nightly discussions following a 
brief case conference.   
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 Designate team leaders or faculty to lead case conference each night.  
Topics should include:  Common medications used in Santa Lucia, 
Cultural beliefs of Health and Illness in Honduras, How to work with 
Interpreters, Common illnesses seen in Santa Lucia, and Dengue. 

• On the Ground Orientation During the first day in Santa Lucia, arrange 
for a clinic tour and orientation.  Orientation with the brigade should include:   

 Introduction of all Honduran staff 
 Introduction of all brigade members 
 Introduction of translators 
 Ground Rules (see Appendix A) 
 Orientation to the government system and forms 
 Orientation of translators 

• Scheduling  
 Communicate each afternoon with the designated Honduran Staff 

regarding the following day’s activities.  Make sure to discuss 
transportation and lunch!   
 When scheduling, make sure that each brigade member has a variety 

of experiences.   
 Ensure that each team that goes out has a GPS unit and cell phone 

with phone numbers in case of emergency. (Consider use of template 
in Appendix I) 

• “Despedida” and Talent Show   This is a tradition that is fun to continue.  
Work with the Honduran staff to organize a dinner and dance with the local 
committee on the last night of the brigade.  This is a good time to thank your 
cooks and staff.  (Small gifts are always appreciated.)  Inform brigade 
members early in the brigade that there is a talent show so they can prepare. 

• Evaluation  
 Before you leave Honduras, please fill out the brigade summary form 

and brigade evaluation form and return them to Christy O’Dea, MD.   
 You make consider asking brigade members to complete a brigade 

evaluation form as well. 
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Appendix A:  Ground Rules 
 

1. Water Conservation is extremely important.  There is a finite amount of water for the 
entire village, and overuse of water from brigades may mean that others in the village go 
without water.  Therefore the following techniques are important: 

• “When its yellow let it mellow, when its brown flush it down” 
• Army showers:  stand under the shower, get wet, turn off the water, soap up, 

then turn the water on again to rinse off.   
• Gray water use:  When showering, stand in a large basin to collect the water.  

Use this water later on to flush the toilet.  Simply pour the water in the toilet bowl 
to flush. 

• Finally, do not toilet paper in the toilet! 
2. Water and Food Safety The cooks who work for Hombro a Hombro are specially 

trained to prepare food so that it is safe for North Americans.  Anything they put on the 
table for you is safe.  The water that comes out of the tap is not safe.  You may drink 
from water from the water cooler in the comedor.  Water from the tap is passed through 
a large sand filter in the back of the kitchen to fill the jugs for the water cooler.  In 
addition you may drink water from the bucket filters that are in the comedor.  In general, 
the small restaurant in front of the clinic (El Chadai) is safe, although we can’t guarantee 
the safety of the food.  Other restaurants in town should be avoided. 

3. Internet The internet is crucial to the functioning of the clinic.  Unfortunately, the 
internet system has limited bandwidth, and going over the limit will cause a shutdown of 
the system.  Therefore, limited use of the internet by brigade members is very important.  
The Honduran staff will inform the brigade which computer may be used.  It is important 
that brigade members know that they may only check email.  The following is prohibited:  
downloading or uploading photographs or videos, facebook, my space, utube, checking 
websites that use many pictures or streaming video. 

4. Quiet Time The apartments above the dormitory are the residences for the Honduran 
staff.  This is their home, and we as brigade members are guests in their home.  We 
should be respectful of this.  There should be a quiet time recognized after 10 pm. 

5. Alcohol Santa Lucia is a dry town, and no alcohol is sold in town.  As 
representatives of Shoulder to Shoulder and our countries, we want to show our best 
face and be good examples.  Therefore, no alcohol is allowed during the brigade in 
Santa Lucia.  

6. Laundry There are women who will wash your laundry for a small cost.  They will 
pick up your laundry each morning at 7 am, and bring it back in the afternoon.  If you 
won’t be around around 5 pm, leave your money with someone to pay the ladies and 
pick up your laundry. 
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Appendix B:  Pearls from Previous Team Leaders 
 
• Pre-trip planning and communication with brigade participants 
• Participation/contributions to the I.H. course before your trip(if applicable) 
• Organizing/helping with packing 
• Working with Faculty participants, faculty leaders 

o Be Confidant-act like you know what is happening, even when you don’t  
o Encourage, facilitate, coordinate, problem-solve 
o Listen Well, communicate to the group often 
o Depend on your Honduran staff leader-ask for help, ask questions 
o Use humor when you can with the group 
o Think 1-2 days ahead and frequently communicate plans/schedules with the group 
o Frequent reminders about water, showers, working together 

• Organizing the group at the airport 
o Consider head count 
o Check head counts 
o Stick together as a group through the airports.  Timing is often tight for the connections.  

Gather after exiting the plane, stick together until the gate. 
o At the Houston airport, may buy water and snacks for the first few hours in San Pedro 
o Inform everyone that they will need to complete customs forms on the plane, but there is 

no need to declare anything on the form. 
• …through customs 

o Plan for a few Spanish speakers to be at the front of the line at customs, explain about 
the brigade and donated medical supplies. 

o Identify any missing luggage, check inventory lists, and put in a claim at the airport for 
any missing bags.  Put Marvin’s cell phone number on the claim. 

o As soon as the group is gathered outside of customs, move out into the main airport 
terminal and to the front “porch” of the terminal and look for Marvin. 

o Make sure everyone keeps their carry on bafr with them-everything they need for the next 
24 hours.  All checked bags will not be seen again until Santa Lucia 

• … once on the ground in Honduras 
o Count heads on the bus! 
o Announce the schedule for the Afternoon 
o About 2-3 hours to Siguatepeque 
o Lunch in Siguatepeque (good grocery store, sells vanilla-good souvenir) 
o Another 2 hours to La Esperanza (very winding roads, consider Dramamine) 

• … the first night in the hotel in La Esperanza 
o Check with Marvin about schedule/dinner 
o Work with Marvin to assign hotel rooms 
o At dinner, discuss schedule for next morning (Breakfast, encourage walk through market, 

set time for bus) 
o Remind all to keep passport and money with them at all times. 
o Usually there will be a visit to the district hospital 

• On the road to Santa Lucia 
o a Stop in Pinares for bathroom, snacks.  (Coffee sold is good souvenir) 
o Stop at clinic in Concepcion for tour and bathroom break-no drinks 
o Consider stop in Camasca to visit health center-need to set up with Marvin ahead of time 
o Long, unpaved road through the mountains to Santa Lucia, consider Dramamine! 

• Arrival in Santa Lucia 
o Greet Staff first-discuss plan for unpacking, tours, sleeping quarters, schedule for 

afternoon 
o Be careful about which bins can be unpacked and which should be delivered before 

unpacking 
o Formulate a schedule for Monday 
o Gather the group for introductions, meet interpreters, and discussion of ground rules.  

Discuss schedule for evening and Monday.  Invite Honduran staff to participate. 
• Weekdays in Santa Lucia 

o Post schedules each night for following day 
o Communicate frequently with the group about plans and working together 
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• Organizing the field clinic 

o It takes roughly 10-15 persons to run a small field clinic, more if the village is very large.  
Size should be determined based on estimates of how many persons will attend the 
clinic(which our Honduran partners can help to assess in advance) 

o MY OPINION IS THAT DELEGATION NEEDS TO BE WELL THOUGHT OUT- ONE 
PERSON AT LEAST FOR THE DURATION OF THE TRIP -EVEN IF THEY ARE NOT 
ON EVERY FIELD EXPERIENCE.  BETTER NOT TO HAVE A FIRST TIMER OR 
CAUTIOUS PERSON IN CHARGE ALONE.  USUSALLY BETTER TO HAVE A 
TECHNICAL PERSON AND A LOGISTICS PERSON.  MEET AHEAD OF TIME- MAKE 
OTHERS EXPERTS LIKE YOU! 

• Organizing/motivating people in the Santa Lucia clinic to do various tasks, to carry their 
load 

o The mood and attitude of the team leader affects the entire brigade.  A team leader who 
is eager to help out in any way, will encourage brigade members to do the same.  
Likewise, a disinterested team leader will discourage the brigade as a whole. 

o (HECK) It takes roughly 8-12 persons to run the Sta Lucia clinic 
o (HECK) how to engage non- medical people and how to spot potential problem 

participants and how to deal with them: BASICALLY THINK ABOUT IT!  ASK 
FREQUENTLY DURING THE FIRST TWO DAYS.  FOR NON-MEDICAL PEOPLE FIND 
OUT WHAT THEIR SKILLS ARE- MATCH THEM WITH A NEED.  REASSESS 
FREQUENTLY, LET PEOPLE KNOW THAT INITIATIVE IS GOOD.  THE PROJECT IS 
LIKE A LARGE LANDSCAPE MURAL- EVERYONE IS AN ARTIST AND CREATES A 
PART OF THE PICTURE. 

