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EXECUTIVE SUMMARY 

The COVID-19 pandemic has prompted a global rethink on the importance of strong and resilient 

health systems, capable of responding to health emergencies while maintaining continuous access to 

essential health services and addressing ongoing population health needs. The pandemic has caused 

severe and likely long-term ramifications for health system strengthening and population health 

outcomes in the Indo-Pacific region, with concerns that progress that has been made in improving 

equitable access to quality health services may stagnate or reverse. Significant disruptive effects 

have occurred across all aspects of health systems, including the capacity to raise budget allocations 

for health, together with uncertainty around the implementation of the medium- to long-term 

health and development agenda. Building strong and resilient health systems across the Indo-Pacific 

region will require the sustained support of development partners and donors for the foreseeable 

future. And although determining the most useful contributions that external agencies can make will 

be context specific, the focus must be on strengthening integration across the health system, with 

an emphasis on increasing equity in access, quality of care and resource optimisation. 

This report presents the findings and recommendations from a rapid desk-based review of the 

current status of health system strengthening in seven Indo-Pacific countries: Cambodia, Fiji, 

Indonesia, Lao People’s Democratic Republic, Papua New Guinea, Solomon Islands and Vietnam. The 

framework used to undertake the review was an adapted version of the World Health Organization 

(WHO) Building Blocks framework, with the incorporation of three cross-cutting key elements: 

equity in access, quality of care and resource optimisation. This framework was used as it 

acknowledges the interconnectedness and value of the WHO building blocks as a foundation for 

efforts to strengthen health systems, while also recognising three key cross-cutting elements 

considered essential for a well-performing health system. The review primarily focused on the 

community and primary health care level of the health system. However, pertinent activities that 

facilitate health system strengthening at all levels were also documented (e.g. governance structures 

from the national to the community level, and the continuum of care from the primary to the 

tertiary level).  

The most prominent health system strengths and weaknesses identified in the information reviewed 

for the seven countries were then used to construct a series of recommendations on what, where 

and how to prioritise future investments (financial and other) in health system strengthening in each 

country. The prominent commonalities across these country-specific recommendations were used 

to construct recommendations for the Indo-Pacific region more broadly. A high-level summary of the 

regional recommendations for the Indo-Pacific includes: 

• Governance: strengthening the capacity at all levels of government for health planning, 

budgeting and management, particularly in countries that have a decentralised system of 

government; strengthening regulation of private health facilities and private practitioners. 

• Financing: increasing focus on reducing out-of-pocket expenditure and the risk of 

catastrophic health expenditure, particularly through implementation, strengthening and/or 

expansion of government-funded health insurance schemes. 

• Physical resources for health: strengthening health infrastructure, and the processes and 

systems for procurement and distribution of medicines and medical supplies. 
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• Human resources for health: improving the quantity and quality of the health workforce, 

particularly at the primary health care level; strengthening community health worker 

programs. 

• Health service delivery: improving the quality of service delivery at community health 

facilities; increasing preventive and promotive population health interventions. 

• Health information systems: increasing long-term investment in health information system 

infrastructure and workforce; strengthening data quality and data culture; increasing private 

sector health information reporting compliance. 

Although the challenges faced in creating strong and resilient health systems within each country are 

highly contextual and require local, tailored solutions, the country-specific and regional 

recommendations presented in this report provide an important starting point to highlight key areas 

of focus. The recommendations can be used for consultation with key stakeholders to prioritise 

activities and strategies over the immediate and medium-to-long term.  
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INTRODUCTION 

The importance of strong and resilient health systems has been highlighted during the COVID-19 

pandemic. Many countries have faced significant challenges in responding to the pandemic while 

trying to also maintain continuous access to essential health services and to address ongoing 

population health needs. The pandemic has had severe and likely long-term ramifications for health 

system strengthening and population health outcomes in the Indo-Pacific region, with concerns that 

progress that has been made in improving equitable access to quality health services may stagnate 

or reverse [Tandon et al., 2020]. Building strong and resilient health systems across the Indo-Pacific 

region will require the sustained support of development partners and donors for the foreseeable 

future [Craig et al., 2022]. The focus in each country needs to remain on strengthening integration 

across all pillars of the health system (i.e. the six World Health Organization (WHO) building blocks) 

[WHO, 2007], with particular emphasis on increasing equity in access, quality of care and resource 

optimisation in the delivery of health services. 

Primary health care is the ‘front door’ of the health system, and provides the essential foundation 

upon which the optimal health, wellbeing and productivity of communities can be achieved. Healthy 

children can attend school and actively engage in learning experiences that are essential to their 

development. Healthy adults can contribute to their communities and be productive members of the 

workforce. Primary health care is critical for effective health security and the advancement of 

universal health coverage. It also provides the foundation to confront and effectively respond to 

public health emergencies, such as COVID-19 [WHO, 2021], and the broader effects of emergencies 

such as system-wide interruptions to essential health services [Hanson, 2022].  

AIMS AND OBJECTIVES 

This report is a rapid desk-based review of the current status of health system strengthening in 

seven Indo-Pacific countries: Cambodia, Fiji, Indonesia, Lao People’s Democratic Republic (hereafter 

referred to as Lao), Papua New Guinea, Solomon Islands and Vietnam. Across the broader structural 

components of each country’s health system (i.e. the six WHO building blocks), this review sought to 

document the extent to which equity in access, quality of care and resource optimisation are being 

prioritised. The findings from this review were used to construct a series of country-specific 

recommendations on what, where and how to prioritise future investments (financial and other) in 

health system strengthening. The prominent commonalities across these country-specific 

recommendations were then used to construct recommendations for the Indo-Pacific region more 

broadly. 

METHODOLOGY  

The approach used for data collection was to review: 1) country websites for reports, policies, 

strategies and reforms focused on the entire health sector or any component of the health system; 

2) development partner websites for country-specific health documents, including the WHO, World 

Bank, Asian Development Bank, UNICEF, USAID, and the Australian Department of Foreign Affairs 

and Trade, among others; 3) peer-reviewed literature identified through keyword searches using 

Google Scholar and PubMed; and 4) any documents identified while reviewing documents from the 

previous three sources. Due to the timeframe of this project, a systematic review approach to 

collecting and reviewing information was not possible. 
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The main health system strengthening themes that were identified from the reviewed documents 

informed the content included in each country profile. Therefore, not all profiles provide an 

overview of the same health system components. For example, the role of community health 

workers was a strong theme in the literature for some countries, while in others it was 

comparatively brief. Similarly, some countries had extensive literature on medical supply 

procurement, distribution and quality testing, while for others this was not a strong theme in the 

documents reviewed. Without performing an in-depth systematic review on each component of the 

health system (i.e. health workforce, medical supplies, health system financing, etc.) in each country, 

it cannot be said that the literature does not exist. However, it would not be practicable to 

undertake such a review without first narrowing the scope of components to be investigated (e.g. a 

specific focus on community health workers, or pre-service education). Each country profile included 

in this report was reviewed by a member of the research team that has in-country experience within 

the health system of that country. 

SCOPE  

The primary focus of this report is health system strengthening at the community and primary health 

care level, with the majority of information concentrated on community health centres and district 

health facilities. However, to an extent, this report also covers the pertinent activities at all levels of 

a country’s health system that facilitate equitable access to quality health services for the entire 

population – for example, governance structures from the national to the community level, and the 

continuum of care from the primary to the tertiary level. 

An overview and evaluation of disease-specific or health-specific programs is not within the scope of 

this report (e.g. the extended program on immunisation; non-communicable disease programs; 

environmental health; communicable disease programs; surveillance programs; health emergencies; 

or reproductive, maternal, newborn and child health programs). This does not mean that these 

programs, if not mentioned within the country profiles, are not pertinent, but that they have not 

been reviewed in a systematic way as this would be a considerable undertaking.  
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HEALTH SYSTEM STRENGTHENING IN THE INDO-PACIFIC REGION 

The seven countries included in this report have significant diversity in their population size and 

distribution, economic development, and socio-political and socio-cultural contexts. While assertion 

of a shared vision for health system strengthening in the Indo-Pacific region can be unifying, 

challenges faced within each country are often highly contextual and require local, tailored 

solutions. Where regional approaches have demonstrated some success, such as in strengthening 

health information systems, considerable investment has been made at national and subnational 

levels to interpret and implement inherently generic regional policy and programmatic advice. This 

report acknowledges the significant limitations of making regional recommendations for the Indo-

Pacific region. The sections below provide a high-level summary of the prominent health system 

strengths and weaknesses identified across the literature reviewed for the seven countries included 

in this report. The subsequent recommendations focus on broad approaches to health system 

strengthening aimed at facilitating improvements in the equitable access to quality health services in 

the Indo-Pacific region. These recommendations require significant local adaption to country-specific 

priorities and contexts.  

HEALTH STATUS 

The seven countries included in this report have experienced differing levels of progress in improving 

equitable access to quality health services and health outcomes over the past several decades. Lao 

has seen a substantial increase in life expectancy at birth (both sexes combined) from an estimated 

53 years in 1990 to 69 years in 2019, primarily due to a decline in infectious disease mortality and in 

maternal and child deaths [IHME, 2021]. However, other countries have seen a far smaller 

improvement in life expectancy over the past three decades. The reasons for the stagnation in life 

expectancy vary significantly between countries. Fiji, for example, already had a comparatively high 

estimated life expectancy in 1990 at 66 years, due to reduction in infectious disease mortality and 

maternal and child deaths in the years prior to 1990. The stagnation in life expectancy in Fiji over the 

past three decades – 2 years improvement to reach 68 years by 2019 – is due to significant 

premature adult mortality from non-communicable diseases (NCDs), particularly cardiovascular 

disease. Papua New Guinea (PNG) and Solomon Islands also experienced stagnation in life 

expectancy over the past 30 years, with only 2 and 4 years, respectively, of life expectancy increases 

between 1990 and 2019. However, this stagnation occurred at a much lower level of life expectancy 

than that of Fiji (around 5 years lower in PNG, and 10 years lower in Solomon Islands). This reflects 

the double burden of high infectious disease and maternal and child deaths in these countries, with 

simultaneously rising mortality from NCDs. 

Responding to these increasingly complex epidemiological patterns of disease burden is a major 

challenge for the health systems of all countries included in this report. This complexity is further 

exacerbated by the high level of risk from extreme natural events and disasters, and vulnerability to 

the effects of climate change and rising sea levels in many of these countries [Behlert et al., 2020]. In 

2020, four Pacific Island countries, including PNG and Solomon Islands, were ranked among the 

top 10 countries worldwide with the highest risk of natural or man-made disasters, with Mekong and 

South-East Asian countries ranked among the top 20 [Behlert et al., 2020]. 
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Table 1. Socio-economic and health outcomes, estimates for 2019–2020  

Country Income 

groupa 

WHO 

groupb 

Total 

populationc 

Rural 

populationd 

Life 

expectancye 

Maternal 

mortalityf 

Cambodia LMIC WPR 16,700,000 76% 70 129 

Fiji UMIC WPR 900,000 43% 68   87 

Indonesia LMIC SEAR 273,500,000 43% 71 137 

Lao LMIC WPR 7,300,000 64% 69 181 

Papua New Guinea LMIC WPR 8,900,000 87% 65 232 

Solomon Islands LMIC WPR 700,000 75% 59 279 

Vietnam LMIC WPR 97,300,000 63% 74   17 

LMIC = lower middle-income country; SEAR = South-East Asia Region; UMIC = upper middle-income country; WHO = World Health 

Organization; WPR = Western Pacific Region 

a World Bank income group for 2020 

b WHO world region grouping 

c Total population for 2020, as estimated by the World Bank [2021a] 

d Proportion of the population living in rural areas in 2020, as estimated by the World Bank [2021b] 

e Life expectancy at birth (years) both sexes combined in 2020, as estimated by the Global Burden of Disease [IHME, 2021] 

f Maternal mortality ratio (deaths per 100,000 live births) in 2020, as estimated by the Global Burden of Disease [IHME, 2021].  

All countries included in this report are at some stage of the epidemiological transition in which 

mortality from NCDs is increasing, and infectious disease and maternal and child deaths are 

decreasing. The 2019 Global Burden of Disease study estimated that cardiovascular disease was the 

leading cause of premature adult mortality (deaths before 70 years of age) in the seven countries 

included in this report [IHME, 2021]. Premature deaths from respiratory infections and tuberculosis 

(TB), and maternal and neonatal deaths remained among the top 10 causes of death in 2019, but 

had experienced substantial decline in all seven countries since 1990 [IHME, 2021]. 

Table 2. Premature (<70 years) adult mortality rates (per 100,000 population) in 2019 from 

cardiovascular disease, respiratory infections and tuberculosis (TB), and maternal and neonatal 

deaths, with percentage change since 1990 

Country Cardiovascular disease  Respiratory infections, TB Maternal and neonatal 

Ranka Rateb Changec  Ranka Rateb Changec  Ranka Rateb Changec  

Cambodia 1    85.5 ↑   7% 2 68.5 ↓ 77% 5 30.6 ↓ 72% 

Fiji 1 180.0 ↑ 22% 5 19.9 ↓ 26% 6 18.7 ↓ 38% 

Indonesia 1 128.3 ↑ 44% 5 29.4 ↓ 71% 7 17.3 ↓ 74% 

Lao 1    98.9 ↓   8% 2 55.2 ↓ 83% 4 48.1 ↓ 74% 

Papua New Guinea 1 111.0 ↑ 14% 2 72.8 ↓ 44% 3 52.9 ↓ 22% 

Solomon Islands 1 263.8 ↑ 12% 4 64.3 ↓ 49% 8 26.5 ↓ 53% 

Vietnam 1 102.7 ↑ 36% 6 19.5 ↓ 64% 10   7.3 ↓ 83% 

a Rank = leading cause of premature (<70 years) adult mortality ranking 

b Rate = mortality rate per 100,000 population, all ages 

c Change = percentage change in mortality rate between 1990 and 2019  

Source: Global Burden of Disease [IHME, 2021] 

The COVID-19 pandemic has caused severe and likely long-term ramifications for health system 

strengthening and population health outcomes in the Indo-Pacific region, with concerns that 

progress that has been made in improving equitable access to quality health services may stagnate 

or reverse [Tandon et al., 2020]. The pandemic has had significant disruptive effects on all aspects of 
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health systems, including the capacity to raise budget allocations for health, and has created 

uncertainty around the implementation of the medium- to long-term health development agenda 

[Tandon et al., 2020]. The sustained support of donors (such as Australia and New Zealand) and 

development partners (including the World Health Organization) will be required for the foreseeable 

future [Craig et al., 2022]. It has been highlighted that “determining the most helpful contributions 

external agencies can make will inevitably be context-specific; however, they should align with an 

ethos of health systems strengthening and promoting health equity, national leadership, and 

sustainability” [Craig et al., 2022, p. 7]. 
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REGIONAL RECOMMENDATIONS 

Health system governance and financing 

Strengthening decentralisation 

Many countries have undertaken some form of decentralisation of health system governance, with 

greater autonomy and responsibility for health system planning, budgeting and financial 

management given to provincial and district governments. Decentralisation can improve equitable 

access to health services and create more people-centred health systems by enabling local 

governments to identify and address the health priorities in their communities. However, some 

countries have experienced considerable fragmentation in health service delivery roles and 

responsibilities at subnational levels. 