• Managing resources (limited water supply, etc.) 
• Managing illness among brigade members (Diarrhea, etc) 
• Maintaining Safety for brigade participants 

o No more than 6 brigade members in the back of a truck, it is preferable to fill up the cab 
of a truck, and then put people in the back of a truck 

• Working with Faculty participants, faculty leaders 
• Weekend 

o Plan something fun for the weekend (skit night, movie night, etc) 
o Check with Marvin about possibilities-hike, waterfall 

• Evening Discussions 
o Think about what to accomplish each evening when the group gathers, have a simple 

agenda, ask brigade members to share experiences from the day. 
o Ask Honduran staff to participate-either presenting a topic or listening and contributin  

• Departure 
o Emphasize safety-stay in the hotel in El Progreso! 
o Communicate plans frequently 
o Stop at IMAPRO, souvenir shop that takes credit cards! 
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Appendix C:  Template for Daily Schedule (Example from Jan. 2005 brigade) 
 

Date     Area               AM  (8:00-12:00)                  PM  (1:00-5:00) 
Sun                                                             

ARRIVE IN 
SANTA LUCIA 

1/16 Call Thurlow, Bazemore  
    
------- ---------------------- ----------------------------------------------------------- ---------------------------------------------------------- 
Mon Clinic Morris, Kalsi, Hale, Hussain Pesante, Fitzgerald, Bourassa, Bialikiewicz 
 RN/Triage Ducharme, Mayewski Sheehan, Hartmeyer 
1/17 Precept Long C. Margolis, Hiott 
 Pharmacy C. Margolis, J. Margolis Posner, Hale 
    
 Away Mouw, Williams, Chin, Palmer, L. Vu,  

D. Vu, Robin 
SAME 

     
 Projects Heck, Bazemore, Cook, Jacobson, Baker, 

Morgeson, Ortiz, Gaudreault, Thurlow, 
Weathersby(s) 

SAME 

    
 Free/Projects Posner, McKenna, Hiott, Bourassa, Bialik., 

Fitzgerald, Rinderknecht, Sheehan, 
Pesante, Hartmeyer 

Kalsi, Morris, McKenna, Hussain, Long, 
Rinderknecht,  J. Margolis, Mayewski, 
Ducharme  

    
 Call Ortiz, Posner  
 Talk(s) Heck  
    
------- ---------------------- ----------------------------------------------------------- ------------------------------------------------------------ 

Tues 
Clinic Palmer, C. Margolis, L. Vu, D. Vu Williams, Hiott J. Margolis, Fitzgerald 

 
RN/Triage Sheehan, Robin Robin, Hartmeyer 

1/18 Precept Hussain, J. Margolis Mouw 
 Pharmacy Williams, Fitzgerald Palmer, Chin 
    
 Away   
    
 Projects Bazemore, Jacobson, Cook, Baker, 

Morgeson, Ortiz, Gaudreault, 
Weathersby(s) 

SAME 

    
 Free/Projects Mouw, McKenna, Hiott, Hartmeyer, Chin Hussain, L. Vu, D. Vu, McKenna, C. 

Margolis, Sheehan 
    
 Call Fitzgerald, Mouw  
 Talk(s) C. Margolis  
    
 Pinares Bourassa, Long, Heck, Hale, Bialik., Morris, 

Kalsi, Thurlow, Pesante, Ducharme, 
Posner, Rinderknecht, Montanaro, 
Mayewski 

SAME 

    
------- ---------------------- ---------------------------------------------------------- ---------------------------------------------------------- 

Wed 
Clinic Mouw, Hussain, J. Margolis, C. Margolis McKenna, Chin, Palmer, Williams 

 RN/Triage Sheehan, Hartmeyer Robin, Sheehan 
1/19 Precept   ----- Mouw 
 Pharmacy  Vu, Vu Hussain, Hiott 
    
 Away   
    
 Projects Bazemore, Cook, Baker, Jacobson, 

Morgeson, Ortiz, Gaudreault, 
Weathersby(s) 

SAME 
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Appendix D:  Brigade Summary Template and Example 
 

Brigade Summary Form 
 

University    
 __________________________________ 
Dates     
 __________________________________ 
Honduran Home Base  
 ____________________________________ 
 
 
Mission 
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
_____________________      
 
 Introduction/Overview 
 

• Brigade: The _______ Brigade consisted of __ members, including  ___ 
Residents, ___ Nursing students, ___ Medical Students,  ___ Faculty, and ___ 
Others 

• Team Leaders ______________________________________ 
 

Project Summary (project leaders are encouraged to write a one page summary 
including: objectives, methods, and results, communities involved, and contact person) 

• … 

• … 

• … 

Patient Care Summary (be sure to include any specialty services offered) 
• Main Location: 

 
Date # Patients Seen Other services Provided Notes 
    
    
    
    
    

• Other Sites: 
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Site Date #Pts Seen Other Services provided Notes 
     
     
     
     
     
     
     

 
 

Community Education Offered 
• … 
• … 
• … 

 
Lectures and Didactics Offered 

• … 
• … 
• … 

 
Follow Up Required 
 

• Patients requiring follow up 
• Projects requiring follow up 

 
Suggestions for Future Brigades 
 

• … 
• … 
• … 

 
February 2004 Brigade Synopsis: (Composed by Eric Byman, Suzanne Gaudreault , Julia Reitz) 

 
The February 2004 brigade to Honduras was a tremendously eventful and largely successful 
trip.  Our group  included residents, medical students, attending physicians, a  dentist, nurses, 
translators, and numerous other Honduran and  American workers.  The resident Team Leaders 
were Drs. Eric  Byman, Suzanne Gaudreault, and Julia Reitz.  We were based  at the clinic in 
Santa Lucia and sent large teams to the outlying  villages of San Jose, El Aguila, and Santa Rita 
for daily field clinics.  
 
 Thanks to our Honduran partners, the trip was filled  with moving and fabulous learning 
experiences.  Our teamwork  and clinical skills were put to use with numerous patients,  
including a gun shot victim, a severely dehydrated toddler,  a new mother and baby, and several 
people in need of specialty services for whom we coordinated hospital care.  One particularly 
touching experience was the case of a7 year old boy with severe malnutrition who presented to 
one of the field clinics.  He and his family were  transported to Santa Lucia where they were 
treated and nurtured over the course of the week by numerous brigade  members who each 
employed their own special gifts in  caring for this boy and his family.   
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In addition to the plentiful clinical activity, members  of our group worked on several interesting 
research projects. These included:  
• GPS mapping of the area to demonstrate how geography affected where people went for 

their medical care. More info can be received from Andrew Bazemore or Jonathan Baker 
• A study attempting to correlate dehydration and headaches: More info can be received from 

Jeff Schlaudecker 
• A preliminary study on sexually transmitted disease screening  in women. More info can be 

received from Julie Thurlow or Jill Huppert 
• And a survey of community knowledge of women's health  issues and utilization of women's 

health services. More info can be received from Andrew Bazemore or Elizabeth Cavallero 
 
Perhaps the greatest testament to the success of the  Shoulder-to-Shoulder program was the 
relatively slow pace of work at the Santa Lucia clinic.  Over the years that the  clinic has been in 
place, the local populace has become accustomed to increasingly high-quality care from the  
 Honduran doctors who man the clinic year-round; American  doctors are no longer the only 
source of modern medicine.  Still, as our field clinics and GPS surveys showed, there are  
still many people at remote sites for whom more can be done;  Shoulder-to-Shoulder's mission 
is just beginning. 
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Appendix E 
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Appendix F: Santa Lucia Service Area Map 
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Appendix G: Hotel room assignments table (Jan 2005 brigade example) 
 
 Assigning hotel rooms to all brigade members for your team’s overnight stays 
coming into and out of Honduras is important.  You will enter Honduras in either San 
Pedro Sula or Tegucigalpa, then drive to La Esperanza and usually spend the night 
there on the day of arrival. The team leader should coordinate with Honduran Staffin 
advance and arrive onsite with a table such as is seen below.  Take charge at the 
check in desk, and direct traffic from there. 
 

HABITACIONES – Honduras Hotel Maya 
 
Doble Margolis 

 
Doble Mouw 

 
Doble Tepe 

 
Doble Vu 

 
Quíntuplo 
 

Posner 
Palmer 
Kalsi 
Hiott 
S Williams 

Quíntuplo 
 

Cook 
Hale 
Morgeson 
Heck 
Bazemore 

Quíntuplo 
 

McKenna 
Morris 
Bourassa 
Hussain 
Long 

Quíntuplo 
 
 
 
 

Chin 
Ortiz 
Jacobson 
Baker 
 

Quíntuplo 
 
 

Ducharme 
Montanaro 
Vadenais 
Robin 
Sheehan 

Quíntuplo 
 

Mayewski 
Thurlow 
Gaudreault 
Fitzgerald 
Pesante 

Quíntuplo 
 

Bialikiewicz 
Weathersby, B 
Weathersby, M 
Hartmayer 
Stern 
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Quíntuplo 
 

Titchener 
Rinderknecht 
Traductora 
Traductora 
Traductora 

Quíntuplo 
 

Marvin Suarez 
Medardo Rodriguez 
Elias Diaz 
Santa Claus 
Easter Bunny 

Quíntuplo 
 

Traductores - hombres 
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APPENDIX H: Planning project work for brigades in advance (A sample template) 
 

 
 

Date 

Sta 
Lucia 
Day(s) 
# Subproject Project 

Resident 
leader(s) 

Faculty 
Leader(s) Activities 

#Spanish 
speakers 

Ideal# 
involved 

Max#   
involved GPS? Needs 

1/16/2004 0 
Interest 
Assessment ALL ALL ALL 

Assess brigade mem-
bers' interest, assign 0 n/a n/a N 

On bus, 
1st night 

1/17/2004 1 
Informal 
Meetings  ALL ALL ALL 

Informal Meetings c 
staff, village leaders 2 or 3 Unlim Unlimited N   

  1 
Meeting#1 - Sta 
Lucia leaders L, AC JM, SG JC/JB/AB 

Discuss library, 
mention all projects, 
AC data? 2 -Trans 

JC/AB/JH 
JB/SG/JM 8 N 

Arr in 
advance 

  1 

Focus Group-
staff (Lunch/End 
clinic?) MHM EO JJ/AB 

Awareness/Perception: 
Mental 
Illness/Migration 2 -EO/JJ 4 4 N 

Arr in 
advance 

1/18/2004 2 
Household visits 
1 

MHM, 
IS EO, JM JH/JJ/AB 

Santa Lucia (10 
households) 

3 - EO/JJ 
+ trans 4 to 6 8 Y 

Good 
time to 
tour 

  
Days 
2-3 

Background-
Access AC SG JB/AB 

Gather info: Clinic size, 
Cost & Educ Info. 1 3 - 7? 7? Y Hikers 

  
Days 
2-10 Chart Reviews AC SG JB/AB ?/day, some evening 0 or 1? 1 per day 2 per day N   

1/19/2004 3 
Household visits 
2 

MHM, 
IS EO, JM JH/JJ/AB 

Palacios (10 
households) 

3 - EO/JJ 
+ trans 4 to 6 8 Y   

  3 Data Entry 
MHM, 
IS, AC   

Enter data from 
surveys into Database 0 

1 per proj 
per day? Unlimited N 

Elias to 
transcribe 

1/20/2004 4 
Household visits 
3 

MHM, 
IS SG, EO JJ/AB 

El Aguila (10 
households) 

3 - EO/JJ 
+ trans   Y Hikers 

  
Days 
4-10 In-Clinic surveys AC SG JB/AB 10/day? Translator All Drs All Drs N   

1/21/2004 5 
Household visits 
4 

MHM, 
IS JT JH/Other 

Villages TBA (IS 
project determines 
where) 2 - Trans 4 to 6 8 Y   

  5 
Meeting: Riecken 
Foundation L None JC/AB In Tegucigalpa 

1 - JJ, if 
available 3  N   

1/22/2004 6 REST DAY                   

1/23/2004 7 
Household visits 
5 

MHM, 
IS JM TBA 

Villages TBA (IS 
project determines 
where) 2 - Trans 4 to 6 8 Y   

  
Days 
7-9 

Mapping/Informal 
Surveys AC SG JB 

Mapping routes with 
GPS, asking questions 1 3 or 4 ? Y Hikers 

1/24/2004 8 
Household visits 
6 

MHM, 
IS SG TBA 

Villages TBA (IS 
project determines 
where) 2 - Trans 4 to 6 8 Y   

1/25/2004 9 
Household visits 
7 

MHM, 
IS JT JB 

Villages TBA (IS 
project determines 
where) 2 - Trans 4 to 6 8 Y   
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Appendix I:  Team Leader’s Daily Schedule Template 
 
 

Daily Brigade Worksheet  
  
Date_______________________ 
 
Meal Time How many people? 
Breakfast   
Lunch   
Dinner   
 
 
Activity Number of 

People 
How many 
cars 
needed? 

Bring 
Lunch? 
If so, for 
how many? 

Who are 
the 
drivers? 

Who is 
coordinating? 
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Appendix J:  Proposed Timeline for October Trip 
 
January  

• Set dates and confirm/reserve with Shoulder to Shoulder 
• Send out emails to all interested parties informing them of dates 
• Begin to assemble list of brigade members (Include name, email and Spanish level) 

 
March-April 

• Review brigade list with Judy Flick and Sherry Weathers 
• Assemble waiting list if needed 

 
June 

• Send out informational letter to all brigade participants 
• Confirm brigade list 

 
July 

• Finalize brigade list 
• Paperwork and brigade fees due 
• First meeting with team leaders, and faculty advisors 

o Discuss goals, project interests 
o Divide duties 

• Contact Honduran staff and discuss project needs 
• Contact medical and non-medical brigade members with special interests 

 
August 

• Contact Global Health course directors-discuss team leader activities during course 
• Continue outlining possible schedule 
•  Remind brigade members about travel preparations (immunizations, collection of 

supplies) 
 
September 

• Continue preparations for projects 
• Inform brigade members about selected suggested readings 
• Remind brigade members about supplies and travel preparations 
• Continue communications with Honduran staff regarding project and educational needs 
• Contact brigade members to prepare particular educational talks 

 
October 

• Finalize brigade schedule with Honduran staff 
• Prepare tentative schedule of activities and evening discussions 
• Decide on packing and baggage procedure 
• Inform brigade members about packing guidelines 
• Be available to answer last minute questions 
• Recruit volunteers to help with last minute packing 
• Email tickets, and information about evacuation insurance 
• Bring your team leader handbook, brigade lists, and cell phone numbers with you to 

airport 
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1The U.S. Government’s Global Health Policy Architecture:  Structure, Programs, and Funding

Executive Summary

The United States government has been engaged in international health activities for more than a century, beginning with 
efforts in the late 1800s to join with other nations to form the first international health organizations, standards, and treaties 
designed to promote growing international trade and travel while protecting borders from external disease threats. Since 
then, the U.S. engagement in global health has grown considerably, most markedly in the last decade, and today, the 
achievement of global health has become a stated U.S. policy goal. Multiple, interrelated factors have contributed to this 
growing engagement, including U.S. successes in identifying ways to eliminate and control many diseases at home and 
abroad, such as malaria and polio; growing globalization more generally; and the emergence of new infectious disease 
threats, most notably HIV, SARS, and avian influenza, shattering the belief that such threats were a thing of the past, and 
leading to increasingly explicit linkages being drawn between national security and global health, particularly in the post-9/11 
era. Key features of the U.S. response are as follows:

History, Scope, and Role: 

•	 The U.S. engagement in international health, initially sparked by economic as much as health concerns, has developed 
within two main structures of the U.S. government:  the foreign assistance structure, which is predominantly 
development-oriented and has close links to foreign policy; and the public health structure, which has its roots in 
disease control and surveillance efforts. While these domains have very different purposes, cultures, and strategies, 
they have an increasingly linked history in responding to global health, although most funding for and oversight of 
global health resides within foreign assistance agencies and programs.

•	 The scope of the U.S. global health engagement is broad, and includes basic and essential health care services 
and infrastructure development; disease detection and response; population and maternal/child health; nutrition 
support through non-emergency food aid and dietary supplementation; clean water/sanitation promotion; and 
mitigation of environmental hazards. 

•	 The U.S. role is multi-faceted, and includes acting as donor to low- and middle-income countries; engaging in global 
health diplomacy; providing technical assistance and expertise; operating programs; participating in international 
health organizations; leading world research and development efforts; and partnering with other government and 
non-governmental organizations. 

Funding: 

•	 U.S. funding for global health has increased significantly over time, particularly in the last decade; funding more than 
doubled between FY 2004 and FY 2008, reaching $9.6 billion in FY 2008. Still, funding for global health represents 
only a small fraction of the overall U.S. federal budget (as does foreign aid in general).

•	 Most funding for global health is provided through bilateral channels, and bilateral funding has grown as a share of 
the U.S. global health budget over time, accounting for 87% of funding in FY 2008. In addition, funding is primarily 
provided through the international affairs budget (86%) and through the State Department, which receives the 
largest share of the global health budget (51%), followed by USAID (28%) and the Department of Health and Human 
Services and its operating divisions (12%). 

•	 While funding for all major global health sub-sectors (HIV, TB, malaria, maternal and child health, family planning, 
and water) increased between FY 2004 and FY 2008, funding for HIV drove most of the increase and accounted for 
the largest share of the budget (52% in FY 2008). 