➢ Authorities should harmonise health service delivery models, clarify and simplify 

responsibilities, and actively engage in the ongoing decentralisation dialogue across all levels 

of the health system.  

➢ Subnational governments and health managers need to be supported to strengthen their 

technical skills and human resource capacity for health planning, budgeting and 

management.  

Reducing out-of-pocket expenditure 

Out-of-pocket (OOP) expenditure and the risk of catastrophic health expenditure remains 

unacceptably and unsustainably high in many countries, and threatens the achievement of universal 

health coverage.  

➢ Implementation, strengthening and expansion of government-funded health insurance 

schemes that provide free access to health services for poor and priority populations can help 

improve equitable access to health services, and minimise OOP and catastrophic health 

expenditure among the population groups who are least equipped to absorb these costs 

(namely children, adolescents, people with disabilities and the elderly). 

➢ Comprehensive surveys to identify which components of health spending are contributing to 

the high OOP expenditure are needed. This information is crucial for formulating effective 

strategies to reduce OOP spending. 

➢ Strengthened government regulation is required to help limit the fees that private providers 

charge. 

Regulation of private health facilities and private practitioners 

Several countries have a large and/or rapidly growing private health sector, particularly Vietnam and 

Cambodia. Although the ministry of health in most countries is mandated to monitor the private 

sector and accredit private health care providers, monitoring and regulation of the private sector 

remains weak.  

➢ Strengthening and reinforcing legislation and the government’s regulatory mandates for the 

private sector need to remain priorities. Establishing functional accreditation systems that 

include private facilities and private practitioners will facilitate this process.  
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Physical resources for health 

Strengthening health infrastructure 

Adequate health facilities, equipment and commodities are essential at all levels of the health 

system to provide equitable access to quality health services for the entire population. A lack of 

health infrastructure was documented to some degree in all countries, including some health 

facilities operating without access to basic services such as potable water, sanitation and electricity. 

Long-term investments in expanding and improving health infrastructure have been recently 

announced by governments and development partners in several countries.  

➢ Infrastructure oversight systems should be funded and implemented to ensure health 

facilities are well maintained, and adequate resources should be allocated for facility 

maintenance, especially for health posts and health centres. Basic elements for providing 

care must be ensured, including a stable supply of water and electricity, and a functional 

toilet.  

➢ Ministries of health should strengthen partnerships and actively coordinate with central 

agencies, development partners, non-government organisations (NGOs) and civil society 

organisations, within and across sectors, to determine where there is ongoing capacity to 

support concerted and coordinated approaches to address the broader determinants of 

health, including improvements in sanitation and hygiene. 

➢ As evidence becomes available of the specific activities and outcomes of recent large 

investments made by governments and development partners in long-term health 

infrastructure projects in some countries (e.g. Vietnam), it will be important to assess its 

value in informing policy development and future investments in health infrastructure in the 

region. 

Improving procurement and distribution of medicines and medical supplies  

The processes and systems for procuring and distributing medicines and medical supplies need to be 

strengthened in most countries, particularly for rural and remote areas. The average mark-up on the 

price of medicines in the public sector in some countries is substantially higher than international 

reference prices, and needs to be addressed. 

➢ Governments, with support from development partners where appropriate, should develop 

and oversee reforms to medical supply and distribution systems to improve their 

transparency, accountability and efficiency.  

➢ The reasons for high mark-up prices on medicines need to be investigated and addressed. 

➢ The capacity of national regulatory authorities to regulate and enforce legislation needs to 

be strengthened. 

Human resources for health 

Improving the quantity and quality of human resources for health 

All countries included in this report documented some degree of difficulty achieving health 

workforce sufficiency, both in terms of quantity and quality. Many factors contributed to this. For 
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example, low levels of high school graduates resulted in low numbers and low quality of candidates 

able to enrol in health professional training programs/degrees; and a lack of in-country training 

programs meant candidates had to relocate overseas to obtain their degree, with concerns about 

their job readiness and skill level on return. Health professional training standards and accreditation 

and licensing systems are needed. 

➢ Concerted and coordinated intersectoral and government-wide efforts to continue 

strengthening access to and delivery of primary and secondary education to the entire 

population are required, to ensure there are sufficient numbers of appropriately educated 

candidates to enter health professional training programs/degrees. 

➢ Strong political will and leadership from governments, with support from development 

partners as appropriate, are needed to accomplish meaningful reform of the health 

professional education sector. The main areas of prioritisation and focus will be highly 

country specific, but will include improvements to infrastructure, faculty development, 

curriculum, training approaches and methods, and teaching resources and materials. 

➢ Long-term strategic health workforce plans that cover all cadres of health workers are 

urgently required in some countries. The plans should be based on examples of best practice 

and success in health workforce planning from other countries in the region, where available. 

➢ Implementation of training standards and accreditation and licensing systems should be 

supported across all health cadres. While these systems may initially focus on graduating 

and new health professionals, when practicable they should include all health professionals 

working in the health system, and include the ability to revoke licences.  

Increasing the rural and primary care health workforce 

Efforts to improve equity of access to health services have frequently included financial incentives 

and educational support to recruit and retain health professionals in rural areas and primary care, as 

well as structured national programs where health professionals from urban areas are relocated to 

rural health facilities for a period of time. The success and sustainability of these incentives and 

programs requires support from all levels of government and from the private health sector, which 

often compromises the government’s efforts by offering stronger incentives to recruit the health 

workforce to private urban facilities. 

➢ Stronger communication and coordination are needed between the public and private 

sectors, through legislative mechanisms if required, to formulate long-term health workforce 

strategies that facilitate the equitable distribution of the health workforce across the entire 

health sector.  

➢ To be more effective in their activities, structured programs that relocate health workers 

from urban and tertiary facilities to rural and primary care facilities need ongoing political 

and financial support from not only national and provincial governments, but also the local 

governments of the areas within which these programs operate.  

Strengthening community health workers 

In most countries, there is a network of community health workers (CHWs) that assist with a variety 

of government and NGO health promotion and service delivery activities at the community level. 

CHWs are often the cornerstone of improvements in equitable access to health services. Active 
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government ownership and leadership, and good program management and accountability, were 

identified as essential components to the success of CHW programs, and were currently lacking in 

many settings. 

➢ Strong government ownership and leadership of CHW programs, from the national level 

down to the district and community level, are required for the success of these programs. 

➢ In countries with a strong NGO presence at the community level, integrated approaches to 

training and support for CHW programs between governments and NGOs will facilitate the 

most efficient use of resources. 

Health service delivery  

Improving the quality of service delivery at community health facilities 

Low utilisation of community health centres in some countries has been related to community 

concerns about the quality of care they provide. One of the fundamental issues for quality 

improvement is the lack of data on the current quality of service delivery, which impedes the ability 

to monitor and track the success of quality improvement efforts. Measures of quality that do exist 

are almost exclusively focused on structural factors (e.g. health workforce numbers), with limited 

measurement or tracking of the quality of key processes involved in service delivery (e.g. clinical 

decision-making).  

➢ Strengthened efforts are needed to collect and track a more complete range of quality 

measures, such as the knowledge and skill level of health workers, the availability and use of 

best-practice guidelines, and access to continuing education. 

Increased preventive and promotive population health interventions for NCDs 

The increasing burden from NCDs, and the long interaction with health services that treatment and 

management of NCDs often requires, highlight the continued urgency to ensure that funding and 

resource allocation for preventive and promotive population health interventions and health care 

service delivery are strengthened. 

➢ Funding and resource allocation for preventive care and health promotion need to be 

strengthened, including multisectoral approaches, particularly at the primary health care 

level. Long-term funding needs to be secured to ensure that NCD programs and interventions 

that are implemented can run for long enough to achieve reductions in disease burden before 

the effectiveness is evaluated.  

Health information systems 

Long-term investment in health information system infrastructure and human resources 

Regardless of the system used, be it paper or electronic, long-term investment in health information 

system (HIS) infrastructure and human resources is required in all countries. Several countries are 

contemplating implementation of new electronic health information systems. Prudent and 

pragmatic consideration should be given to the long-term financial investments required, and the 

expected long-term improvements in health outcomes that any HIS transition would facilitate. 
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➢ Long-term investment in HIS infrastructure, and hiring and training of HIS staff, needs to be 

strengthened across all levels of government from national down to health facility level.  

➢ The costs of implementing a new HIS are substantial, including infrastructure and training, 

and require detailed cost-benefit analyses. In addition, consultation is required across all 

levels of the health system to identify barriers to the adoption of a new system. 

Strengthening data quality and data culture 

Regular feedback to subnational levels of the health system about the quality of data being 

collected, and how data is being used to guide decision-making, can directly address the causes of 

poor-quality data and enhance awareness of the importance of accurate, timely and complete 

health information. Regular feedback to the subnational and health centre level is currently lacking 

in most countries due to a lack of human resources available to provide this feedback, and a lack of 

established mechanisms through which it can be efficiently disseminated. 

➢ Current gaps in the provision of feedback to all levels of the health sector involved in 

collecting and collating health information need to be addressed by strengthening the 

human resource capacity needed to provide this feedback.  

➢ Strategic planning is needed to identify efficient mechanisms through which feedback can be 

provided to subnational levels, in a format that facilitates its use. 

➢ Significant investment is required to train and mentor program officers and health 

authorities to transform the data culture at all levels of the health system, to ensure the 

importance of timely and accurate health information is recognised and highly valued.  

Increase private sector health information reporting compliance 

Fragmentation and poor coordination and compliance by private health facilities and providers in 

reporting and integrating health information into the national HIS is an ongoing issue. Coordination 

and compliance are required from across the private sector to improve the completeness of national 

health information, and to minimise the implementation of disparate systems. 

➢ Strong governance structures and national HIS legislation that clearly outlines the roles and 

responsibilities of all levels of government and the private sector are required. This should 

include strong mechanisms for enforcing HIS legislation where there is poor reporting 

compliance, such as linking professional licences to practice to submission of regular HIS 

reports. 

➢ The importance of interoperability of data systems in facilitating data integration needs to 

be more strongly advocated across all levels of government and the private sector.  
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CAMBODIA 

HEALTH STATUS 

Cambodia is located in the World Health Organization (WHO) Western Pacific Region, and is 

classified by the World Bank as a lower middle-income country (LMIC). In 2020, the population was 

estimated to be 16.7 million, with around 76% living in rural areas [World Bank, 2021a]. 

Improvements in some key population health indicators at the national level have been achieved in 

recent decades. The Global Burden of Disease estimated that life expectancy at birth (both sexes 

combined) increased substantially from 58 years in 1990 to 70 years in 2019. Over the same period, 

the maternal mortality ratio experienced one of the greatest declines among LMICs in the region 

from 373 deaths per 100,000 live births in 1990 to 129 per 100,000 by 2019, although remaining 

higher than the LMIC regional average [GBD, 2020; IHME, 2021]. Substantial health challenges still 

remain, particularly regarding the quality and equity of access to health services at the primary 

health care level [World Bank, 2021b]. The proportion of children under 5 years of age with stunting 

also remains high, at an estimated 32% in 2015 [MoH, 2016], and is more than twice as common 

among children in the poorest quintile than among those in the richest [Annear et al., 2015]. 

Like many countries in the Western Pacific region, Cambodia is undergoing a significant 

epidemiological transition, with increasing mortality from non-communicable diseases (NCDs), while 

still experiencing a high disease burden from communicable diseases and poor maternal and child 

health [Hort et al., 2018]. In 2019, the leading causes of mortality (measured by all age mortality 

rates) were cardiovascular disease, followed by respiratory infections and tuberculosis (TB), and 

then cancer. Mortality rates for cardiovascular disease and cancer have increased by over 30% since 

1990, while respiratory infections and TB have declined by 67% since 1990 [IHME, 2021]. Maternal 

and neonatal deaths ranked as the seventh leading cause of mortality in 2019, with a 70% decline in 

mortality since 1990 [IHME, 2021]. Responding to this increasingly complex epidemiological pattern, 

particularly the continued rise in disease burden from NCDs, is a major challenge for the health 

system of Cambodia. As highlighted in the current National multisectoral action plan for the 

prevention and control of noncommunicable diseases 2018–2027, “NCDs are not only a health 

problem but also a challenge to development, which threatens Cambodia’s economic growth, the 

effort to reduce poverty of population and society as a whole” [MoH, 2018a, Prime Minister’s 

message]. 

The most recent Ministry of Health (MoH) Health Strategic Plan 2016–2020 asserts that the MoH is 

committed to “effectively managing and leading the entire health sector to ensure that quality 

health services are geographically and financially accessible and socio-culturally accepted to all 

people in Cambodia” [MoH, 2016, p. 5]. The strategic plan acknowledges that achieving equitable 

health outcomes in rural areas and in poor and vulnerable populations remains a significant ongoing 

challenge, and addressing this challenge will require substantial resources and strong political will 

and leadership.  

Like all countries around the world, Cambodia has been affected by, and needed to adapt to, the 

emergence of COVID-19. Since the beginning of the pandemic, Cambodia has recorded around 

100,000 confirmed cases and 2,000 deaths, with 19.5 million vaccine doses administered (as of 

17 September 2021) [WHO, 2021a]. The WHO has highly commended Cambodia for what it 

describes as remarkable milestones in vaccine rollout, with first dose administration to around 80% 
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of the target population and 97% of health workers [WHO, 2021b]. “The delivery of a vaccination 

programme for adults, especially the vulnerable population, of this magnitude requires significant 

collective efforts especially strong government leadership, active public participation and good 

partnerships” [WHO, 2021b, para. 6]. Continuity in the delivery of essential health services and 

programs during the pandemic has also been documented [WHO, 2021c]. Despite the strengths of 

Cambodia’s response to COVID-19 having so far helped mitigate detrimental effects on the health 

system [Nit et al., 2021], the number of households identified as newly poor has increased 

throughout the pandemic [World Bank, 2021b]. 

HEALTH SYSTEM GOVERNANCE AND FINANCING 

Cambodia has a mixed public–private health system, with the MoH mandated to lead and manage 

the entire health sector (public services as well as the private sector). The public sector is the main 

provider of preventive services and inpatient admissions, while the disparate and rapidly growing 

private sector tends to dominate the provision of outpatient curative consultations. Private 

providers outnumber public providers, but are mostly small scale, and two-thirds of public health 

staff also work in the private sector (i.e. dual practice) [Annear et al., 2015]. Despite the MoH being 

mandated to accredit both public and private health care providers, monitoring and regulation of 

the private sector, particularly private for-profit health care providers, remains weak [Hort et al., 

2018]. The USAID ASSIST Project in Cambodia (2014–2018) worked alongside the MoH to strengthen 

regulation of the health profession, which resulted in new legislation on Regulation of Health 

Practitioners being enacted in 2016, and a new web-based Registrant Management System being 

established in 2018 [USAID, 2018]. Although progress is being made, given that 67% of the 

population first seek treatment from the private sector when unwell or injured [National Institute of 

Statistics et al., 2015], it is important that continued legislative and policy attention is given to this 

issue [Annear et al., 2015; USAID, 2018].  

Health service delivery in Cambodia is broadly organised under three levels: the national level, the 

provincial/municipal level, and the health operational district level. The operational district is a 

population-based catchment system defined by the MoH, and is the most peripheral subunit of the 

health system. Each operational district has one referral hospital and a designated number of health 

centres [Hort et al., 2018]. Cambodia is undergoing a process of decentralisation of elements of the 

health system, with increased autonomy for decision-making by managers at the operational district 

level, including greater flexibility in human resource and financial management. To incentivise health 

managers to strive for greater efficiency and quality in service delivery, performance-based financing 

mechanisms have been introduced for primary- and secondary-level health facilities, based on the 

achievement of service delivery results [MoH, 2016; World Bank, 2017]. This performance-based 

funding is in addition to standard budget allocations, it is distributed directly to the operational 

district level, and is often used to support running costs of health facilities and to implement 

performance-based staff incentives [MoH, 2016; World Bank, 2017]. 

Health expenditure has remained steady over the past two decades at around 6–7% of gross 

domestic product, which is high compared to neighbouring countries. Around 20% of total health 

expenditure comes from government taxation revenue, 20% comes from donor contributions, and 

the remaining 60% is from household out-of-pocket (OOP) payments [Hort et al., 2018]. While health 

spending as a proportion of income and catastrophic expenditure has declined in recent years, 

current OOP expenditure levels remain among the highest in the world, challenging equity in access 
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to services [World Bank, 2019]. The overwhelming proportion of OOP expenditure is paid to private 

providers, and the financial burden is especially great for poor households [Annear et al., 2015]. 

Without a significant reduction in OOP health expenditure, universal health coverage (UHC) will not 

be achieved in Cambodia.  

With the aim of moving towards UHC, the government has acknowledged the importance of 

improving efficiency and cutting wastage across the public health system. National data on the 

disaggregation of government health expenditure is limited. The most recent 2019 Cambodia Public 

Expenditure Review by the World Bank did not report detailed health sector expenditure; however, 

the 2011 review reported that expenditure on drugs and medical supplies was substantially higher 

than international average prices, with more than half of the total health budget spent on 

procurement, and 63% spent on non-program activities [Annear et al., 2015]. The World Bank 

outlines that large expenditure items and large return for investment should be the initial focus of 

efficiency analysis [World Bank, 2018]; large expenditure items in Cambodia include procurement 

and non-program activities, and large return for investment includes preventive interventions, 

primary health care and targeting of vulnerable populations. Annear et al. [2015] outlined three 

major areas of the health sector in Cambodia where efficiencies could be improved: the purchase 

and distribution of pharmaceuticals, equipment and supplies; increasing public sector salaries to 

overcome the inefficiencies that result from unregulated dual practice; and improving efficiency in 

the use of donor funding by deepening and strengthening harmonisation and alignment. 

Cambodia has been undergoing a process of national health reform over recent decades, with a 

series of major strategic policy documents culminating in the Health Strategic Plan 2016–2020 [MoH, 

2016] and the National Social Protection Policy Framework 2016–2025 [RGC, 2017]. Reforms are 

now focused on moving towards UHC [Hort et al. 2018], specifically through the Health Equity Fund 

(HEF) for the poor. The HEF is a demand-side financing mechanism that reimburses public sector 

health facilities for the cost of user-fee exemptions provided to the pre-identified poor (who also 

receive transport and food subsidies). The HEF originated in two operational districts in 2000, 

implemented through international non-government organisations (NGOs), and now covers all 

public sector health centres and referral hospitals nationally. It is managed through the MoH with 

joint funding by the government and donor partners [Hort et al., 2018]. By 2015, the HEF provided 

access to government health services for 3.2 million people (approx. 20% of the population) living 

below the poverty line [Hort et al., 2018]. Various evaluations have shown that the HEF has 

increased use of government services by the poor and reduced OOP expenses [Annear, 2010; Flores 

et al., 2013; Annear et al., 2016; Asante et al., 2019]. 

PHYSICAL RESOURCES FOR HEALTH 

The government has continued to invest in health infrastructure over recent decades, particularly by 

expanding the number of primary care facilities in rural areas. Between 2008 and 2017, the number 

of health centres nationwide increased from 967 to 1,190, and continues to expand, while the 

number of referral hospitals increased from 84 to 117 during the same period [MoH, 2018b]. 

Improved sanitation is available in most public health facilities, including toilet facilities and 

incinerators for medical waste and [Hort et al., 2018].  

According to the second Pharmaceutical Sector Strategic Plan 2013–2018, the prevalence of 

counterfeit and substandard medicines declined from 13% in 2002, to 3% in 2009, and 0.18% in 2011 

[MoH, 2016]. However, several sources have documented that drug counterfeiting in Cambodia is 
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considerable and has increased in recent years [Kuanpoth, 2018]. Although Cambodia is not a major 

producer of counterfeit drugs, the illegal importation of counterfeit drugs from neighbouring 

countries that are major producers has increased in recent years due to ineffective drug regulations 

and weaknesses of local law enforcement [Krech et al., 2014; Kuanpoth, 2018]. Despite the 

Cambodian Government’s drug agency, the Department of Drugs and Food (DDF), adopting an 

integrated plan for enforcing prohibitions against counterfeit drugs, significant challenges remain, 

including a lack of financial and human resources to enforce prohibitions; outdated regulatory 

systems; and inadequate supplies of safe medicines, which drives up demand for counterfeit 

medicines [Kuanpoth, 2018]. Kuanpoth [2018] states that “the only way the counterfeiting problem 

in Cambodia can be solved is to strengthen the drug regulatory authority. This in turn needs strong 

government resolve and commitment to provide adequate human, financial and other resources; 

appropriate infrastructure and legal power to enforce drug regulation” [p. 10]. 

HUMAN RESOURCES FOR HEALTH 

Despite recent improvements in health infrastructure in Cambodia, access to health services is 

constrained by the relatively small size of the health workforce [Hort et al., 2018]. Providing trained 

staff at the growing number of public health facilities and meeting the demands of a growing 

population remain significant challenges, despite considerable progress [Hort et al., 2018]. The most 

recent WHO Global Health Workforce Statistics for Cambodia are for 2014, and the number of 

professional health workers (doctors, nurses and midwives) at that time was estimated to be 1.2 per 

1,000 population [World Bank, 2021c]. This is well below the recommended WHO international 

standard of 2.3 per 1,000 population [WHO, 2006] and the Sustainable Development Goal of 4.5 per 

1,000 population by 2030 [WHO, 2016]. It is also lower than in neighbouring LMIC countries during a 

similar period, including Vietnam (2.3 per 1,000), Lao (1.7 per 1,000) and the Philippines (5.5 per 

1,000) [World Bank, 2021c]. Global Health Observatory data suggests that training of new health 

staff has not kept pace with population growth [WHO, 2018]. The government’s University of Health 

Sciences remains the major provider of pre-service education for physicians, nurses, midwives and 

pharmacists, although there has been a rapid increase in the number of enrolments in private sector 

medical universities in recent years [Hort et al., 2018]. 

The ongoing health workforce challenges in Cambodia, both in terms of quantity and skill level, 

highlight the importance of addressing the broader social determinants of health, particularly 

education. The MoH has asserted their focus on improving the quantity and quality of the health 

workforce, with one of the methods to address this being an emphasis on strengthening pre-service 

medical education for nurses, midwives and doctors [Hort et al., 2018]. However, the low level of 

primary and secondary education across the entire population has resulted in insufficient numbers 

of high school graduates who can be recruited into health workforce training programs or degrees. A 

recent World Bank report outlined that secondary school completion in Cambodia remains the 

lowest in the East Asia region [World Bank, 2019], and the Cambodian Education Management 

Information System database showed that, in 2018–2019, only 24.5% of girls and 20.1% of boys 

finished upper secondary school, with these figures a concerning decline from 2012–2013 when 

25.3% of girls and 28.7% of boys finished [UNICEF, 2020]. 

In the 1990s, nursing and midwifery programs were introduced free of charge at regional training 

centres in four provinces for eligible students with 12 years of primary and secondary education. 

However, Zhu et al. [2019] report that “in Cambodia, most students dropped out of schools by the 
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8th or 9th grade. This made recruiting candidates that met the 12-year education requirement to 

enrol in midwife and nursing training programs difficult. In order to recruit enough candidates, the 

government was forced to reduce the education requirement to the 7th grade level” [p. 4]. 

Increasing the size of the health workforce in Cambodia, while also increasing the quality of the 

health workforce and health service delivery, will require concerted and coordinated intersectoral 

and government-wide efforts to continue strengthening access to and delivery of primary and 

secondary education to the entire population, including focused efforts to improve student 

enrolment and retention, and the quality of education [World Bank, 2019].  

In the context of limited numbers of professional human resources for health, the government has 

introduced a number of incentives to try and attract and retain as many health workers as possible 

in rural areas, including financial incentives, and personal and professional support [Zhu et al., 2019]. 

In 2016, the government announced that all government health workers in urban and rural areas 

would be promoted to civil servants, which implied permanent jobs and better social welfare 

benefits, with health financing policies providing extra financial incentives for rural health workers 

[Zhu et al., 2019]. However, the prosperous private health sector in Cambodia has attracted health 

workers away from rural primary health care facilities, and compromised the effectiveness of 

incentives to retain workers in rural areas. Most private hospitals are established in cities, and offer 

higher salaries to recruit and retain staff [Zhu et al., 2019].  

Cambodia has a volunteer community health worker (CHW) program, which is part of the national 

Community Participation Policy for Health. The policy states that implementation of the CHW 

program should be financed and supported by provincial health departments, while the structure 

and management of the program is the responsibility of the health operational districts at the 

community level [MoH, 2008]. Health centres are assigned responsibility for providing training and 

supervision, alongside national and international NGOs who also build CHW capacity and finance 

activities to support their health-based initiatives [Ozano et al., 2018]. Published reports, primarily 

by international NGOs, have documented that when adequately supported by training, regular 

supervision and supportive feedback, CHWs facilitate the achievement of improved health outcomes 

in the community [MoH & USAID, 2010; Peou & Pavithra, 2011; Yasuoka et al., 2012; Canavati et al., 

2016].  

There are currently several barriers limiting the success of the CHW program in Cambodia, including 

the lack of an accreditation system, an initial training package or regular structured ongoing training, 

as recommended and found in CHW programs in other countries [Tran et al., 2014; Kowitt et al., 

2015; Saprii et al., 2015]. Other barriers include minimal leadership and support from local 

governments, due in part to financial and managerial constraints [Ozano et al., 2018]. These 

constraints have increased the dependency on NGOs to provide the financial and technical support 

for capacity building and supervision of CHWs, which has caused fragmentation of the CHW 

program, and fuelled the perception that CHWs are an extension of short-term international NGO 

programs, as opposed to being an integral component of the country’s health system [Ozano et al., 

2018]. CHWs have themselves highlighted the importance of strong government support for their 

role at both the community and the provincial level, and have expressed a desire to be more visibly 

affiliated with the MoH to “have more of an identity with the health system and gain more respect 

from the community” [Ozno et al., 2018, p. 7]. Active government ownership and leadership, with 

good program management and accountability, is required to strengthen the CHW program.  
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HEALTH SERVICE DELIVERY  

Cambodia has a mixed health system comprising numerous service providers with various funding 

sources. The public sector is the main provider of preventive services and inpatient admissions, 

while the disparate private sector tends to dominate provision of outpatient curative consultations. 

For example, the most recent Demographic and Health Survey in 2014 reported that 78% of people 

in urban areas and 65% in rural areas first sought treatment from the private sector when unwell or 

injured [National Institute of Statistics et al., 2015]. Coordination of government health services with 

the growing number of private providers is a challenge for government planners and policymakers. 

The not-for-profit sector, comprising local and international NGOs and charities, mostly works at the 

primary health care level to support the delivery of government health services, with over 180 NGOs 

operational in the country in 2016 [Hort et al., 2018].  

Significant inequities in access to quality health services still exist between geographical locations 

and wealth quintiles in Cambodia. For example, in the urban Phnom Penh province nearly 96% of 

births occurred in health facilities (public and private) in 2015, while in the rural Kratie province, 

around 53% of births occurred at home and were attended largely by unskilled birth attendants 

[National Institute of Statistics et al., 2015]. However, some improvements in equitable health 

financing and access to services have been made over recent years, particularly among poor and 

vulnerable populations. This is partly the result of targeting public resources towards providing 

primary health care services in rural areas, especially reproductive health care, and the expansion of 

social protection schemes, such as the HEF for the poor [Asante et al., 2019; Nagpal et al., 2019; 

Jithitikulchai et al., 2021]. 

The low utilisation of the public sector and public health facilities for curative care has been an 

ongoing concern, with the MoH and partners agreeing that the quality of care provided at 

government facilities needs to improve before the use of government services will rise substantially 

[Hort et al., 2018]. Improving the quality of health care services and financial protection for 

vulnerable groups is the primary goal of the Health Equity and Quality Improvement Project 

(H-EQIP), which is the country’s main health support project, managed by the MoH. The project is 

funded by the government and donor partners, including the World Bank and the Australian 

Government Department of Foreign Affairs and Trade (DFAT), with total financing of USD175 million 

allocated over 2016–2021. The project aims to expand access to and coverage of health care services 

for targeted population groups, while also strengthening the quality and affordability of services. 

One of several components of the project is performance-based funding directly to health centres 

and hospitals to help them deliver tangible improvements in the quality of health service delivery 

[DFAT, n.d.; World Bank, 2020]. Other initiatives to improve quality have been taken through, for 

example, the Facility Assessment Level 2 process, which provides the baseline for quality monitoring 

as part of H-EQIP [Hort et al., 2018]. The development and implementation of quality care initiatives 

such as H-EQIP, and the reduction in financial barriers to service access through initiatives such as 

the HEF for the poor, have resulted in slow but steadily increasing use of public health facilities and 

the quality of care they deliver in recent years [Nagpal et al., 2019]. However, continued efforts to 

strengthen and expand H-EQIP and the HEF are required to see further sustained improvements in 

the use of public health facilities by poor populations. As highlighted by Jithitikulchai et al. [2021, 

p.26], “increasing population and cost coverages of the HEF and effectively attracting beneficiaries 

to the public sector will further enhance the financial protection and pave the pathway towards 

universal coverage”. 
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HEALTH INFORMATION SYSTEMS 

Development and strengthening of the health information system (HIS) in Cambodia is currently 

guided by the HIS Master Plan, which articulates its long-term vision as “all people in Cambodia will 

have better health and wellbeing through effective use of real-time health and health related 

information by all key stakeholders” [DPHI, 2017, p.42]. Pragmatic long-term planning to achieve this 

vision is structured over three phases during 2016–2030. The Cambodia HIS was first formally 

launched as a paper-based system in 1993, and in 2010 was migrated to an electronic web-based 

database that was custom built by the MoH, with support from development partners, namely 

USAID. The database integrated 20 sources of data into a single reporting system, with standardised 

recording and reporting templates to avoid additional workload and data duplication.  

Since its implementation, there have been numerous enhancements to the electronic system, 

including the capacity for direct data entry by public health facilities [DPHI, 2017]. The government’s 

HIS Master Plan acknowledges, however, that “HIS improvements have lagged behind because of 

the inability to keep up with global and regional technological trends. If Cambodia continues with its 

custom-built systems instead of deploying well established open-source systems such as DHIS2 and 

OpenMRS, it risks being further out of pace with the latest technological developments, and without 

an international community to leverage upon” [DPHI, 2017, p. 36]. DHIS2 (District Health 

Information Software version 2) has been used in Cambodia for several years for disease-specific 

programs, including malaria surveillance [WHO, 2017; Levin et al., 2021]. There is extensive 

literature about the strengths and weaknesses of using open-source systems, such as DHIS2, as the 

main HIS in a variety of country contexts around the world. Any consideration of such a transition in 

Cambodia should be informed by a detailed review of the existing literature, and prudent and 

pragmatic consideration of the Cambodian context, to determine which system would best facilitate 

long-term improvements in health outcomes.  