•	 The U.S. approach is best characterized as “vertical” (vs. horizontal), primarily focused on thematic objectives such 
as a disease or problem (e.g., PEPFAR, water, etc.), rather than more general support. In addition, most funding is 
provided to large scale-multi agency initiatives (73% of FY 2008 funding), rather than core support to agencies. 

•	 The U.S. is the largest donor to global health efforts in the world, although when measured as a percentage of GDP, 
it does not rank as high as other donor governments. 
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The Administration and Congress

•	 The number of U.S. agencies involved in global health has increased over time. Today, there are seven executive 
branch departments, four independent, or quasi-independent, federal agencies, numerous departmental agencies/
operating units, and several large-scale, multi-agency initiatives that together comprise the U.S. government’s 
global health “architecture.” See Figure 1. 

•	 U.S. agencies carry out global health activities in more than 100 countries throughout the world, although most 
programming is concentrated in a subset of countries that are either hardest hit by health problems (e.g., countries 
in sub-Saharan Africa hard hit by HIV), have the poorest economies (e.g., Haiti), and/or represent larger U.S. 
strategic interests (e.g., Afghanistan, Pakistan, China).

•	 More than fifteen Congressional committees have jurisdiction and oversight over global health programs, particularly 
those that govern foreign assistance and, to a lesser extent, public health programs. 

•	 Despite the growing engagement of the U.S. government in global health, there is currently no formal, authoritative, 
coordinating mechanism for the U.S. response. 

Additional figures from the full report follow.
 

Executive Summary
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FIGURE 1:
Schematic of the U.S. Government’s Global Health Architecture
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NOTES:  PEPFAR: President’s Emergency Plan for AIDS Relief; PMI: President’s Malaria Initiative; NTD: Neglected Tropical Diseases Initiative; 
MCC: Millennium Challenge Corporation; OGHA: Office of Global Health Affairs; OPHS: Office of Public Health and Science.
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FIGURE 2:
U.S. Government Funding for Global Health as Share of Federal Budget, FY 2008

Global Health
$9.6 billion

<1%

  NOTES:  Global health funding includes combined bilateral and multilateral funding for all U.S. global health sub-sectors. 
SOURCE:  Kaiser Family Foundation analysis of data from U.S. government agency published reports; SF-133 Reports on Budget Execution and 

Budgetary Resources; OMB Public Budget Database; OMB, Budget of the United States Government, Fiscal Year 2009, Historical 
Tables; direct data requests to agencies and OMB.

Federal Budget
$3 trillion 

FIGURE 3: 
U.S. Government Global Health Funding, FY 2004 – FY 2008

U.S. $ BILLIONS
$9.6

$7.3
$6.2

$5.3
$4.4

2004 2005 2006 2007 2008

     NOTE:  Includes combined bilateral and multilateral funding for all U.S. global health sub-sectors.
SOURCE:  Kaiser Family Foundation analysis of data from U.S. government agency published reports; SF-133 Reports on Budget Execution 

and Budgetary Resources; OMB Public Budget Database; direct data requests to agencies and OMB.
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Other
$1,039 million 

(11%)

FIGURE 5:
U.S. Government Funding for Global Health by Major Sub-Sector and for the Global Fund, FY 2008

Total = $9.6 billion

     NOTE:  U.S. contributions to the *Global Fund are part of PEPFAR, and are provided to the Global Fund without a specified disease allocation. 
As such, they are included above as a stand-alone category. The Global Fund pools U.S. government and other donor contributions and 
provides grants to low- and middle-income countries for HIV, TB, and/or malaria activities. To date, the Global Fund reports distributing 62% 
of funding to HIV programs, 25% to malaria, and 14% to TB (see http://www.theglobalfund.org/en/distributionfunding/?lang=en#disease).  

SOURCE:  Kaiser Family Foundation analysis of data from U.S. government agency published reports; SF-133 Reports on Budget Execution and 
Budgetary Resources; OMB Public Budget Database; direct data requests to agencies and OMB.

Malaria
$495 million
(5%)

TB
$162 million
(2%) Maternal & Child Health

$806 million
(8%) 

Avian Flu
$115 million

(1%)

Water
$738 million

(8%)

Family Planning & Repro Health
$467 million

(5%)

Global Fund*
$841 million 

(9%) 

HIV/AIDS
$4,978 million

(52%) 

State – Other
$262 million 

(3%)

FIGURE 4:
U.S. Government Global Health Funding by Department and Agency, FY 2008

Total = $9.6 billion

  NOTES:  Includes combined bilateral and multilateral funding, for all U.S. global health sub-sectors. * “Other” represents funding at HHS Office 
of Global Health Affairs, EPA, and DHS. State OGAC includes PEPFAR Global HIV/AIDS Account and part of the Global Fund 
appropriation.  NIH includes part of the Global Fund appropriation.  PEPFAR funding is also included in USAID, CDC, and NIH totals.  

SOURCE:  Kaiser Family Foundation analysis of data from U.S. government agency published reports; SF-133 Reports on Budget Execution and 
Budgetary Resources; OMB Public Budget Database; direct data requests to agencies and OMB.
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(28%) 
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$4,662 million

(48%)
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     NOTE:  Does not necessarily reflect U.S. regional programming or U.S. assistance provided to multilateral organizations that may reach countries. 
SOURCE:  Kaiser Family Foundation analysis of data from: CDC Coordinating Office for Global Health: www.cdc.gov/cogh/presence.htm; CDC Global 

AIDS Program: www.cdc.gov/globalaids/countries/default.html; PEPFAR FY 2008 Operational Plan: www.pepfar.gov/about/c19388.htm; 
President's Malaria Initiative country operational plans: www.fightingmalaria.gov/countries/mops/index.html; USAID Health: Countries: 
www.usaid.gov/our_work/global_health/home/Countries/index.html. 

FIGURE 6:
Developing Countries with U.S. Government Global Health Programming or Personnel, FY 2007

U.S. Programming/Personnel

<$1 million

$100 - 250 million

$0

$25 - 50 million
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$10 - 25 million

$50 - 100 million

>$250 million

FIGURE 7:
U.S. Government Bilateral Program Funding for Global Health, FY 2007

     NOTE:  Represents bilateral assistance only and does not necessarily reflect U.S. regional program funding or U.S. assistance provided to multilateral 
organizations that in turn may be provided to countries. 

SOURCE:  Kaiser Family Foundation analysis of data from: State Department, FY 2009 International Affairs (Function 150) Congressional Budget Justification, 
Summary Tables, Country/Account Summaries FY 2006, FY 2007, and FY 2008 FY 2008: www.state.gov/f/releases/iab/fy2009cbj/; PEPFAR FY 2008 
Operational Plan: www.pepfar.gov/about/c19388.htm.
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The last few months have seen a bumper crop 
of “agendas” for the Obama administration on 
everything from climate change to education reform.  
In global health, some of the most influential American 
voices in development policy have advised the 
administration about where to focus U.S. global 
health efforts and how to spend aid for health 
effectively.  The similarities across these missives 
are remarkable—they signify a level of technical 
consensus required for success.1  Read carefully, they 
show what many in the U.S. global health community 
are thinking about why global health is important, 
where improvements are needed, and what the future 
holds.  Differences (and there are some) tend to center 
on technical details, framing, and money. 

In this note, I compare the statements prepared 
by global health experts under the auspices of the 
National Intelligence Council (NIC) and the Institute of 
Medicine (IOM); the Center for Global Development 
(CGD), the Center for Strategic and International 
Studies (CSIS), and the Council on Foreign Relations 
(CFR); Interaction, the Global Health Council (GHC), 
and ONE (see table, page 5). In the commonalities, 
the administration and Congress can find state-of-the-
art guidance about where to focus.

How Do We Justify U.S. Investments 
in Global Health? 

Two rationales underlie the U.S. commitment to 
deploy financial and technical resources to address 

1 A look at large scale global health successes of the past, shows that a 
convergence of views among those in the expert community about the right 
approach was always present. See Case Studies in Global Health:  Millions 
Saved  (Jones and Bartlett, 2007).

health problems in low- and middle-income countries.  
The first is variously described as a moral imperative, 
a humanitarian impulse, or altruism and generosity.  
The second is enlightened self-interest, including both 
protection from health (and corresponding economic) 
threats and the enhanced international reputation 
(and national security) resulting from the use of “soft 
power.”

The moral imperative

All of the global health agendas prepared for the 
Obama administration cite the moral imperative as a 
justification for U.S. investments—but not, as one might 
expect, with trumpets blaring. Instead it is mentioned 
rather hurriedly, quietly, almost in a whisper. Why? 
The global health community is sometimes reluctant 
to discuss the moral underpinnings of its work, and 
not without reason. For one, it is obvious (no one 
needs to be told that keeping people alive and 
healthy is the right thing to do, right?).  In addition, 
pontificating about the transcendent dimension is a 
quick and effective way to annoy friends and alienate 
partners. 