As with many electronic health information systems in the region, there are ongoing challenges that 

limit use of the system, and the availability of timely and accurate data for decision-making. 

Fragmentation and poor coordination and compliance by the private sector in reporting and 

integrating health information from private health facilities into the national HIS are ongoing issues 

[DPHI, 2017]. Coordination and compliance are required from across the private sector to improve 

the completeness of national health information, and to minimise the implementation of disparate 

systems. Other challenges include inadequate capacity building and data quality checks, and a lack of 

regular supportive supervision and feedback at the subnational level [WHO & ADB, 2016; DPHI, 

2017]. To address these challenges, long-term planning and investment in the HIS are required, as 

well as coordination of all agencies (public, private and NGOs) working in the health sector [DPHI, 

2017]. 
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KEY RECOMMENDATIONS  

Health system governance and financing 

Cambodia has a mixed public–private health system, with the MoH mandated to lead and manage 

the entire health sector, and to regulate both public and private providers. Monitoring and 

regulation of the private sector, however, remains weak. Recent support from the USAID ASSIST 

Project has helped to strengthen the regulatory framework, but ongoing support is required to 

ensure sustained enforcement of regulations and use of recently established management systems.  

➢ There is considerable scope for reinforcing the private sector regulatory mandate of the MoH 

through the 2000 Law on Management of Private Medical, Paramedical and Medical Aid 

Services, and the more recently enacted 2016 Regulation of Health Practitioners. 

➢ The ASSIST Project facilitated the establishment in 2018 of an online health professional 

registration application form and a web-based Registrant Management System (RMS). It is 

important that ongoing training and support for the RMS system is provided to ensure it is 

used over the long term.  

Around 60% of total health expenditure comes from household OOP payments, with the 

overwhelming proportion paid to private providers. While health spending as a proportion of income 

and catastrophic expenditure has declined in recent years, current OOP expenditure remains at 

among the highest levels in the world, challenging equity in access to services and the achievement 

of UHC. 

➢ Strengthening and expanding the HEF for the poor will help to minimise the financial burden 

of OOP expenditure and the potential for catastrophic health spending by poor households, 

through access to free health care at public health facilities.  

➢ Strengthened government regulation is required to help limit the fees that private providers 

charge. 

➢ Comprehensive surveys to identify which components of health spending are contributing to 

the high OOP expenditure are needed. This information is crucial for formulating effective 

strategies to reduce OOP spending. 

With the aim of moving towards UHC, the MoH has acknowledged the importance of improving 

efficiency and cutting wastage across the public health system. National data on the disaggregation 

of government health expenditure is required to identify where increased efficiency in health 

spending and associated cost savings can be achieved. 

➢ Regular, timely and accurate national data on the disaggregation of government expenditure 

on the health sector is required to undertake efficiency analysis.  

➢ It is important that the MoH conducts regular efficiency analysis on identified priority areas, 

implements change and regularly monitors progress. Initial focus should be on large 

expenditure items and large return for investment areas. 
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Physical resources for health 

The sale of counterfeit drugs remains substantial in Cambodia, and is likely to be increasing. 

Although the Cambodian Government’s drug agency has adopted an integrated plan for enforcing 

prohibitions against counterfeit drugs, significant challenges remain, including a lack of financial and 

human resources to enforce prohibitions; outdated regulatory systems; and inadequate supplies of 

safe medicines, which drives up demand for counterfeit medicines. 

➢ Concerted and coordinated intersectoral and government-wide efforts to strengthen the 

drug regulatory authority in Cambodia are required, including adequate human, financial 

and other resources, and appropriate infrastructure and legal power, to enforce drug 

regulation. 

Human resources for health 

The shortage of professional health workers in Cambodia is related to the low level of education 

across the entire population (less than 25% high school completion), and the lack of sufficient 

numbers of high school graduates who can be recruited into health workforce training programs or 

degrees. To increase the size and the quality of the health workforce, it is essential that the broader 

determinants of health are addressed, particularly education.  

➢ Concerted and coordinated intersectoral and government-wide efforts to continue 

strengthening access to and delivery of primary and secondary education to the entire 

population are required, including focused efforts to improve student enrolment and 

retention, and the quality of education. 

The prosperous private health sector in Cambodia has attracted health workers away from rural 

primary health care facilities, and compromised the effectiveness of government incentives to retain 

health workers in rural areas. Most private hospitals are established in cities, and offer higher 

salaries to recruit and retain staff. 

➢ Strengthened MoH governance is required to limit the private sector’s capacity to recruit 

health workers away from the public sector, particularly at the primary care level. Incentives 

to recruit and retain health workers in primary care settings need to be strengthened.  

➢ Stronger communication and coordination are needed between the public and private 

sectors, through legislative mechanisms if required, to formulate long-term health workforce 

strategies that facilitate the equitable distribution of the health workforce across the entire 

health sector. 

CHWs assist with a variety of government and NGO health promotion and service delivery activities 

at the community level. Active government ownership and leadership, with good program 

management and accountability, are required to strengthen the CHW program. The CHW program 

currently lacks an accreditation system, and structured introductory and ongoing training packages. 

➢ Provincial health departments and health operational districts need to have a strong and 

active leadership role in the management and delivery of the CHW program. Financial and 

managerial constraints currently limiting government capacity need to be addressed. 
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➢ Implementation of an accreditation system, and an initial training package and structured 

regular ongoing training, would strengthen the CHW program. At a minimum, basic 

cross-cutting public health skills, including community engagement, health promotion and 

behaviour change techniques, need to be included in a structured introductory training 

package. CHW training programs in neighbouring countries, such as Thailand, could help 

inform the development and implementation of training packages in Cambodia.  

➢ Integrated approaches to training and support for the CHW program between government 

and NGOs will facilitate the most efficient use of resources. 

Health service delivery 

Low utilisation of government health facilities is an ongoing concern in Cambodia, related to a lack of 

community awareness of service availability, inequities in service access and the quality of care 

provided. The HEF for the poor and H-EQIP facilitate equitable access to quality health services for 

targeted population groups (primarily the poor). Continued efforts are required to ensure 

communities are aware of the benefits of accessing and using the HEF and the availability of services 

at public facilities, as well as continued strengthening of these programs to ensure improvements in 

access and quality are sustained. 

➢ Health centre managers need to be supported to strengthen their technical skills and human 

resource capacity for health planning, budgeting and management, to ensure the 

distribution of performance-based funding directly to health centres is efficiently and 

effectively used. 

➢ The use of public sector health services by poor Cambodians who are eligible for HEF remains 

low. In addition to the perceived low service quality of public sector health facilities, there 

may be other factors contributing to the low utilisation levels, including a lack of community 

awareness about service availability and the benefits of the HEF, and these factors need to 

be identified and addressed. 

➢ It is increasingly clear that indirect costs are important barriers to health care access among 

poor and vulnerable populations, particularly transport costs to attend health facilities and 

pharmacies. Around half of HEF households are unaware of their entitlement to transport 

reimbursements. Greater advocacy is needed to increase awareness and use of these 

reimbursements to facilitate increased use of public health services. 

Health information systems 

Fragmentation and poor coordination and compliance by the private sector in reporting and 

integrating health information from private health facilities into the national HIS are ongoing issues. 

Coordination and compliance are required from across the private sector to improve the 

completeness of national health information, and to minimise the implementation of disparate 

systems.  

➢ Strong governance structures and national HIS legislation that clearly outlines the roles and 

responsibilities of all levels of government and the private sector are required. This should 

include strong mechanisms for the enforcement of HIS legislation where there is poor 

reporting compliance, such as linking of licences to practice to submission of regular HIS 

reports. 
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➢ The importance of interoperability of data systems in facilitating data integration needs to 

be more strongly advocated across all levels of government, the private health sector and 

non-health sectors.  

Long-term investment in HIS infrastructure and human resources are required. Prudent and 

pragmatic consideration should be given to whether the adoption of open-source systems, such as 

DHIS2, would have better long-term outcomes than continuation with the existing custom-built HIS.  

➢ Long-term investment in HIS infrastructure, and hiring and training of HIS staff, needs to be 

strengthened across all levels of government from national down to health facility level.  

➢ Significant investment is required to train and mentor program officers and health 

authorities to transform the data culture at all levels of the health system, to ensure the 

importance of timely and accurate health information is recognised and highly valued. 

➢ The costs of implementing a new HIS are substantial, including infrastructure and training, 

and require detailed cost-benefit analyses. In addition, consultation is required across all 

levels of the health system to identify significant barriers to the adoption of a new system. 

Regular feedback to all subnational levels of the health system about the quality of data being 

collected, and how data is being used to guide decision-making, is an important mechanism to 

directly address the causes of poor-quality data and enhance awareness of the importance of health 

information. Regular feedback to the subnational and health centre level is currently lacking, due to 

a lack of human resources available at the national and provincial level to provide this feedback, and 

a lack of established mechanisms through which feedback can be efficiently disseminated. 

➢ Current gaps in the provision of feedback to all levels of the health sector involved in 

collecting and collating health information need to be addressed. This will require 

strengthening the human resource capacity to provide this feedback, which is currently 

lacking.  

➢ Strategic planning is needed to identify efficient mechanisms through which feedback can be 

provided to subnational levels, in a format that facilitates its use. 
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FIJI 

HEALTH STATUS 

Fiji is located in the World Health Organization (WHO) Western Pacific Region, and is classified by 

the World Bank as an upper middle-income country. Fiji is an archipelago nation of more than 

330 islands, of which about 110 are permanently inhabited. The estimated population in 2020 was 

just under 900,000, with around 43% living in rural areas [World Bank, 2021]. Improvements have 

been made in the general health status of the population in recent decades; however, the increasing 

disease burden from non-communicable diseases (NCDs) is having a substantial effect on health 

outcomes. The Global Burden of Disease estimated that life expectancy at birth (both sexes 

combined) only increased by 2 years over a 30-year period, from 66 years in 1990 to 68 years in 

2019 [IHME, 2021]. While life expectancy in Fiji remains higher than in many other countries in the 

Pacific Island region, the minimal increase over 30 years is a cause for concern, and likely the result 

of increased premature adult mortality from NCDs [Dearie et al., 2021]. During the same period, 

progress achieved in maternal and child health is demonstrated by the decline in the estimated 

maternal mortality ratio from 111 deaths per 100,000 live births in 1990 to 89 per 100,000 by 2019. 

Maternal mortality remains at one of the lowest levels among countries in the Pacific Island region 

[GBD, 2020; IHME, 2021], and in 2017, the Ministry of Health and Medical Services (MHMS) reported 

that 99% of births were attended by skilled health personnel [MHMS, 2018]. The Fiji Government 

has committed to the Healthy Islands vision, which seeks to support the population to grow, learn, 

play and age with dignity [WHO WPRO, 2015]. However, while improvements in some health 

outcomes have been achieved in recent decades, considerable health challenges remain in Fiji’s 

efforts to achieve the Healthy Islands vision. 

Like many countries in the Indo-Pacific region, Fiji is undergoing a significant epidemiological 

transition, with continued increases in mortality from NCDs, while still experiencing substantial 

disease burden from communicable diseases and poor maternal and child health. In 2019, the 

leading causes of mortality (measured by all age mortality rates) were cardiovascular disease, 

followed by diabetes and chronic kidney disease, and then cancer, with substantial increases in the 

mortality rates of all these disease categories since 1990 [IHME, 2021]. Respiratory infections and 

tuberculosis were ranked the fifth leading cause of mortality in 2019, with maternal and neonatal 

deaths ranked eighth; however, mortality rates for both disease categories have declined since 1990 

[IHME, 2021]. Fiji is also among the most vulnerable countries in the world to the effects of natural 

disasters and climate change. The nation is ranked as ‘high risk’ on the Climate Risk Index [UNDRR, 

2019] due to its susceptibility to flooding, cyclones and tsunamis. In addition, communicable disease 

outbreaks occur more frequently during these events. Climate change and natural disasters have 

severely affected the population, compromising economic stability and livelihoods, damaging or 

destroying health facilities, and interrupting vital health services, particularly at the community level 

[UNOCHA 2016; Dwyer & Woolf, 2018; UNDRR, 2019]. Moreover, climate change is predicted to 

increase the intensity and impact of these recurrent weather events in Fiji [UNDRR, 2019], further 

testing the resilience of Fiji’s health system.  

After remaining relatively free of COVID-19 during the initial waves of the global pandemic, Fiji 

experienced a surge in cases from April 2021, resulting in substantial health, social and economic 

consequences for the country [Chand, 2021]. Since the beginning of the pandemic, Fiji has recorded 

around 50,000 confirmed cases (over 5% of the population) and 579 deaths, with 900,000 vaccine 
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doses administered (as of 24 September 2021) [WHO, 2021], which is the equivalent of 100% of the 

total population having received one vaccine dose. The MHMS has led efforts to address the 

pandemic, including public health measures and the vaccination campaigns. 

HEALTH SYSTEM GOVERNANCE AND FINANCING 

The MHMS manages a comprehensive decentralised health system of integrated primary, secondary 

and tertiary care, although the administration of human resources, finance, and supply procurement 

and distribution remain centralised [WHO WPRO, 2011]. Decentralisation has been a recurring focus 

of health system strengthening since the implementation of the Fiji Health Management Reform 

Project in 1999 [WHO WPRO, 2011]. Based on a series of reports that highlighted a lack of effective 

delegation of responsibility, planning and authority to regional divisions [Mohammed et al., 2018], 

and which recommended the development of a more responsive and accessible health care system, 

the government “initiated two periods of reform through decentralisation: the first from 1999 to 

2004, and the second from 2009, with a brief period of recentralisation between” [Mohammed 

et al., 2018, p. 386]. The most recent series of reforms were aimed at bringing health services closer 

to densely populated areas in the Suva subdivision by strengthening the infrastructure at health 

centres and extending their operating hours, and designating the capital’s main tertiary hospital as a 

referral-only service for the general population [Mohammed et al., 2015; MHMS, 2020]. These 

changes have been implemented incrementally and carefully monitored to ensure acceptance and 

support by the community, and to allow the ministry to integrate feedback and lessons learnt as 

decentralisation has progressed [Mohammed et al., 2018]. Decentralisation in the Suva subdivision 

has resulted in increased availability and use of community-based health services, and less reliance 

on divisional hospital outpatient services [Mohammed et al., 2018].  

Further programs for decentralisation are proposed [Mohammed et al., 2015]. Subnational ministry 

divisions have been given responsibility for developing their business plans, and under a new 

budgeting structure, greater financial authority is delegated to subnational and hospital heads 

[Gilbert et al., 2019]. MHMS also reports that “more services are also being decentralised and 

operated through special outpatient departments (SOPDs) and general outpatient department 

functions” [MHMS, 2020, p.12]. A current Strengthening Maternal Services at Sub Divisional Facilities 

Plan is in place, “bringing quality maternal health services closer to the community by implementing 

a plan for safe decentralisation of maternity care to subdivisional hospitals” [MHMS, 2020, p. 11]. 

These initiatives, together with the work of multidisciplinary health outreach teams and community 

health workers, are reported as being key to improving the continuum of care and meeting the 

health needs of the population [MHMS, 2020]. 

In line with the principles of universal health coverage (UHC), the Fiji Government takes 

responsibility for providing health services to the population while protecting members of the 

community from associated financial hardship. Per capita expenditure on health has fluctuated in 

recent years, and in 2018 stood at 3.4% of gross domestic product. This is low in comparison to 

neighbouring countries, with low-income countries in South-East Asia investing around 6% [Pryke 

et al., 2020]; it is also below the 2015 WHO Western Pacific regional average of 6.6% [Asante et al., 

2017]. Despite this, MHMS reports that “the Fijian population is able to access services for free or at 

very low cost” and “services are pro-poor and generally equitable” [MHMS, 2020, p.14]. This is 

supported by a 2016 study which found that, overall, the health financing system of Fiji is 

progressive, and this has been achieved with limited external funding [Asante et al., 2017]. This 
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approach is consistent with the Sustainable Development Goal (SDG) directive to mobilise domestic 

resources for health care. National health financing is derived from general taxation, due to the 

absence of social health insurance, and it is reported that the government is considering alternative 

financing mechanisms to reduce dependency on these funds [Asante et al., 2017]. The national 

2021–2022 budget allocated FJD403.3 million to the MHMS, with a focus on improving health 

facilities at divisional and subdivisional levels, and hiring an additional 238 intern nurses, 

140 medical interns, 114 doctors, 10 nurse practitioners and 43 midwives. 

MHMS administers acts, regulates practice and practitioners, and sets standards through powers 

delegated to the Minister of Health [WHO WPRO, 2011]. These are monitored and enforced by 

health bodies including the Fiji Medical Council, Fiji Dental Council, Fiji Nursing Council, and Fiji 

Pharmacy and Poisons Board. Legislation governing health worker accreditation, registration and 

practice are cadre specific, and all regulatory bodies fall within the structure of the MHMS. A 

number of gaps in the registration and regulation of drugs, medical equipment, devices and aids 

have been previously noted [WHO WPRO, 2011], although the 2013 National Medicinal Products 

Policy and associated Fiji Pharmacy Profession Decree (April 2012) and Fiji Medicinal Products 

Decree (January 2013) have sought to ensure the availability, quality and rational use of medicinal 

products. Recent movements to modernise the Fijian Medicinal Products Act 2011 to keep pace with 

pharmaceutical developments have, however, faced implementation challenges due to a lack of 

regulatory knowledge at the pharmacy level [WHO, 2019].  

The MHMS national Strategic Plan 2020–2025 details policy priorities of the MHMS and provides a 

statement of the strategic direction for health care over a 5-year period. The plan outlines the 

following three strategic priorities: 1) reform public health services to provide a population-based 

approach for diseases and the climate crisis; 2) increase access to quality, safe and patient-focused 

clinical services; and 3) drive efficient and effective management of the health system [MHMS, 

2020].  

PHYSICAL RESOURCES FOR HEALTH 

Physical and human resources for health underscore efforts for strengthening health systems and 

meeting both the Healthy Islands vision and the SDGs [Wiseman et al., 2017]. MHMS reports that 

substantial investment has been made in upgrading and building hospitals, health centres and 

nursing stations, but that services face increasing pressures, particularly at the divisional hospital 

level [MHMS, 2020]. The Fiji Government assumes responsibility for funding the provision, 

management and maintenance of public health sector physical resources, including facilities, 

equipment, consumables, and supportive infrastructure and supply chains [WHO WPRO, 2011; 

MHMS, 2020]. The country’s small population limits buying power for both standard and specialist 

health commodities and equipment, and there is a need for improvements in bulk storage, 

distribution, and digitalisation of the supply chain to allow the health system to better respond to 

service delivery needs [MHMS, 2020]. The geographical characteristics of Fiji and the dispersal of the 

population over a large maritime region pose challenges to service delivery [Tanabe et al., 2018]. In 

2016, a ratio of 2 beds per 1,000 population was reported, a number that had fluctuated in the 

preceding decade. Investments have been made in both new health facilities and in rebuilding those 

damaged or destroyed by recent cyclone events, and MHMS reports the development of new 

maternity care services at the Colonial War Memorial Hospital in Suva, and plans to establish dialysis 

centres in Suva and Nadi [MHMS, 2020]. Importantly, given the changing climate, 41% of Fiji’s 
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medical facilities are located within 500 metres of the coast, including the country’s major 

psychiatric facility and eight subdivisional hospitals [Taylor, 2021].  

HUMAN RESOURCES FOR HEALTH 

Health workforce costs constitute the largest component of health-related expenditure, and there 

remains a significant shortage of skilled health professionals [MHMS, 2020]. MHMS staff comprise 

health administrators, support staff and recognised formal health providers, including community 

health workers, nursing and midwifery staff, medical generalists and specialists, and allied health 

professionals [WHO WPRO, 2011; MHMS, 2019]. Staff are dispersed across the three tiers of the 

health system, and each division is supported by an associated public health unit [Mangum & 

Mangum, 2018]. Village or community health workers consist predominantly of lay workers, who 

have received minimal training and administer first aid and basic treatment to people in their own 

communities [WHO WPRO, 2011]. Nursing stations, typically staffed by a registered nurse, provide 

maternal and child health services, and family planning information and services, and meet basic 

health needs as permitted by national guidelines and policies [Asante et al., 2017]. The first level of 

referral on from nursing stations are health centres, which generally provide comprehensive primary 

health care services and are staffed by a doctor or nurse practitioner. Secondary care begins at 

subdivisional hospitals, and divisional and specialised hospitals receive referrals and provide 

secondary and tertiary level services [Asante et al., 2017]. The private sector is a further important 

component of the health care system, and includes private general practitioners, doctors, specialists 

and consultants [WHO WPRO, 2011].  

At the subnational level, there is evidence of unequal distribution of the health workforce, with six 

provinces falling below the recommended threshold of 2.3 health workers per 1,000 people, and 

inconsistency in the “size and population catchment for similar levels of health facility, with some 

facilities with small workloads being better equipped and staffed than others with much larger 

workloads” [Wiseman et al., 2017, p.2]. Significant workforce capacity gaps persist in both medical 

service provision and public health, including insufficient specially trained human resources in areas 

such as epidemiology and medical subspecialties [Mangum & Mangum, 2018].  

Nurses have been recognised as the backbone of the Fiji health system, representing almost 

two-thirds of the health workforce [Wiseman et al., 2017], yet decentralisation of clinical services 

has required nursing staff to commit more time and resources to the provision of outpatient care 

[Tanabe et al., 2018], while issues of insufficient nurse numbers continue [Wiseman et al., 2017]. A 

further challenge lies in the high rate of staff turnover in some areas [MHMS, 2019], and the 

concurrence of a significant proportion of the health workforce nearing retirement with a large and 

increasing group of employees entering the workforce or in the early stages of their professional 

lives [MHMS, 2020].  

Despite this, analyses show that the overall distribution of health care staff on the basis of need is 

relatively equitable in Fiji, and that the government has made important progress in addressing 

shortages. They have done this through recruitment, including of foreign doctors and specialists; the 

creation of additional cadres of health workers such as nurse practitioners; and addressing health 

workforce pipeline issues through increased funding for in-country training and award programs 

across clinical and non-clinical health areas [Wiseman et al., 2017; MHMS, 2020]. 
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HEALTH SERVICE DELIVERY 

The delivery of health services is through a three-tiered system, providing integrated care at 

primary, secondary and tertiary levels. Primary health care and public health services are delivered 

through nursing stations, health centres, and subdivisional and area hospitals, and managed through 

Divisional Health Services offices [WHO WPRO, 2011; Asante et al., 2017]. Secondary care is initiated 

in subdivisional hospitals, with more complex cases being referred to the three main divisional and 

specialised hospitals, which provide both secondary and tertiary level care [Asante et al., 2017]. 

While the Fiji health system is predominantly public, health care providers also operate through a 

limited number of private hospitals in Suva, and through a network of general practitioners located 

mostly in urban centres [WHO WPRO, 2011]. Traditional healing practices are also accessed for a 

range of health conditions, particularly in rural and peri-urban areas of the islands [WHO WPRO, 

2011; Ocherton et al., 2021]. Civil society, faith-based and non-government organisations are also 

important providers of services, particularly for marginalised and hard-to-reach populations. 

MHMS identifies as core business the delivery of quality preventive, curative and rehabilitative 

health services that are responsive to the needs of all within the Fijian population, including priority 

groups such as children and adolescents, pregnant women, the elderly, and people with disabilities 

[MHMS, 2019]. Preventive and promotive health is guided by Wellness Fiji, an approach and 

accompanying National Wellness Policy that advance holistic ‘wellness-centred’ programming at the 

population health level. This initiative is focused on reducing the burden of NCDs by providing 

information to support health-positive behavioural choices; coordinating prevention and risk 

management of communicable diseases; and implementing maternal and child health, sexual and 

reproductive health, and gender programs to reduce the burden of ill-health on women, children 

and adolescents [MHMS, 2019]. Curative, rehabilitative and palliative care health services are also 

delivered through the three-tiered public and private health system, and where specialised services 

are not available within the country, the Fiji Government has instituted a subsidised overseas 

treatment program for patients with income below a specified threshold. Accompanying public 

health services and activities include surveillance and outbreak detection and response, 

immunisation, NCD prevention and control, nutrition and food security, and environmental health.  

The geography of Fiji poses challenges to the delivery of health care services [Mohammed et al., 

2016], including high operational costs, infrequent transportation links and context-specific logistical 

barriers. Decentralisation of facilities and resources to bring services closer to populations, together 

with efficient referral pathways, is regarded as critical for effective health service provision. This is 

particularly true for the estimated 47% of the population who reside in rural areas and rely on 

nursing stations as the first point of contact with the formal health system [Asante et al., 2017]. 

While the distribution of these primary health care facilities has been described as ‘strongly 

pro-poor’, their share of total health expenditure is low [Asante et al., 2017]. It has therefore been 

suggested that increasing resourcing to support a “well-functioning nursing station network could 

contribute significantly to the national goal of achieving health equity and UHC” [Asante et al., 2017, 

p. 5].  

Specific population groups have been identified as requiring particular attention. The health of 

adolescents is of continuing concern to MHMS, with the burden of NCDs, violence and unintentional 

injury, mental ill-health, substance misuse, sexual health risk behaviours and inactivity highlighted 

[MHMS, 2020]. Other populations in need of targeted consideration include people with disabilities 
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and their families, who are disproportionately represented among those living in poverty [Cowley, 

2020]; individuals with diverse sexual orientation, gender identity and expression, and sex 

characteristics (SOGIESC), who face additional barriers to accessing appropriate care; and older 

members of the Fijian community, a group forecast to constitute an increasing share of the 

population in coming years [Anderson & Irava, 2017]. Patterns of health and differences in life 

expectancy are also evident between predominant ethnic groups in Fiji, which include iTaukei 

(Melanesian) Fijians, Fijians of Indian Descent, and populations of other Pacific Islanders, Asians and 

Europeans [Dearie et al., 2021].  

While the country’s 20-year National Development Plan (2017–2036) emphasises inclusive 

development for all “regardless of geographical location, gender, ethnicity, physical and intellectual 

capability and social and economic status” [Ministry of Economy, 2017, p. 2], and the current MHMS 

Strategic Plan (2020–2025) aims to support individuals and communities across Fiji that are more 

vulnerable than others (including those on isolated islands, people living with disabilities or chronic 

illness, and populations in informal settlements) [MHMS, 2020], a number of omissions are evident 

in these documents if the government’s goal is to achieve UHC. For example, the 2020–2025 health 

strategic plan does not mention Fijians with diverse SOGIESC or health access issues for other 

marginalised populations. 

HEALTH INFORMATION SYSTEMS 

Under the MHMS, the Health Information, Research and Analysis Unit is involved in the 

development and management of health information systems; monitoring and evaluation of 

ministry strategic plans and health services; management of MHMS information and 

communications technology; disease surveillance; disaster management; and collection and analysis 

of epidemiological data and health statistics [MHMS, 2021]. MHMS reports that they have made 

progress in using established health information systems to compile, analyse and apply evidence to 

strategic and operational planning and management of health services. It is noted, however, that 

opportunities exist to improve data availability, analysis and information dissemination, and “to 

ensure that all MHMS policies and plans are based on sound logic, sufficient data, and appropriate 

monitoring and evaluation (M&E) mechanisms” [MHMS, 2019, p.7].  

An integral part of this is the modernising and prudent digitalisation of national and subnational 

health information systems [MHMS, 2020]. Proposed or in-place information systems include the 

Patient Information System, which includes apps related to birth, rheumatic heart disease and oral 

health, and has been expanded to divisional and subdivisional levels, as well as some health centres; 

Consolidated Monthly Return Information, which is used to collect facility-level service use data; an 

inventory and supply chain support system; and a National Notifiable Disease Surveillance System 

[MHMS, 2020]. Implementation of modernised health information systems has not been without 

challenges, including limited budget and human resource capacity, and a lack of buy-in and support 

from supervisors [WHO WPRO, 2016].  
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KEY RECOMMENDATIONS  

Health system governance and financing 

An important challenge for Fiji is progressing health system decentralisation in a measured yet 

effective manner to meet the needs of a dispersed population. Current programs for 

decentralisation have resulted in improved availability and use of community level health services, 

and the delegation of authority over planning and financing to subnational levels is being 

progressed.  

➢ The national government’s program of decentralising health services should be progressed in 

an incremental manner and in consultation with health care professionals and the public to 

ensure support and buy-in from stakeholders. 

➢ Decentralisation must be accompanied by sufficient human resources, infrastructure and 

financing, ensuring particular attention is paid to meeting needs at the periphery of the 

system. 

➢ Support is needed to accurately cost the package of essential health services to be delivered 

to the entire population, and determine where the funding cap should be for secondary and 

tertiary care services, to ensure adequate funding is allocated to the delivery of an 

appropriate package of essential health services to the entire population.  

➢ Programs for decentralisation need to be supported by efficient and effective referral 

systems from primary to secondary and tertiary level care, and strong linkages with 

preventive and promotive health services. 

➢ Subnational governments and health managers need to be supported to strengthen their 

technical skills and human resource capacity for health planning, budgeting and 

management.  

➢ Outreach routine clinical and rehabilitative services should be supported by sufficient 

financial and human resources, and developed in collaboration with community health 

workers and nursing stations. 

National health financing is predominantly derived from general taxation. The health financing 

system is regarded as equitable in terms of wealth-dependent financing incidence, but the poorest 

40% of the population receive fewer benefits from public expenditure on health than they would if 

resources were allocated based on need. 

➢ Consideration should be given to alternative funding models to strengthen safeguarding and 

sustainability, and to investigate the equity impact of indirect taxes. 

➢ Further funding of community-level health facilities, particularly nursing stations, should be 

provided given their pro-poor character, broad distribution and central place in the program 

for decentralisation. 

➢ Government should continue to monitor out-of-pocket expenditure and equitable financing. 
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Physical resources for health 

Adequate facilities, equipment and commodities, and the effective management of supply chains are 

essential at all levels of the health system to meet the needs of Fiji’s population, particularly as the 

system moves further towards decentralised services. Each component requires assessment and 

attention. 

➢ The building, upgrading, management, maintenance and improvement of health facilities 

should be integrated into planning, guided by a common set of national standards and based 

on population needs. 

➢ Consideration of the impact of climate change on existing infrastructure is required, 

particularly given the proximity of important health assets to the coast. 