But there is another, more central reason experts shy  
away from justifying global health efforts on moral 
grounds:  the real or potential tensions between 
passionate advocacy on the one hand, and reasoned 
scientific analysis on the other. Certainly these poles 
were sometimes at odds during the Bush administration, 
and part of the tenor of these documents reflects the 
community’s efforts to respond to a new ascendancy 
of “evidence-based policymaking.”  Nevertheless, the 

This note was made possible by financial support from the Bill & Melinda Gates Foundation. The views expressed 
are those of the author and should not be attributed to the board of directors or funders of the Center for Global 
Development.
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shared and essential impulse to respond to sickness 
and hunger and suffering is at the heart of each of 
these documents.

The “interests” argument

The authors of these global health agendas share a 
fundamental worldview that global interconnectedness 
means that the well-being of Americans is inextricably 
linked to the lives of people thousands of miles away. 
Touch one part of the spider web and you set the 
whole thing trembling.  We should therefore invest 
in the health of others in part because it is in our 
interest.

The line of argument goes something like this: health 
interventions are highly visible, incurring large 
reputational benefits for the United States. Health 
interventions can thus improve the image of the 
United States, generate goodwill, win friends, and 
appease adversaries.2 These “hearts and minds” 
gains make Americans more secure. Some of the 
agendas take this argument further, saying that U.S. 
spending on global health interventions helps to 
fight terrorism.3 The NIC report adds that investing 
in infectious disease research, for example, keeps 
U.S. soldiers healthy, thus improving war-fighting 
capabilities. 

Investing in health also makes good economic 
sense. Health interventions are among the most cost-
effective tools to improve the lives of poor people in 
developing countries, providing good “bang for our 
buck.” They can even save us money in the long term: 
preventing infectious disease outbreaks, for example, 
can prevent economic losses in the United States that 
could reach as high as $100–$200 billion.4  

2 CFR’s Laurie Garrett and the National Intelligence Council both cite Cuba’s 

health interventions in Latin America and Hamas’s and Hezbollah’s efforts in the 

Occupied Territories and Lebanon (respectively) as examples of the power of 

health interventions to buy political support.
3 CSIS, GHC, CFR and NIC.
4 World Bank, East Asia Update: Countering Global Shocks (Washington, 

D.C., 2005).

The more ways we can think of to justify investments 
in global health (beyond the humanitarian concern), 
and the more closely we link it to the national 
interest, the more likely policymakers will support 
health interventions—right? But leaning too heavily 
on the “interests” argument has consequences.  If 
improved health is about the narrow, short-term, and 
ever-changing political interests of the United States, 
then our health programs will probably be narrow, 
short-term, and ever-changing.

The Top Ten To-Do List

While the framing and language may differ, ten 
common strands cross all of the recent global health 
agendas.  

1) Take the Lead 

Maintaining support for current programs, particularly 
in hard economic times, and getting the greatest 
reputational benefit from them requires visible White 
House leadership. The president should highlight the 
importance of investing in global health early on in 
his presidency. 

2) Coordinate

Improved coordination and coherence across the 
many U.S. agencies involved in global health is 
essential after a period of increased fragmentation.  
The Institute of Medicine and Center for Global 
Development call on the new administration to 
establish an interagency task force to increase 
coordination, preferably led by the White House, 
while the Center for Strategic and International 
Studies suggests establishing a Global Health 
Corporation.  

3) Be Results-Driven 

Health priorities should be established on the 
basis of achieving health gains most effectively 
rather than on short-term strategic or tactical U.S. 
interests.  The United States should intensify efforts 
to measure program outcomes and achieve higher 
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efficiencies in the use of current resources. Congress 
and the administration should require that aid be 
accompanied by rigorous country- and program-level 
evaluations to measure the impact of global health 
investments (such as deaths avoided or HIV infections 
prevented). This is particularly important for PEPFAR; 
prevention efforts, including abstinence only, should 
be subject to rigorous evaluation.

4) Ramp Up HIV Prevention

PEPFAR is widely regarded as a success of the 
Bush administration, and those in the global health 
community uniformly acknowledge its unprecedented 
level of funding and program performance.  At the 
same time, there is agreement that the program 
must be cognizant of the fiscal burden associated 
with HIV treatment efforts and expand and improve 
the effectiveness of HIV prevention. While this is 
mentioned as a priority in all the documents, the 
Center for Global Development offers the most 
specific recommendations: maintaining funding for 
(and maximizing the success of) antiretroviral treatment 
is essential, but the number of PEPFAR focus countries 
should not be expanded. By 2012, the United States 
should aim to prevent 90 percent of annual infections 
in focus countries, and prevention efforts must be 
guided by what is proven scientifically to work. This 
includes expanding condom distribution and access 
to circumcision; integrating family planning services 
with HIV testing and AIDS treatment; reorienting HIV 
testing toward in-home services for couples rather 
than facility-based testing of individuals; and needle-
exchange efforts where intravenous drug use is an 
important part of transmission dynamics. 

5) Expand beyond AIDS and Malaria 

The global health portfolio should be balanced in 
support of a wide range of health issues, including 
nutrition, disease surveillance, water and sanitation, 
child and women’s health, family planning and 
reproductive health, chronic and noncommunicable 
diseases, and—fundamental to success in all 

areas—health system strengthening. Even disease-
specific funding should contribute to health system 
and workforce strengthening. Several agendas call 
on the United States to commit to train local health 
care providers; others for more research to analyze, 
experiment, manage, and test health systems 
innovations. ONE recommends that the United 
States discuss donor coordination of health system 
strengthening at the 2009 G-8 Summit, and support 
the creation of a Global Health Care Partnership to 
coordinate efforts and fund national health system 
plans in at least 19 countries by 2010.

6) Respond to Country-Defined Objectives

Aid should be allocated and delivered in ways that 
recognize the importance of “country ownership.”  
Priority should be given to aligning U.S. aid priorities 
in health with the priorities of national governments 
and local stakeholders to avoid donor-driven 
interventions and ensure sustainability, ownership, 
and capacity building. Interaction recommends 
that, in at least 15 countries, the United States 
create a coordinated strategy in collaboration with 
governments and NGOs to meet identified health 
care needs. 

7) Use Multilateral Channels

No single country has the resources to go it alone, 
and the lack of harmony hinders recipient countries 
and creates program duplication.  The conclusion:  
multilateral cooperation is essential. Linkages should 
be strengthened between the United States, the 
European Union, the African Union, G-8 member 
states, and multilaterals. CGD recommends that 
the United States channel at least 50 percent of 
development assistance for health to multilateral 
institutions by 2012,and be an active and dues-
paying member of the UN agencies involved in 
global health. The United States should support a 
careful, multinational, external review of the World 
Health Organization to ensure the organization—the 
world’s premier multilateral global health institution—
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is appropriately structured and funded to meet the 
global health challenges of the 21st century. 

8) Invest in Research

The United States should strengthen its leadership role in 
research and development, including by empowering 
the National Institutes of Health (NIH). The Fogarty 
International Center should analyze investments in 
global health at NIH and identify priority areas for 
spending. CGD recommends that Congress channel 
10 percent of all AIDS research funding through the 
National Science Foundation to examine how HIV/
AIDS prevention and treatment services can best be 
delivered in a manner that complements, rather than 
undermines, other locally needed health care services. 
Exchanges for training, research, and practice 
should be established and institutional partnerships 
with universities and other research organizations in 
developing countries strengthened. 

9) Promote Service

ONE recommends doubling funding for the Peace 
Corps by 2011, and CGD recommends establishing 
a Global Health Corps to give American doctors 
and other health workers the opportunity to serve the 
poor of developing countries. Such efforts symbolize 
the spirit and values of U.S. foreign policy and are 
tangible demonstrations of the U.S. commitment to 
world peace and development.

10) Put Your Money Where Your Mouth Is

Most of these documents call for various increases 
but there is a pervasive sense, a recognition just 
beneath the surface, that increased funding levels 
are unlikely, given the global economic crisis and the 
relative growth of global health spending in recent 
years. Indeed, the emphasis on achieving measurable 
results reflects a desire to see efforts save lives and 
improve health, but also an understanding that as the 
budget is squeezed, programs will be more closely 
scrutinized. CGD and CSIS refrain from calling for 
funding increases. 

The (Mostly) Unmentionables  

The impressive level of agreement among the global 
health agendas sends a strong, clear signal.  It also 
reflects a tactic of overlooking some potentially 
controversial topics in which the right answers are 
harder to come by and potentially more subject to 
diverging views.  These include, for example, the 
extent to which PEPFAR should modify its goals with 
respect to AIDS treatment coverage; the wisdom of 
untying aid and moving away from dependence on 
a relatively small set of government contractors to 
implement global health programs; the role of faith-
based organizations; the value of embracing the 
“alignment and harmonization” agenda promoted 
by many European donors; and the vulnerabilities 
associated with the significant influence of a single 
philanthropic entity, the Bill & Melinda Gates 
Foundation.

The Bottom Line

With key appointments still to be made and budget 
proposals and debates on the horizon, I don’t know 
how closely the future global health programs of 
the United States will conform to the vision set out 
by the close observers who have developed the 
recommendations discussed in this note.  What we 
do know is that the global health policy community 
in the United States has rarely been as united as it 
now is about the challenges and opportunities facing 
the country and the world. At least at the level of big-
picture agendas, the messages are clear. 

When the responsible appointees are named in the 
State Department and the U.S. Agency for International 
Development, in PEPFAR and the President’s Malaria 
Initiative, in the Centers for Disease Control and 
Prevention, the National Institutes of Health, the 
Department of Health and Human Services, and 
the Department of Defense, they will—in every 
way—have their work cut out for them.
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How is 
investment in 
global health 
justified?

Level of 
development 
assistance 
for health Priorities

U.S. 
government 
institutional 
arrangement

Multilateral 
engagement Evaluation HIV/AIDS R&D

IO
M Humanitarian, 

political, security, 
financial crisis

Increase Interagency coordination; 
results-based; health systems; 
HIV prevention; child and 
women’s health; nutrition; 
chronic and noncommuni-
cable disease; country own-
ership

Create interagency 
taskforce housed at 
the White House, 
possibly the NSC

Yes, with a focus 
on strengthening the 
WHO

Yes, coun t r y -  and 
program-level evalu-
ation to measure im-
pact, such as deaths 
avoided, infections 
prevented

Maintain funding for treat-
ment but expand preven-
tion and fund research 
applicable to HIV/AIDS

Allocate funds for R&D 
into diseases that affect 
poor countries, and 
conduct research on 
health systems

C
G

D Humanitarian, 
polit ical, eco-
nomic, financial 
crisis, build on 
Bush successes

n/a Interagency coordination; 
health systems; focus on 
broader range of health is-
sues beyond disease-specific 
initiatives; maximize success 
of HIV treatment; increase 
focus on prevention of HIV; 
create Global Health Corps; 
support health efforts in Iraq; 
fund advance market com-
mitment

Create interagency 
taskforce

Yes, by 2012 U.S. 
should channel 50% 
of DAH through multi-
lateral institutions and 
be active in the UN

Yes, especially in re-
gards to HIV preven-
tion

Supervise personnel in 
country; patient support 
groups; reduce cost of 
treatment; prevent 90% 
of annual infections in 
focus countries by 2012; 
10% of all HIV/AIDS 
research funding should 
examine how prevention 
and treatment services can 
complement local health 
services

Establish exchanges for 
research; partner with 
universities and other 
research organizations 
in developing countries; 
Fogarty should analyze 
investments and iden-
tify priority areas for 
spending

C
SI

S Po l i t i ca l ,  hu -
manitarian, eco-
nomic, security, 
financial crisis, 
build on Bush 
successes

Increase Create Global Health Corp to 
coordinate activities; measure 
program outcomes; health 
systems; reproductive health; 
malaria; TB; disease surveil-
lance; data collection; water 
and sanitation

C r e a t e  G l o b a l 
Health Corps

Yes, strengthen links 
to EU, AU, G-8, and 
other multilaterals, 
with focus on strength-
ening WHO

Yes, need to measure 
program outcomes

Focus on prevention that is 
proven to work; update TB 
and malaria treatment that 
address co-infection

More research into 
encouraging voluntary 
testing and treatment of 
HIV, as well as preven-
tion and developing a 
vaccine

C
FR Political, security, 

humanitarian, fi-
nancial crisis

Increase Coordination, scientific evi-
dence; HIV prevention; help 
countries become self-reliant in 
HIV treatment; health systems; 
reproductive health; country 
ownership; create a Global 
Health Corps; improve local 
disease surveillance; review 
role of DoD

Modernization of 
global health is best 
managed through 
overall reform of for-
eign assistance

Yes Yes Give PEPFAR flexibility to 
pursue prevention strate-
gies that work in local con-
texts and build strategies 
for country self-reliance 
for treatment; NIH should 
conduct research into a 
vaccine

Maintain leadership 
role by continuing to 
fund NIH

N
IC Security, politi-

cal
n/a Broaden focus to tackle health 

issues beyond infectious dis-
ease; country ownership

n/a Yes n/a n/a n/a

In
te

r-
a
ct

io
n Security, politi-

cal, humanitar-
ian

Increase Coordinate activities; health 
systems; country ownership 

n/a Yes n/a n/a n/a

G
H

C Humanitarian, 
economic, se-
curity, build on 
Bush successes

Increase Coordinate activities; focus 
on women and children; 
health systems; PEPFAR (be 
evidence-based, support pre-
vention, evaluate programs); 
malaria, TB, neglected tropi-
cal diseases; nutrition, water, 
and sanitation

Create a Global 
Family Health Ac-
tion Plan to focus 
on  women  and 
children

Yes, growing collabo-
ration between PEP-
FAR and Global Fund, 
expand engagement 
with UNAIDS

Yes Link HIV/AIDS programs 
with other health pro-
grams; focus on preven-
tion; evaluate programs; 
be evidence-based

Empower NIH to ex-
pand research into 
health issues that affect 
poor countries

O
N

E Humanitarian, 
economic

Increase Increase funding; health 
systems; lead on malaria; 
broaden focus to include wa-
ter and sanitation, child and 
maternal health; encourage 
volunteerism

Create a Global 
Health Care Part-
nership to coordi-
nate health systems 
strengthening plans 
of various donors

Yes n/a n/a n/a

A Summary of Global Health Agendas by Organization

IOM: Institute of Medicine; CGD: Center for Global Development; CSIS: Center for Strategic and International Studies; Council on Foreign Rela-
tions; NIC: National Intelligence Council; GHC: Global health Council. n/a = not applicable
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Abstract
The need for public-private partnerships arose against the backdrop of inadequacies on the part of
the public sector to provide public good on their own, in an efficient and effective manner, owing
to lack of resources and management issues. These considerations led to the evolution of a range
of interface arrangements that brought together organizations with the mandate to offer public
good on one hand, and those that could facilitate this goal though the provision of resources,
technical expertise or outreach, on the other. The former category includes of governments and
intergovernmental agencies and the latter, the non-profit and for-profit private sector. Though such
partnerships create a powerful mechanism for addressing difficult problems by leveraging on the
strengths of different partners, they also package complex ethical and process-related challenges.
The complex transnational nature of some of these partnership arrangements necessitates that
they be guided by a set of global principles and norms. Participation of international agencies
warrants that they be set within a comprehensive policy and operational framework within the
organizational mandate and involvement of countries requires legislative authorization, within the
framework of which, procedural and process related guidelines need to be developed. This paper
outlines key ethical and procedural issues inherent to different types of public-private arrangements
and issues a Global Call to Action.

Public-private partnerships in health – a global 
call to action
Public-private partnerships are being increasingly encour-
aged as part of the comprehensive development frame-
work. The need to foster such arrangements is supported
by a clear understanding of the public sectors inability to
provide public goods entirely on their own, in an efficient,
effective and equitable manner because of lack of
resources and management issues. These considerations
have necessitated the development of different interface
arrangements, which involve the interfacing of organiza-

tions that have the mandate to offer public good on one
hand, and those that could facilitate this goal.

Within the health sector, public-private partnerships are
also the subject of intensely fueled debate [1]. Several
examples, which fall within this framework, highlight a
potential for the creation of a powerful mechanism for
addressing difficult problems by leveraging on the
strengths of different partners; however, these also illus-
trate complex issues, as such arrangements bring together
a variety of players with different and sometimes
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conflicting interests and objectives, working within differ-
ent governance structures [2].

This paper focuses on public-private partnerships that are
intended to address broad questions of providing sustain-
able health outcomes rather than on the day-to-day inter-
action that occurs when the government buys a health
service from a private supplier or where it leaves the entire
matter of health service supply to the private sector.

The public sector in this paper refers to national, provin-
cial/state and district governments; municipal administra-
tors, local government institutions, all other government
and inter-governmental agencies with the mandate of
delivering 'public goods'. The word private denotes two
sets of structures; the for-profit private encompassing com-
mercial enterprises of any size and the non-profit private
referring to Non Governmental Organizations (NGOs),
philanthropies and other not-for-profits. The word part-
nership in this paper refers to long term, task oriented, and
formal relationships. There has been ample critique relat-
ing to the convention of using the word partnership to
describe such arrangements; much of this debate is valid,
given that there are certain requisites for coining such an
association. For the same reasons it also needs to be differ-
entiated from privatization, which involves permanent
transfer of control through transfer of ownership right or
an arrangement in which the pubic sector shareholder has
waived its right to subscribe. A distinction also needs to be
made between partnerships and contractual arrangements,
particularly with regard to the relationship between the
public sector and NGOs. Although such arrangements can
be used for strategic purposes, they are inherently distinct
from partnerships.