➢ Procurement systems, storage assets and supply chain management must address workforce 

and service needs at all levels, paying particular attention to the community level. 

Human resources for health 

Strengthening human resource numbers and capacity is a priority, as is ensuring an appropriate mix 

of skill and cadre, and distribution of staff to areas of need. This will be increasingly important as 

progress on decentralisation continues. 

➢ The number of qualified and accredited health staff needs to be increased to meet 

internationally recommended levels across the three-tier health system, including at the 

periphery. This is true across all cadres, but particular attention needs to be paid to nursing 

and midwifery staff. 

➢ Nursing staff must be supported to meet the increasing demands for outpatient services that 

decentralisation of the health system requires. Further development and resourcing of the 

nursing station network will contribute significantly to reaching population health goals. 

➢ Shortages across allied health, medical (sub)specialties and public health must be addressed 

by increasing staff numbers through direct employment or partnerships, strategic workforce 

planning, clear role delineation planning, and addressing high staff turnover.  

➢ Support for continuing professional education, training and award programs across clinical 

and non-clinical health areas should be strengthened to address workforce challenges.  

Health service delivery 

Fiji has a dynamic and engaged civil society, research and non-government sector, which provide 

important contributions across the health system. Development partners contribute a small 

percentage of total health expenditure in Fiji, but are often requested to fill critical gaps in health 

services or provide technical expertise. 

➢ Collaboration with a range of local civil society and non-governmental partners needs to be 

strengthened to promote accessibility, efficiency and responsiveness within the health 

system. 

➢ Partnerships should be broadened where necessary and further strengthened to effectively 

incorporate organisations representing the health needs of marginalised and underserved 

groups.  
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➢ The MHMS and national disaster management functions should strengthen communication 

with humanitarian and development partners to ensure that external contributions respond 

to local contexts and identified population health priorities, while working collaboratively 

and avoiding duplication of efforts. 

Strengthening service delivery at the primary health care level and ensuring support reaches the 

periphery of the system is a key priority for the country’s dispersed population. It is also vital that 

the health needs of all Fijians are addressed, and that this is done in a comprehensive, integrated 

and holistic way. 

➢ Support for holistic approaches to health, as seen in the Wellness Fiji initiative, should be 

maintained. Efforts to develop a more integrated approach to communicable and 

non-communicable diseases, to enable effective surveillance, case detection and diagnosis, 

including of co-morbidities, should be strengthened. 

➢ The particular needs and determinants of health access and equity of all priority and 

marginalised populations should be directly addressed in program planning and 

implementation. 

➢ Further attention to population health across the life-course is needed, and an active 

approach to providing wellbeing support and the integration of preventive and curative 

services should be pursued. The government must be supported in proposed efforts to 

expand promotive, protective and preventive care to all population groups and in all settings, 

including remote and hard-to-reach locations. 

➢ Support for community-level primary health care and decentralisation of facilities should 

continue to be pursued to bring services closer to populations, but this program must be 

accompanied by careful consideration of how services are meeting the needs of 

hard-to-reach and marginalised communities. The role of outreach clinical and rehabilitative 

services should be strengthened to fill identified gaps in facility-based provision. 

The Fiji Government has identified reducing the burden of communicable and non-communicable 

diseases across the population, and action to mitigate, prepare for and respond to the impacts of 

climate change and public health emergencies as priorities. Each of these requires strategic planning, 

integration and collaboration across internal and external health system stakeholders and associated 

sectors. 

➢ The government will need to continue efforts to develop a more integrated approach to 

communicable and non-communicable diseases, to enable effective surveillance, case 

detection and diagnosis, including of co-morbidities. 

➢ Continued efforts for integrated action through cross-government partnerships and 

collaboration should be supported. 

➢ There are opportunities to reduce the impact that climate change and natural disasters have 

on the health system by working across the humanitarian and development nexus to address 

preparedness, mitigation, response and recovery in a long-term collaborative and strategic 

manner. 



Fiji 

P a g e  | 42  

Health information systems 

By providing adequate data and strong mechanisms for monitoring and evaluation, health 

information systems are vital to developing responsive policies and plans. This is key to improving 

patient health outcomes and health system efficiencies, but challenges in resourcing and moves 

towards digital technologies have been noted. 

➢ Established health information system assets should be strengthened to improve data 

availability, analysis and dissemination, and health information must be further applied to 

improving patient care, safety and customer service.  

➢ The government should be supported in pursuing prudent digitalisation of the medical 

records system, patient information and supply chain mechanisms. 

➢ Any efforts to strengthen and transform health information systems must be accompanied 

by improved financing and workforce competencies, and efforts to ensure management 

support at all levels. 
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INDONESIA 

HEALTH STATUS 

Indonesia is located in the World Health Organization (WHO) South-East Asia Region, and is classified 

by the World Bank as a lower middle-income country (LMIC). Indonesia is a diverse archipelago 

nation with an estimated population of 274 million in 2020, with around 43% living in rural areas 

[World Bank, 2021]. Considerable improvements in some key population health indicators at the 

national level have been achieved in recent decades. The Global Burden of Disease estimated that 

life expectancy at birth (both sexes combined) increased from 64 years in 1990 to 71 years in 2019, 

and the maternal mortality ratio experienced one of the greatest declines among LMICs in the region 

from 392 deaths per 100,000 live births in 1990 to 137 per 100,000 by 2019 [GBD, 2020; IHME, 

2021]. Challenges still remain though, including high levels of child malnutrition, which have 

persisted for several decades, with the prevalence of childhood stunting in Indonesia above the 

global average for LMICs [World Bank, 2021]. 

Indonesia is among the most disaster-prone countries in the world, and regularly experiences 

drought, flooding, volcanic eruptions, landslides and earthquakes. Driven by its geographical position 

on the ‘Ring of Fire’ and location at the boundaries of three tectonic plates, natural hazards are a 

significant threat in Indonesia [CFE-DMHA, 2015], and have had significant health impacts 

[Pascapurnama et al., 2016; Rajindra et al., 2019]. The islands of Sumatra and Java are most at risk 

from multiple hazards [Djalante, 2018]. High population density and rapid industrialisation, together 

with poverty and social and economic determinants of poor health outcomes, also make Indonesia 

vulnerable to the likely effects of climate change [WHO, 2016]. 

Like many countries in the Indo-Pacific region, Indonesia is undergoing a significant epidemiological 

transition, with increasing mortality rates from non-communicable diseases (NCDs), while still 

experiencing a high disease burden from communicable diseases and poor maternal and child 

health. In 2019, the leading causes of mortality (measured by all age mortality rates) were 

cardiovascular disease, followed by cancer, and then diabetes and chronic kidney disease, with 

mortality rates for these disease categories increasing by over 60% since 1990 [IHME, 2021]. 

Respiratory infections and tuberculosis (TB) were ranked the fifth leading cause of mortality in 2019, 

with maternal and neonatal deaths ranked eighth; however, mortality rates for both disease 

categories have declined by over 50% since 1990 [IHME, 2021]. The prevalence of tobacco smoking 

in Indonesia is one of the highest in the world, with the most recent nationally representative 

household health survey (the RISKESDAS survey) in 2018 estimating that 32% of the adult population 

(aged 15 years and older) were current smokers, with a prevalence in men of 61.4% [NIHRD, 2018]. 

Indonesia is also the only country in the Asia Pacific region that has yet to ratify the WHO Framework 

Convention on Tobacco Control [WHO, 2021a]. 

Responding to the increasingly complex epidemiological pattern of disease and associated risk 

factors is a major challenge for the Indonesian health system [Kusuma et al., 2019], and this 

complexity has been drastically exacerbated with the emergence of COVID-19. Since the beginning 

of the pandemic, Indonesia has recorded around 4.2 million confirmed cases (1.5% of the 

population) and 140,000 deaths (as of 24 September 2021) [WHO, 2021b]. True figures are likely to 

be much higher due to undiagnosed cases and weak mortality reporting systems. As of 
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24 September 2021, 127 million vaccine doses had been administered [WHO, 2021b], which is the 

equivalent of 46% of the total population having received one vaccine dose.  

A lack of reliable and accurate data has significantly limited Indonesia’s ability to prevent, manage 

and trace the spread of the virus [Aktariyani & Andayani, 2020], which has highlighted the 

importance of improving Indonesia’s health information systems to support rapid decision-making 

and strengthen health system resilience before, during and after a disaster [Mahendradhata et al., 

2021]. The COVID-19 pandemic has also exposed the limited capacity of the health care system to 

deliver essential health services under prolonged emergencies [Mahendradhata et al., 2021]. Since 

the onset of the pandemic, access to essential health services, especially in rural areas, has become 

increasingly difficult because of deficiencies in human resources, health infrastructure, equipment 

and supplies, as well as financing gaps. Limitations in governance and transparency of public health 

management have also become more apparent during the pandemic [ADB, 2020]. With health 

resources diverted to COVID-19, existing health challenges could deepen in Indonesia [Australian 

Government, 2020]. 

HEALTH SYSTEM GOVERNANCE AND FINANCING 

Since 1999, Indonesia has undergone a national governmental decentralisation process, where large 

amounts of public expenditure and responsibility for service delivery have been transferred from the 

national level to provincial and district level, including the management and provision of public 

health services [Legido-Quigley & Asgari-Jirhandeh, 2018]. Decentralisation provided opportunities 

for Indonesia to create a more people-centred health system by enabling local governments to 

identify the health priorities in their communities, and to use their own resources to increase the 

health workforce, improve health facilities and develop health programs specific to local needs 

[WHO, 2017a]. Unfortunately, across the different districts of Indonesia, health and its human 

resource needs have received uneven attention, low funding and few incentives for equity [Agustina 

et al., 2019]. This can partly be attributed to lack of capacity at the provincial and district level for 

efficient and effective health sector planning, budgeting and management [Legido-Quigley & Asgari-

Jirhandeh, 2018]. For Indonesia to achieve its goal of universal health coverage (UHC), provincial and 

district-level health priorities and plans will need to be better aligned with the national level, and the 

considerable variation in health needs, system capacities, equitable access and quality of health 

services across the different geographical regions of Indonesia will need to be addressed. 

In 2014, the Indonesian Government introduced a national health insurance program, Jaminan 

Kesehatan Nasional (JKN), as part of its commitment to achieving UHC. JKN brought together all 

major health insurance schemes under a single agency [MoH, 2015], and was structured to improve 

efficiency and effectiveness in service delivery and access to quality health services across regions 

and income groups (through prospective capitation payments and structured referral systems) 

[Agustina et al., 2019]. By 2018, JKN had over 200 million members and was the largest single-payer 

system in the world [Agustina et al., 2019]. There is a growing body of evidence showing that JKN 

has improved health equity and service access in some areas of Indonesia [Dartanto et al., 2015; 

Nugraheni, 2017; Shihab et al., 2017; Thabrany & Adawiyah, 2017]. However, JKN has also 

highlighted inherent weaknesses across the health sector, including inadequate numbers and quality 

of primary care facilities, insufficient availability of medical supplies, mistargeting of low- and 

middle-income groups, issues of misconduct, and poor health information systems [Agustina et al., 

2019]. In addition, the financial sustainability of the program has been questioned due to the high 
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out-of-pocket (OOP) health expenditure incurred by members [Hidayat, 2015], and the risk of fraud 

through overcharging of JKN, which currently has no system for preventing or prosecuting for fraud. 

The JKN system needs to be accountable so that people can see measures being taken to avoid 

corruption and ensure public reporting on performance [Legido-Quigley & Asgari-Jirhandeh, 2018]. 

At the facility and district levels, there is also growing concern that the high expense of curative care 

and health infrastructure to support medical care are absorbing most of the JKN funds, while 

allocation for public health and preventive care remains low in comparison [Legido-Quigley & Asgari-

Jirhandeh, 2018].  

Indonesia’s public health financing remains at roughly half the estimated requirement for UHC 

[Mboi, 2015]. According to the World Bank, between 2010 and 2018, Indonesia’s health sector 

spending as a proportion of gross domestic product plateaued between 2.8% and 3.1%, which is 

below the average of LMICs globally. This is due to the low government contribution to health fund 

allocation, where the public share was only 37.8% of the total health expenditure, while the private 

contribution, primarily in the form of OOP payments, was up to 62.2%. Of important note, additional 

expenditures on water supply and sanitation, food and nutrition, education and other services 

outside of the health sector also contribute to health improvement. However, a detailed assessment 

of recent investment and resourcing in these components is outside the scope of this report. The 

most significant challenges currently faced by Indonesia in health system financing include high OOP 

expenditure, weak tax collection mechanisms, complex funding transfer channels from the national 

to subnational governments, expanding insurance coverage to the informal sector, and ensuring 

equitable access to quality health care services across Indonesia [Legido-Quigley & Asgari-Jirhandeh, 

2018; Agustina et al., 2019]. 

Although numerous regulations, directives, policies and national strategies related to the quality and 

safety of health care have been developed, their implementation, as well as monitoring and 

evaluation of their impact, remain inadequate. Responsibility for health care regulation is divided 

between the national, provincial and district governments. However, the associated legislative 

instruments do not clearly define roles and relationships between units and agencies, or even 

between national, provincial, district and facility levels. Regulation of providers includes 

requirements for individual service providers to be registered and gain a licence to practise, while 

hospitals require a licence to operate and must participate in the hospital accreditation scheme. 

Dissemination and mapping of regulatory functions in an operational form is needed. Furthermore, 

accountability and reporting structures should be clarified [MNDP, 2014a].  

PHYSICAL RESOURCES FOR HEALTH 

In the past two decades, the amount of health service infrastructure at the primary and secondary 

levels in Indonesia has increased [WHO SEARO, 2018]; however, the distribution of health service 

facilities has been unequal across geographical regions, resulting in inequitable access to health care 

services [Legido-Quigley & Asgari-Jirhandeh, 2018]. The general condition of health facilities also 

varies substantially, particularly between urban and rural areas, with only 75% and 81% of hospitals 

in North Sulawesi and Central Kalimantan province, respectively, having access to clean water and 

electricity 24 hours per day [NIHRD, 2012]. 

Regulations relating to the manufacture of pharmaceutical products, and their advertising, 

distribution and sale have increased in recent years. However, there remains a high rate of illegal 

sales of pharmaceuticals by unlicensed drug vendors, self-medication is common, and the 
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counterfeit drug market remains prolific [Legido-Quigley & Asgari-Jirhandeh, 2018; Prakoso et al., 

2021]. In 2016, the Indonesian Anti-Counterfeiting Society reported that counterfeit drugs in 

Indonesia account for 25% of the Indonesian pharmaceutical industry, which amounts to 

USD2 billion [MIAP, 2016]. Although the Indonesian Government takes steps to enforce prohibitions 

against counterfeit drugs, significant challenges remain, including a lack of financial and human 

resources to enforce prohibitions; outdated regulatory systems; and inadequate supplies of 

affordable high-quality medicines, which drives up demand for counterfeit medicines [Prakoso et al., 

2021]. 