Types of public-private interface arrangements
the database of the Initiative on Public-Private Partnerships
for Health of the Global Forum for Health Research lists 91
international partnership arrangements in the health sec-
tor, which can qualify to be called public-private partner-
ships. Of these, 76 are dedicated to infectious disease
prevention and control, notably AIDS, tuberculosis and
malaria; four focus on reproductive health issues, three on
nutritional deficiencies whereas a minority focus on other
issues (health policy and research {1}, injection and
chemical safety {2}, digital divide {1}, blindness and cat-
aract {4})[3]. This categorization takes into account large
transnational public-private partnerships. There are, how-
ever, many other arrangements at a country level, which
bring in their wake similar challenges as the ones posed by
larger partnerships.

Several classifications have been proposed to conceptual-
ize and categorize public-private partnerships. These may
be based on the terms of the constituent membership or

the nature of activity [4,5]. However by virtue of the defi-
nitions and the characteristics of the public and private sec-
tors, it can be stated that public-private arrangements are
fostered either when governments and inter-governmen-
tal agencies interface with the for-profit private sector to tap
into resources, or the non-profit private sector for technical
expertise or outreach. Several varieties of arrangements of
various sizes, forms and scope at a global, regional or
country level qualify to fall within this categorization.
Transnational partnerships involving a visible role of the
for-profit sector are at one end of the spectrum. These usu-
ally involve larger partnerships and a complex grouping;
depending upon their structure, they may bring together
several governments, local and international NGOs,
research institutions and UN agencies in transnational
programs, often also involving the non-profit sector. Such
partnerships can be housed and coordinated by different
sources [6]. They can be owned by the pubic sector and
have private sector participants such as in the case of Glo-
bal Alliance for Vaccines and Immunization (GAVI) [7],
Roll Back Malaria (RBM) [8], Stop TB partnership (Stop
TB) [9], Safe Injections Global Network (SIGN) [10], Glo-
bal Polio Eradication Programme (PEI) [11], the Special
Programme for Research and Training in Tropical Dis-
eases (TDR) [12], and the Special Programme for Research
Development and Research Training in Human Repro-
duction (HRP) [13]. Partnerships can be principally
orchestrated by companies such as in the case of Action TB
[14], and can be legally independent such as the Interna-
tional Aids Vaccine Initiative (IAVI) [15], Medicines for
Malaria Venture (MMV) [16], Global Alliance for TB Drug
Development (GATBDD) [17], and the Concept Founda-
tion (CF) [18]. Large partnerships can also be hosted by a
civil society NGO; examples include the Malaria Vaccine
Initiative (MVI) [19], the Mectizan Donation Programme
(MDP) [20], and the HIV Vaccine Initiative (HVI) [21].

At the other end of the spectrum, there are examples of
individual governments forming partnerships with the
for-profit private sector [22]. There are also examples of
situations when a government partners with an NGO with
a particular technical strength, technical or outreach
related. The recent evolution of a public-private partner-
ship for the prevention and control of non-communica-
ble diseases in Pakistan is an example of this approach,
where the government leverages on the technical strength
of the private sector partner for addressing an emerging
health challenge [23]. Examples also exist of NGOs seek-
ing support from corporate partners both at a national
and an international level. The World Heart Federation
has recently structured transparent and successful busi-
ness relationships with the corporate sector for supporting
global programs with initial encouraging results [24,25].
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Partnerships in the health sector can be for various pur-
poses; categories as stated by the Initiative on Public-Pri-
vate Partnerships for Health have been summarized in
Table 1. Such partnerships are novel arrangements and
potentially present an opportunity for more than one
partner(s) to contribute to the same goal. Many of these
have positively contributed to health outcomes in the
past; developing technologies for tropical diseases, sur-
veillance and screening strategies, contributing to techni-
cal aspects of sustainable drug development and vector
control are amongst a few examples [26,27]. Notwith-
standing, partnerships involving the for-profit private sec-
tor bring in their wake many concerns as they involve a
donor-recipient relationship [28].

In many countries, there are long established links of the
public sector with NGOs. Theoretically, since NGOs are
not driven by a profit generating motive, many of the eth-
ical challenges that potentially exist in partnering with the
for-profit are not of relevance in this case. However, it
could also plausibly be argued that NGOs, who though
objective and altruistic, may, in fact, have quite complex
motives. In promoting public-private partnerships there-
fore, several issues need to be clearly flagged in an attempt
to address them in tandem with efforts that aim to foster
such relationships. Within that context, a set of ethical
and process related challenges are summarized
hereunder:

Ethical challenges, which are largely generic across the range of 
public-private partnerships relate to the following dimensions
1. Global norms and principals: many of the large partner-
ships involving a variety of players are of a transnational
nature. However, against this backdrop, there are no glo-
bal norms and principals, to set a framework within
which global public health goals can be pursued in a part-
nership arrangement.

2. Impartiality in health: if public-private partnerships are
not carefully designed, there is a danger that they may reo-
rient the mission of the public sector, interfere with organ-
izational priorities, and weaken their capacity to uphold
norms and regulations. Such a shift is likely to displace the
focus from the marginalized and may therefore be in con-
flict with the fundamental concept of equity in health.

3. Social safety nets: it has been increasingly argued that
engaging in a partnership mode provides the public sector
an opportunity to renounce their responsibilities; this in a
sense may lead to withdrawal of social safety nets. Failure
to commit to maintain the role of the state in such part-
nerships may result in a laissez-faire attitude, prejudicial to
the interest of the most vulnerable groups.

4. Conflict of interest: many partnerships are initiated on
the premise that they fulfill a social obligation, and can
involve good intentions on part of individuals and
organizations. However the basic motive that drives the
'for-profit' sector demands that these involve a financial
pay off in the long term. In such cases, the difference
between corporate sponsorships and scientific philan-
thropic donations with long term visible public health
goals needs to be clearly separated. This issue has been
further complicated in recent years as many global health
initiatives funded by endowments generated by founda-
tions have partnerships with the private sector as a key fea-
ture [29]. Such donor-recipient relationships bring in
their wake many concerns. These include concerns relat-
ing to such arrangements providing the 'for profit' private
sector an opportunity to improve their organizational
image by engaging in cause-related marketing and con-
cerns relating to these engagements facilitating access of
the commercial sector to policy makers. On the other
hand, many NGOs even in the developing countries are

Table 1: Categorization of public-private partnerships based on the purpose they serve

Purpose Partnership

1 Product development GATBDD, IAVI, MMV and MVI.
2 Improving access to healthcare 

products
CF, MDP, Accelerated Access Initiative (AAI) [48], Global Alliance to Eliminate Leprosy (GAEL) [49], 
Global Alliance to Eliminate Lymphatic Filiariasis (GAELF) [50] and the Global Polio Eradication Initiative 
(GPEI) [51].

3 Global coordination mechanisms GAVI, RPS, Stop TB, Global Alliance for Improved Nutrition (GAIN) [52], and the Micronutrient Initiative 
(MI) [53].

4 Strengthening health services Alliance for Health Policy and Systems Research (AHPSR) [54], Multilateral Initiative on Malaria (MIM) 
[55], African Comprehensive HIV/AIDS Partnerships (ACHAP) [56].

5 Public advocacy and education Alliance for Microbicide Development (AMD) [57], African Malaria Partnership (AMP) [58], Global 
Business Coalition on HIV and AIDS (GBC) [59] and Corporate Council on Africa (CCA) [60].

6 Regulation and quality assurance The International Conference on Harmonization of Technical Requirements for Registration of 
Pharmaceuticals for Human Use (ICH) [61], Pharmaceutical Security Institute (PSI) [62] and the Anti-
Counterfeit Drug Initiatives [63]
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little more than lobby groups with a particular interest,
which may or may not be aligned to public good.

5. Redirecting national health polices: there are also concerns
that such partnerships redirect national and international
health polices and priorities and have the potential to
defeat crucial local and national efforts.

6. Fragmentation of the health system: partnerships generally
tend to aim for short term high profile goals and tend to
pick the lowest lying fruits. Partnerships do have the man-
date and cannot be held accountable to synchronize their
activities with emerging processes within countries aimed
at developing their health systems. Therefore if they are
instituted in countries with weak health systems they have
the potential to fragment the healthcare system by insti-
tuting independent vertical programs. The changing glo-
bal agenda around 'vaccines' helps to highlight many of
these issues. Previously polices around vaccination were
grounded in the general principal that promoted equita-
ble access to few vaccines around the world. However new
initiatives and their vertical systems have less of a focus on
sustainability, may not contribute to strengthening of the
health system and have the potential of redirecting
national health policies, which focus on equitable care
[30].

7. Contribution to common goals and objectives: it is common
for partners to have different objectives while pursuing a
relationship though it may be implicit that partnerships
are contributing to common goals.

8. Lack of outcome orientation: many a times, partnerships
exist in form and do not contribute to improvements in
quality and efficiency.

Operational and process-related challenges in public private 
partnerships relate to the following dimensions
1. Legislative frameworks, polices and operational strategies:
many developed countries have legislation to interface
with the private sector [31]. However in the developing
world, there is a general failure, to have overarching legis-
lation relating to public-private partnerships. As a result,
such arrangements develop on an ad hoc and opportunis-
tic basis and may have questionable credibility; as a
results of this failure, polices and specific operational
strategies fail to develop.

2. Participatory approach to decision making: the expression
'partnership' gives the impression of equality. However
many a times, a participatory approach to the decision
making process is usually not optimally accomplished.
This has implications of varying degrees. Almost all the
large 91 transnational partnerships referred to earlier are
focused on the developing world. However, among these,

85 have their secretariats in Europe and North America;
the United States and Switzerland being the commonest
host countries. Cleary this lack of proximity to the
intended beneficiaries has a bearing on the manner in
which the beneficiaries have a role in the decision making
process [32]. The decision-making process in a partner-
ship may also be biased because of the stronger partners'
influence. At a county level and in the case of govern-
ments interfacing with NGOs, the stronger partner, which
his usually the Government generally tends to make the
rules. On the other hand, in the case of relationships with
the 'for-profit' private sector, there is the danger of the
financially stronger partner influencing the public sectors
decision making process on policies, regulatory and legis-
lative matters, which have implications for their profit-
making motive.

3. Governance structures: workable partnerships require a
well-defined governance structure to be established to
allow for distribution of responsibilities to all the players.
Public-private partnerships may run into problems
because of ill-defined governance mechanisms. Recent
evaluation of the RBM project while acknowledging the
successes of the partnership in drawing global attention to
the scale of the problem posed by Malaria has outlined
serious governance-related issues [33]. More recently,
independent evaluation of the Global Stop TB partnership
has also resulted in the issuance of detailed recommenda-
tions for improved governance [34].

4. Power Relationships: skewed power relationships are a
major impediment to the development of successful rela-
tionships. Governments in developing countries usually
tend to assume core responsibility of the joint initiative
and take charge of the weaker partner. In case of NGOs
with outreach-related strengths, this usually takes the
form of a 'contractual relationship' without much regard
to the participatory processes, which should be key to a
public-private partnership arrangement. In case of rela-
tionships with NGOs with technical strength, there are
issues relating to power relationships of a more serious
nature with regard to who assumes the leadership role.

9. Criteria for selection: the criteria for selection are an
important issue both from an ethical and process-related
perspective as it raises the questions of competence and
appropriateness. In many instances the public sector is
vague about important issues related to screening poten-
tial corporate partners and those in the non-profit sector.

10. Sustainability: the question of long-term sustainability
is often ignored in public-private partnerships. An analy-
sis of the operation of GAVI has concluded that it overem-
phasizes high technology vaccines, lacks sustainability,
relies too heavily on the private sector and consequently,
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runs the risk of compounding health inequities in the
poorest countries [35].

11. Accountability: many partnerships do not ensure that
all players are held accountable for the delivery of effi-
cient, effective and equitable services in a partnership
arrangement. Often in public-private relationships it is
unclear as to whom are these partnerships accountable to,
according to what criteria, and who sets priorities? To
hold partners accountable for their actions, it is impera-
tive to have clear governance mechanisms and clarify part-
ner's rights and obligations. Clarity in such relationships
is needed in order to avoid ambiguities that lead to break
up of partnerships. A case in point is the recent breakup of
GAEL with the exit of the International Association of
Anti-leprosy [36].

The Call to Action
In the world we live today, global agendas are being
increasingly shaped by the private sector. The 'for-profit'
private sectors' immense resources make it an irresistible
partner for public health initiatives. These arrangements
can also be mutually synergistic. Governments and inter-
national agencies can tap into additional resources to full
fill their mandate whereas the commercial sector can ful-
fill its social responsibility, for which it is being increas-
ingly challenged. Additionally, the recent SARS epidemic
and bio-terrorist threats should help to make the private
sector understand the value of investment in health for
reasons beyond fulfilling their social obligations. Active
involvement of the 'non-profit' sector and donor coordi-
nation in country goals is also being increasingly encour-
aged within comprehensive development frameworks;
this approach is synchronous and in harmony with the
Poverty Reduction Strategy Paper Framework [37].

The development and health actors have highlighted the
need to harness the potential that exists in collaborating
with the private sector to advance public health goals. This
is also becoming increasingly essential as both the public
and the private sector recognize their individual inabilities
to address emerging public health issues that continue to
be tabled on the international and within country policy
agendas. Public-private partnerships therefore seem both,
unavoidable and imperative. However in building such
collaborations, certain measures must be taken at a global
level to assist global partnerships and set a framework
within which efforts at a country level can emanate.

As a first step, there is a need to develop a set of global
norms and ethical principles; a broad-based agreement
over these must be achieved. The transnational nature and
global outlook of emerging partnerships necessitate that
these stem from a broad-based international dialogue.

It is critical that the driving principles for such initiatives
be rooted in 'benefit to the society' rather than 'mutual
benefit to the partners' and should center on the concept
of equity in health. Norms must stipulate that partner-
ships contribute to strengthening of social safety nets in
disadvantaged settings and should be set within the con-
text of 'social responsibility' as the idea is not meant for
private funds to be put to public use nor to privatize pub-
lic responsibilities.

Global principles must specify that partnerships should
be in harmony with national health priorities; they
should complement and not duplicate state initiatives
and should be optimally integrated with national health
systems without any conflict of interest. Norms must
make it mandatory for all partners in a 'partnership'
arrangement to contribute to common goals as a true part-
nership is one in which the partners, though having differ-
ent motivation and values have a shared objective. Global
norms must outline that partners be committed to mak-
ing contributions, sharing risks and the decision making
process. Principles should emphasize an outcome orienta-
tion. Development of a public-private partnership in itself
should not be seen as an outcome, but a process and an out-
put; it is important for partnerships not to just exist in
form but to contribute to improvements in health
outcomes.

It must be made binding for international agencies to
develop transparent policy and procedural frameworks.
Many international agencies have established guidelines
on interacting with the private sector [38-45]. However
there is a need for comprehensive polices and operational
strategies, which are crucial to ensuring transparency and
protecting public interest [46]. Inviting third party reviews
and ensuring an open process for deliberations will help
to ensure transparency and reflect that these processes are
indeed being structured in public interest.

Global efforts should demand, encourage and assist the
development of policy and legislative frameworks shap-
ing public-private partnerships within countries [47].
However in the setting of developing countries, there is a
need for international actors to guide these and for them
to emanate within the framework of global norms and
standards. Assisting with capacity development through
donor coordination may be a necessary prerequisite to
this approach. Legislative and policy frameworks within
countries will help to legitimize public-private relation-
ships, lend credence to this approach, help to foster an
enabling environment and provide a mandate for the
development of ethical guidelines to further direct these
initiatives.
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Within stipulated legislative and policy frameworks, sup-
port must be provided to developing countries to develop
specific guidelines to steer such relationships. Guidelines
can assist with the development of selection criteria and
help specify roles of the public and the private sectors.
They can also assist with the development of models that
outline combined governance structures, clearly aimed at
improved systems of governance. Guidelines must also
articulate a clear policy on a participatory approach to the
decision making process. In addition, they should assist
with assigning responsibilities to various levels of Govern-
ment and then hold people and institutions both within
Governments and those in the private sector that partner
with them accountable for their performance.

Though an evidence-based approach and ethical consider-
ations must never be compromised in such endeavors and
every effort should be made to ensure that goals are mutu-
ally compatible, guidelines also need to be flexible in
order to accommodate each partner's organizational
requirements and integrity. Moreover they need to be
pragmatic. The public sector needs to recognize the basic
legitimacy of the private sector and the profit motive that
drives it. It is also essential for the public sector to respect
the organizational autonomy and priorities of the non-
profit sector. In this context, partnerships and contractual
relationships need to be carefully differentiated.

Partnerships must also be the subject of noteworthy
empirical research, which would enable a detailed assess-
ment of the specific issues inherent to the various types of
public-private partnership arrangements from an ethical
and methodological perspective.

The impetus for driving global and national efforts in cre-
ating a transparent and conducive environment for pub-
lic-private partnerships needs to come from the public
sector. This raises the issue of capacity within countries;
the gap needs to be bridged by assistance from UN agen-
cies, which have the mandate of harnessing and coordi-
nating support among a variety of players for global
actions. However, the results of such actions will only be
as good as Governments make them; weak and poorly
informed Governments cannot remedy their own defi-
ciencies by seeking to yolk the private sector to their own
uncertain cart.

In conceptualizing a framework that assists with setting
global norms and guidelines and within-country legisla-
tive actions, it needs to be recognized that the dynamics of
public-private partnership arrangements are generic
across social sector. It may therefore be useful to allow this
commonality to prevail in initiating global and country-
specific actions.
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