HUMAN RESOURCES FOR HEALTH 

In the past two decades, there has been an increase in the population-to-health care worker ratio in 

Indonesia [WHO SEARO, 2018]; however, the distribution of the health workforce has been unequal 

across geographical regions, resulting in inequitable access to health care services. There has also 

been a significant nationwide shortage of nurses and midwives, despite an increase in absolute 

numbers [Legido-Quigley & Asgari-Jirhandeh, 2018; Agustina et al., 2019]. Health training 

institutions have grown in number, with various changes in the curriculum aimed at improving the 

quality of the graduates, but significant investment is still needed to meet the needs of the 

population [Legido-Quigley & Asgari-Jirhandeh, 2018]. To address inequities in the geographical 

distribution of health workers, the Indonesian Government launched a health workforce deployment 

program in 2015 called Nusantara Sehat (Healthy Archipelago). The program involves deploying 

health professionals (doctors, nurses, midwives, environmental health staff, nutritionists, laboratory 

technicians, public health staff and pharmacists) for a minimum of 2 years to a community health 

centre in remote, border and underserved areas. The program has steadily expanded from 120 sites 

in 2015, to 216 sites across 131 districts in 19 provinces by February 2019 [TNP2K, 2019]. In keeping 

with positive findings from earlier evaluations of the program [Sari et al., 2019], an assessment 

undertaken in 2019 (supported by the Australian Government Department of Foreign Affairs and 

Trade [DFAT] and USAID) found that the program had significantly improved several indicators 

related to maternal and child health and TB disease detection, and had been critical to strengthening 

primary health care services [TNP2K, 2019]. The report recommended that the Indonesian 

Government should ensure the progress and sustainability of the program through continuous 

political and financial support, and the Ministry of Health (MoH) could improve the program by 

strengthening pre-departure training of health workers to include modules on people-centred care, 

community engagement, and health promotion and preventive care [TNP2K, 2019]. 

At the community level, formal health workers are supported by community health volunteers. 

These volunteers are selected by the village head and the village community, with involvement of 

the community health centre, and mainly assist with programs that are focused on maternal, 

neonatal and child health; nutrition; family planning; larvae monitoring for dengue fever; health 

promotion; and school health [Legido-Quigley & Asgari-Jirhandeh, 2018]. Although these community 

health workers are not professionals, and serve as volunteers, albeit with a modest allowance and 

with limited accountability, they constitute a valuable component of the health workforce if they are 

well recruited and supervised, provided with ongoing basic training (particularly in health 

promotion), and have strong support from local leaders [Shankar et al., 2009; National Academy of 

Sciences, 2013; Nazri et al., 2015; Tumbelaka et al., 2018]. The provision of training has been shown 

to improve the confidence and motivation of community health volunteers, and to strengthen 

community participation in health services due to an increased positive community perception of 
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the knowledge and skills that community health volunteers can provide [Limato et al., 2018; 

Tumbelaka et al., 2018].  

HEALTH SERVICE DELIVERY 

Health services in Indonesia are delivered through a mixture of public and private providers, 

including networks of hospitals and clinics managed by not-for-profit and charitable organisations or 

for-profit providers, and individual doctors and midwives who engage in dual practice (i.e. in both 

public and private sectors) [Legido-Quigley & Asgari-Jirhandeh, 2018]. At the primary health care 

level, public health services are mainly delivered through community health centres that provide a 

variety of services including maternal and child health, general outpatient curative and preventive 

health care, immunisation, and communicable disease control programs. In addition to the network 

of community health centres, the MoH has also initiated community health outreach activities 

known as integrated health posts, whereby a team comprising a midwife, nurse assistant and 

vaccinator visit each village subdivision to provide basic reproductive, maternal, neonatal and child 

health services. These health posts, scheduled monthly, are held nationwide and facilitated by 

community health volunteers [Tumbelaka et al., 2018].  

Even with this framework of primary health care services, a variety of health indicators highlight the 

inequity that still exists in access to quality health care across and within provinces and districts in 

Indonesia [Agustina et al., 2019; Herawati & Chrisnahutama, 2020]. The average distance to a health 

facility in Indonesia is 5 km; however, eastern provinces such as West Papua, Papua and Maluku 

have average distances of more than 30 km [NIHRD, 2013], with a high proportion of the population 

needing to travel for more than an hour to reach a community health centre (Papua 27.9%, East 

Nusa Tenggara 10.9% and West Kalimantan 10.9%) [MNDP, 2014b].  

A 2017 report on the state of health equity in Indonesia, by the WHO in conjunction with the 

Indonesian MoH, reported that antenatal care coverage ranged from 40% in remote provinces such 

as Maluku and Papua, to 85% or more in developed areas and urban centres such as Bali and 

DI Yogyakarta. Low socio-economic status, poor education and rural residence characterised areas 

with the lowest antenatal care coverage [WHO, 2017b]. UHC in this context must consider the 

geographic and people-centred factors affecting delivery and use of health services across all 

communities [Agustina et al., 2019], and, where appropriate, involve other government sectors that 

contribute to health outcomes, including transport, public works, agriculture and education. 

One of the objectives of Indonesia’s national health insurance program (JKN) is to improve equitable 

access to quality health care services across the population. To achieve this, the Indonesian 

Government provides subsidies towards JKN for low-income and vulnerable-income groups, and 

district governments provide subsidies for people who are not covered by the national program. 

Many studies have been undertaken in recent years to assess the extent to which JKN has achieved 

this objective. The most consistent findings have been that JKN has enabled low-income, vulnerable 

groups and the informal sector to have improved access to health services, which in some studies 

has been greater than the improvement among people on high incomes [Dartanto et al., 2015; 

Nugraheni, 2017; Shihab et al., 2017; Thabrany & Adawiyah, 2017]. Improvements in equitable 

access, however, have not been equal across all regions of Indonesia, and while improvements have 

been made, there is still much to be achieved [Agustina et al., 2019]. In addition, better health 

outcomes will not result solely from increased health service delivery; the quality of care the service 

provides is also an integral component [Triyana & Shankar, 2017]. 
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Concerns about rising health care expenditure, and the sustainability of the national health 

insurance system, relate to the increase in use of high-cost health care services, including for 

cardiovascular disease, cancer and other NCDs. In an effort to address the growing burden of disease 

from NCDs at the village level, community health centres developed community-based NCD-

integrated health posts. These health posts aim to enable continuous community participation in 

awareness, early detection, monitoring and follow-up of people with NCD risk factors, with evidence 

showing some success in achieving these aims [WHO, 2005; Sujarwoto & Maharani, 2020]. The 

operational costs of the NCD-integrated health posts come from national-level public funds, with 

some funding from local governments. Community members who require treatment that is beyond 

the scope of primary care are referred to larger health facilities or hospitals. A system was also 

introduced under the national health insurance scheme whereby patients with NCDs, such as 

hypertension and diabetes, are referred back to the primary health care system for long-term 

supervision and monitoring. The back-referral system also aims to reduce overuse of hospitals for 

NCDs that can be managed at the primary care level. The MoH is facing huge challenges in ensuring 

the responsiveness and readiness of its public health network to address the growing burden of 

NCDs, especially in terms of skills and knowledge of health personnel, and availability of diagnostic 

equipment and medications [Kusuma et al., 2019]. 

HEALTH INFORMATION SYSTEMS 

Indonesia lacks a functional nationwide civil registration and vital statistics system from which 

reliable data can be used for regular measurement of fertility and mortality indicators [Mahapatra 

et al., 2007]. Consequently, estimates of vital statistics are based on models and predictions, which 

are not considered optimal for health policy and program evaluation [Boerma et al., 2018]. Regular 

national sample surveys are used to supplement available vital statistics, namely the Basic Health 

Research survey (called RISKESDAS in Bahasa), a nationally representative household health survey 

that has been conducted by the MoH every few years since 2007 [MoH, 2008, 2014, 2018]. The lack 

of civil registration also leaves a large proportion of children without proof of legal identity (a birth 

certificate), which weakens the protection of their rights (increased likelihood of child trafficking and 

labour), and reduces their access to health, social services and education [UNICEF, 2013; Sumner & 

Kusumaningrum, 2014]. Although civil registration is a legal function, and in Indonesia it is the 

responsibility of the Ministry of Home Affairs, the health system has an important and valuable role 

in facilitating birth and death registration [Kusumaningrum et al., 2016; Siagian et al., 2019] because 

the forms issued by the health system following a birth (i.e. certificate of live birth, notification of 

birth) or death (i.e. medical certificate of cause of death, notification of death) are required as 

evidence for the civil registration process (although there are exceptions). Therefore, strengthening 

vital statistics systems and the recording of births and deaths in the health system has the additional 

benefit of strengthening the very important civil registration system [WHO, 2013].  

While Indonesia has established a national information system (SIKNAS) that links to district-level 

health information systems (SIKDA), communication between the systems has been weakened by 

aspects of decentralisation and by multiple separate reporting systems, resulting in fragmentation 

and poor coordination of health information systems across different levels of administration 

[Handayani et al., 2016; Rakmawati et al., 2019]. Indonesia has been trialling an open-source 

software tool called District Health Information Software version 2 (DHIS2) to integrate data from 

health facilities to the national level. The MoH rolled out DHIS2 in 2017 to five provinces and 

10 districts, focusing on malaria, TB, HIV-AIDS, maternal and child health, vaccination, and integrated 



Indonesia 

P a g e  | 52  

disease surveillance and response programs. While further expansion of DHIS2 is planned, local 

capacity to run the system and a sense of data ownership at different levels of administration in 

Indonesia are still lacking [Chrysantina et al., 2019; Sitompul et al., 2019]. 

Mobile communications technology is widely used in Indonesia; however, the use of information 

technology in the health sector is still limited, as seen by the limited growth in the use of electronic 

medical records at the primary and secondary health service level [Legido-Quigley & Asgari-

Jirhandeh, 2018]. A report by the World Bank identified Indonesia as one of the countries with 

minimal use of data and information systems, including for monitoring and evaluation [Cotlear et al., 

2015]. Poor data and health information systems contribute to inability to report on Sustainable 

Development Goals, ineffective and inefficient service delivery, and higher risk of medical 

misconduct and claim fraud [Jones & Jing, 2011]. With a large, widespread area and population, and 

with the commencement of a UHC system, the need for reliable and integrated health information 

systems to support the planning and decision-making process in Indonesia is becoming even more 

urgent [Legido-Quigley & Asgari-Jirhandeh, 2018].  

  



Indonesia 

P a g e  | 53  

KEY RECOMMENDATIONS  

Health system governance and financing 

A key challenge for Indonesia is managing an integrated health system in a decentralised 

environment. Aligning provincial and district-level priorities and plans with the national level is 

challenging, particularly when the subnational level has autonomy to determine their own priorities 

and funding allocations, and with growing interregional disparity in health resources, services and 

outcomes. 

➢ The national government needs to develop a comprehensive strategy to address the 

increasing disparity in health system capacities and inequities in access to quality health 

services, at the provincial and district level. This should be fully supported by strong political 

will and clear authority and responsibility from the national government to provincial and 

district governments. 

➢ Subnational governments and health managers need to be supported to strengthen their 

technical skills and human resource capacity for health planning, budgeting and 

management.  

While the national health insurance system (JKN) has led to improvements in the delivery of health 

services, its financial sustainability has been questioned due to high OOP health expenditure 

incurred by members, and the risk of fraud through overcharging of JKN, which currently has no 

system for preventing or prosecuting fraud. 

➢ Comprehensive surveys to identify which components of health spending are contributing to 

the high OOP health expenditure are needed. This information is crucial for formulating 

effective strategies to reduce OOP spending. 

➢ A stronger governance framework is needed to increase transparency and accountability of 

JKN at all levels of the health system. Close linkages are required between planning, 

budgeting and financial flows from the national to subnational level, in addition to 

strengthening the system for recording and monitoring patient encounters with health 

services.  

With the increasing burden of disease from NCDs, and the long interaction with health services that 

treatment and management of NCDs often requires, there is an even greater need to ensure that 

funding and resource allocation for preventive and promotive population health interventions and 

health care service delivery are strengthened, in addition to strengthening multisectoral approaches. 

➢ Funding and resource allocation for preventive care and health promotion needs to be 

strengthened, including multisectoral approaches, particularly at the primary health care 

level. Long-term funding needs to be secured to ensure that programs and interventions that 

are implemented can run for long enough to achieve reductions in disease burden before the 

effectiveness is evaluated, particularly for NCDs.  

Implementation, monitoring and evaluation of the numerous regulations, directives, policies and 

national strategies related to health care quality and safety remain weak. The legislative instruments 
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often do not clearly define roles and relationships between units and agencies, or between national, 

provincial, district and facility levels.  

➢ Dissemination and mapping of functions in an operational form are needed. Furthermore, 

accountability and reporting structures could be clarified.  

➢ The possibility of linking health worker incentives to demonstrable behaviours, such as 

routine adherence to specific quality protocols, rather than years of service, for example, 

should be considered. 

Physical resources for health 

The sale of counterfeit drugs remains substantial in Indonesia, compromising around 25% of revenue 

in the pharmaceutical industry nationally. Although the Indonesian Government has taken steps to 

enforce prohibitions against counterfeit drugs, significant challenges remain, including a lack of 

financial and human resources to enforce prohibitions; outdated regulatory systems; and 

inadequate supplies of affordable high-quality medicines, which drives up demand for counterfeit 

medicines. 

➢ Concerted and coordinated intersectoral and government-wide efforts to strengthen the 

drug regulatory authority in Indonesia are required, including adequate human, financial and 

other resources, and appropriate infrastructure and legal power, to enforce drug regulation. 

Human resources for health 

Strengthening human resource capacity at the primary health care level is a priority. The recent 

mandating of the management of more diagnosed illnesses in primary care has increased the clinical 

skills required of primary health care staff. Capacity building to strengthen health workers’ technical 

skills and confidence in primary prevention and health promotion is required. 

➢ There is a need to ensure that the curriculum for doctors, nurses and midwives can adapt to 

the higher competencies that are now required of them at the primary care level.  

The Nusantara Sehat (Healthy Archipelago) program has helped strengthen equitable access to 

primary health care services in remote, border and underserved areas of Indonesia. National and 

local governments should ensure the success and sustainability of the Nusantara Sehat program 

through continuous political and financial support. 

➢ Comprehensive pre-departure training for health workers selected for the program should 

focus on strengthening their skills in delivering people-centred health care, namely their 

ability to effectively communicate and engage with the community, and their knowledge and 

skills in health promotion and primary prevention.  

➢ To be more effective in its activities, the Nusantara Sehat program needs ongoing political 

and financial support from local governments. Financial support could include allocation of a 

portion of local government budgets to assist with the program’s activities, for example, 

procurement of adequate medical supplies and laboratory services for antenatal care and 

disease control activities. 

Community health volunteers assist with a variety of health services at the community level. The 

provision of training has been shown to improve the confidence and motivation of community 
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health volunteers, and to strengthen community participation in health services due to an increased 

positive community perception of the knowledge and skills that community health volunteers 

provide. 

➢ Structured ongoing training should be provided to community health volunteers to improve 

their knowledge and skills in health promotion and the health care tasks they undertake. 

Health service delivery 

Strengthening service delivery at the primary health care level is a key priority and would benefit 

from being operationalised differently at the provincial and district level, to account for significant 

differences in the functioning of provincial and district health systems. It is important that health 

service provision caters to local conditions and capacities rather following than a one-size-fits-all 

approach. 

➢ Provincial-level health agendas and priorities need to sufficiently acknowledge and address 

the diversity of local conditions and capacities at the district level, and have sufficient 

flexibility to allow adaption and integration into diverse community contexts. 

➢ Improved mechanisms for consulting with local community leaders and members of the 

community are required for the planning, implementation and ongoing decision-making 

about the health services that are delivered to their community. 

➢ Robust evaluations at the provincial and district level are needed to identify factors that may 

have contributed to greater success of primary health care service delivery in some areas, 

with a view to determining their applicability elsewhere, and to identify the factors working 

against primary health care in other areas. 

➢ Primary prevention and health promotion need to be key components of service delivery at 

the primary health care level. To achieve this, the development of representative key 

performance indicators (KPIs) is required, as the current service delivery KPIs in primary 

health care are largely focused on the delivery of curative treatment.  

Health information systems 

Fragmentation and poor coordination of health information systems across administrative levels of 

the health sector is limiting the use of health information to produce reliable health indicators, and 

to inform planning and decision-making. Political will and coordination are required from all 

administrative levels of government. 

➢ Strong national health information system (HIS) legislation that clearly outlines the roles and 

responsibilities of all levels of government is required. National authorities should consult 

with provincial governments to develop and update legislation. 

➢ Significant investment is required to train and mentor program officers and health 

authorities to transform the data culture at all levels of the health system, to ensure the 

importance of timely and accurate health information is recognised and highly valued.  

➢ The importance of interoperability of data systems in facilitating data integration needs to 

be more strongly advocated across all levels of government, the private health sector, and 

across non-health sectors. 
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➢ Mapping of the current integration of aggregated data from multiple existing reporting 

systems and health programs is required to improve the quality of data that is shared from 

district and provincial level to the national government.  

Long-term investment in HIS infrastructure and human resources is required.  

➢ Long-term investment in HIS infrastructure, and hiring and training of HIS staff, needs to be 

strengthened across all levels of government (e.g. national, provincial and district health 

office level). 

Strengthening health’s vital statistics system will facilitate strengthening of civil registration because 

the forms issued by health following a birth or death are requirements for civil registration (although 

there are exceptions). Collation of vital statistics data on births and deaths can be used to facilitate 

the identification of births or deaths not captured in the civil registration system. 

➢ Continued advocacy across the health system about the importance of timely and accurate 

issuance of vital statistics forms, and collation of these forms in health information systems 

are required. Barriers in the health system (including workload and system capacity) need to 

be addressed.  
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LAO PEOPLE’S DEMOCRATIC REPUBLIC 

HEALTH STATUS 

Lao People’s Democratic Republic (hereafter referred to as Lao) is a landlocked country located in 

the World Health Organization (WHO) Western Pacific Region, and is classified by the World Bank as 

a lower middle-income country (LMIC). In 2020, the population was estimated to be 7.3 million, with 

around 64% living in rural areas [World Bank, 2021]. Improvement in some key population health 

indicators at the national level has been achieved in recent decades. The Global Burden of Disease 

estimated that life expectancy at birth (both sexes combined) increased from 53 years in 1990 to 

69 years in 2019, which is one of the largest increases in life expectancy among LMICs in the region 

over the past 30 years. During the same period, maternal mortality was estimated to have declined 

from 581 deaths per 100,000 live births in 1990 to 181 per 100,000 by 2019, which was one of the 

largest declines among LMICs in the region over the past 30 years, but still remains among the 

highest levels of maternal mortality in the region in 2019 [GBD, 2020; IHME, 2021]. Substantial 

health challenges still remain, with an estimated 36% of children aged under 5 years being stunted 

and 26% underweight in 2015 [UNICEF & WHO, 2016]. With continued reductions in development 

partner funding, a growing concern across the health system is the financial sustainability of specific 

programs (i.e. immunisation, AIDS, tuberculosis (TB), malaria), which have been an important 

component of the improvements in health outcomes in recent decades.  

Like many countries in the Western Pacific region, Lao is undergoing an epidemiological transition, 

with increasing mortality from non-communicable diseases (NCDs), while still experiencing a high 

disease burden from communicable diseases and poor maternal and child health [IHME, 2021]. In 

2019, the leading causes of mortality (measured by all age mortality rates) were cardiovascular 

disease, followed by respiratory infections and TB, and then cancer. Mortality rates for 

cardiovascular disease and cancer have increased since 1990, while respiratory infections and TB 

declined by nearly 80% [IHME, 2021]. Maternal and neonatal deaths ranked as the fourth leading 

cause of mortality in 2019, with a 74% decline in mortality since 1990 [IHME, 2021]. Responding to 

this increasingly complex epidemiological pattern is a major challenge for the Lao health system. 

Efforts to strengthen the health system are currently guided by the ‘Lao Health Sector Reform 

Strategy and Framework till 2025’, which aims to achieve universal health coverage (UHC) by 2025. 

The ultimate goal of the reform is to have quality essential services available, acceptable and 

affordable to all Lao people [MoH, 2016]. The need to improve access to and the quality of health 

services is the central focus of the reform’s priority areas: health financing, health governance, 

human resources for health, health service delivery and the health information system (HIS) [MoH, 

2016]. Lao faces considerable equity-related issues due to its diverse geographic and ethnic 

composition, with 49 distinct ethnicities and around 160 ethnic subgroups speaking over 50 different 

languages [King & van de Walle, 2010]. Achievement of UHC will require significant political will, 

coordination and investment to address current issues around discrimination and barriers to access 

among less-dominant ethnic groups [WHO WPRO, 2018].  

Like all countries around the world, Lao has been affected by, and needed to adapt to, the 

emergence of COVID-19. Since the beginning of the pandemic, Lao has recorded around 20,000 

confirmed cases (around 0.2% of the population) and 16 deaths, with almost 3.7 million vaccine 
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doses administered (as of 24 September 2021) [WHO, 2021], which is the equivalent of around 50% 

of the total population having received one vaccine dose.  

HEALTH SYSTEM GOVERNANCE AND FINANCING 

The health care delivery system is a government-owned system with three administrative levels: the 

central Ministry of Health (MoH), the provincial level and the district level. The predominant 

structure of the Lao government is a centralised system, with some decentralisation of specific 

government functions. Through the Sam-Sang model, the autonomy of provincial health directors 

and governors in managing health services is increasing [WHO WPRO, 2018]. Almost all hospitals 

belong to the public sector, but the number of private clinics is expanding. The emerging private 

sector providers are currently only loosely regulated by the government, and dual practice is 

common among public sector health workers.  

Health expenditure has remained low over the past two decades at around 2–3% of gross domestic 

product, and at 2.2% in 2018, is much lower than neighbouring LMICs including the Philippines at 

4.4%, Vietnam at 5.9% and Cambodia at 6% [MoH, 2017; World Bank, 2021]. Of total health 

expenditure in 2018, 38.7% was estimated to come from government expenditure, while 48.5% 

came from out-of-pocket (OOP) expenditure [World Bank, 2021]. OOP expenditure has remained at 

45–50% of total health expenditure over the past decade [MoH, 2017; World Bank, 2021] and 

compromises the financial sustainability of the health system and the achievement of UHC.  

Development partner funding has been gradually declining over the past decade from around 27% of 

total health expenditure in 2011 to 12.5% in 2018 [World Bank, 2021]. Some development partners, 

however, still remain the largest, and sometimes the only, source of funding for disease-specific 

programs such as the Global Fund to Fight AIDS, Tuberculosis and Malaria. The long-term financial 

sustainability of these programs, in the context of declining external funding, is a considerable 

concern for the Lao Government [WHO WPRO, 2018]. Health-sector-wide coordination mechanisms 

to facilitate the efficient and coordinated use of development funding have been established and 

functioning relatively well since 2010. These mechanisms include the Vientiane Declaration of Aid 

Effectiveness, which emphasises the need to harmonise stakeholders in line with the aid 

effectiveness agenda; and the Health Sector Working Group, chaired by the MoH and co-chaired by 

the WHO and the Embassy of Japan, which is the core mechanism for coordination and cooperation 

across the health sector [WHO WPRO, 2018]. 

Recent health reform has primarily focused on implementing the Health Sector Reform Strategy and 

Framework, which details the government’s plans to facilitate the achievement of UHC by 2025. The 

framework places service delivery as the core pillar, with four supporting pillars: governance; human 

resources for health; health financing; and health information system planning, monitoring and 

evaluation [MoH, 2016]. Over the past decade, the government has introduced various social health 

protection schemes that seek to increase use of health care services and provide financial protection 

to poor and vulnerable populations, particularly in the context of the current high OOP spending 

[WHO WPRO, 2018]. Since 2016, a single national public health insurance scheme has been 

introduced aimed at reducing fragmentation among existing schemes, and by 2019, it was estimated 

that over 90% of the population was covered by the scheme [Peabody et al., 2019]. 
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PHYSICAL RESOURCES FOR HEALTH 

The most recent Service Availability and Readiness Assessment (SARA) conducted in Lao in 2014 

found that 40% of health centres were not ready to provide basic health services to the population, 

due to a lack of basic amenities, limited diagnostic capacity and an absence of essential medicines. 

The assessment also found that 40% of district hospitals were not ready to provide basic health 

services to the population due to inadequate supply of power, a lack of improved water, and a lack 

of medicines and commodity supply for infection control [MoH & WHO, 2015]. During the past 

decade, progress has been made in improving availability and accessibility of quality essential 

medicines, strengthening supply chain management and strengthening the National Regulatory 

Authority [WHO WPRO, 2018]. Despite these achievements, there are still many challenges that 

need to be overcome, most importantly how to ensure access to quality and affordable essential 

medicines for everyone, especially the poor and people living in remote areas. Another key 

challenge is the high price of medicines, with an average mark-up of 44% in the public sector (based 

on the medicine price survey conducted in 2013), which can increase the financial burden on the 

poor. In addition, enforcement of regulations remains a challenge due to limited enforcement 

capacities within the National Regulatory Authority [WHO WPRO, 2018]. 

HUMAN RESOURCES FOR HEALTH 

Ongoing health workforce challenges in Lao include a documented shortage in the number of health 

professionals employed in the health sector, and significant inequitable distribution of the health 

workforce in remote and rural areas [Phouthone et al., 2014]. The number of professional human 

resources for health (doctors, nurses and midwives) in Lao was estimated to be 1.3 per 1,000 

population in 2018 [World Bank, 2021]. This is well below the recommended WHO international 

standard of 2.3 per 1,000 population [WHO, 2006] and the Sustainable Development Goal of 4.5 per 

1,000 population by 2030 [WHO, 2016]. It is also lower than neighbouring LMICs including Vietnam 

(2.3 per 1,000) and the Philippines (5.5 per 1,000), but similar to Cambodia (1.2 per 1,000) [World 

Bank, 2021]. The health workforce situation in Lao is complex because despite the documented 

shortage of health workers, the country also faces challenges providing positions for all of the 

available trained health professionals. This is a direct result of small quotas for recruiting health 

workers due to financial constraints in recent years [WHO WPRO, 2018]. 

The quota of new health workforce placements across the health sector is determined on a biannual 

basis by the Ministry of Home Affairs, and is generally aligned with the number of retirements that 

have occurred. The MoH then has responsibility for allocating this quota of new health workers 

across all administrative levels of the health system from the central to the health facility level. As 

highlighted in a recent health system evaluation by the WHO, “the quota, however, rarely meets the 

actual need for health workers, and as a result there is a shortage of employed health workers 

around the country. In addition, there are qualified but unemployed health workers who do not 

receive positions under the current quota system” [WHO WPRO, 2018, p. 16]. Increased authority 

needs to be given to the MoH to be involved in the process of determining the quota of new 

workforce placements. Increases to the quota will have significant financial implications on the 

health sector; however, if Lao is to achieve its goal of UHC, an increase in the number of health 

workers employed across the sector is required.  
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The MoH has recognised the need to increase not only the quantity and equitable distribution of the 

health workforce, but also the quality of care the health workforce delivers to the population 

[Sonoda et al., 2017]. One mechanism through which this can be achieved is by improving the quality 

of the pre-service health education sector. The MoH is responsible for most institutions in the health 

education sector, with no private institutions providing health professional training [WHO WPRO, 

2018]. The largest education provider is the University of Health Sciences, whose training programs 

include basic science, dentistry, medical technology, medicine, nursing, pharmacy and postgraduate 

studies. There is also a broader network of training institutions across several provinces that includes 

Colleges of Health Sciences and community-based nursing schools [WHO WPRO, 2018]. The current 

quality of pre-service education for health professionals has been highlighted as a significant 

concern, with the WHO stating that “there is an urgent need to scale up the health workforce calls 

for a more rigorous education system for health professionals” [WHO WPRO, 2018, p. 19]. 

Significant improvements are needed to the current training approaches and methods, faculty 

development, infrastructure, curriculum, and teaching resources and materials. A Health 

Professionals Education Reform Consultation Meeting was held in 2017, with support from 

development partners, and follow-up workshops have focused on curriculum development and the 

strengthening of teacher training programs [WHO WPRO, 2018]. However, continued considerable 

investment of financial and technical resources are required to see sustained improvements in the 

quality of the pre-service health education sector. 

HEALTH SERVICE DELIVERY  

The provision of public health services is implemented through a network of health centres, and 

district, provincial, central and specialised hospitals, with an increasing number of private clinics and 

hospitals in the health service delivery network [WHO WPRO, 2018]. Although there is a relatively 

good network of public health services in Lao, service utilisation remains low. Physical barriers in 

access to health facilities, including mountainous terrain and lack of year-round road access, are 

some of the most commonly cited reasons for not seeking care [WHO WPRO, 2018]. Higher health-

seeking behaviour has also been documented among richer quintiles. The introduction of the 

national health insurance scheme and fee exemptions for poor and vulnerable populations aim to 

reduce these barriers to access [WHO WPRO, 2018]. 

A recent WHO review of the Lao health system reported that “presently, the quality of health service 

is below the regional level, resulting in low uptake of public health services due to low capacity of 

the health workforce, low investment in service infrastructure and environment, and gaps in quality 

treatment and care standards” [WHO WPRO, 2018, p. 7]. Efforts to improve the quality of care 

delivered at health facilities in recent decades has included the introduction of a number of quality 

management tools, including the Government’s 2016 policy tool called ‘Five Good, One Satisfaction’, 

which details five service-related requirements in addition to patient satisfaction. In addition, the 

MoH has developed an essential service package, which serves as a tool to guide the provision of a 

minimum set of priority public health and clinical services that must be delivered in different types 

of health facilities and in the community [WHO WPRO, 2018]. 

A recent Asian Development Bank working paper reviewed the current quality management tools 

available and stated that “these efforts are foundational but so far fall short of providing specific 

indicators to help guide and track improvements” [Peabody et al., 2019, p. 1]. A fundamental issue 

for quality improvement in Lao is the lack of data on the current quality of service delivery. While 
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some quality-of-care indicators do exist, they are almost exclusively focused on structural measures 

of quality, such as the number of professional health workers or the amount of health infrastructure. 

While these are an essential component of quality improvements, numerous studies have shown 

that structural measures alone are weakly linked to better health outcomes [Chung & Shauver, 2009; 

Radmakers et al., 2011], and measures of quality that focus on service delivery processes are critical, 

such as the clinical skills and decision-making capacity among the health workforce [Peabody et al., 

2018]. Strengthened efforts are needed to collect a more complete range of quality measures to 

determine and track, among other things, the knowledge and skill levels of health workers, the 

availability and use of best-practice guidelines, and access to continuing education. 

Several considerable challenges currently limit improvements in quality of care. One of the most 

fundamental challenges is the skill, knowledge and evidenced-based decision-making capacity of the 

health workforce. This is related to limited pre-service health education, specialty training and 

ongoing continuing education opportunities [Peabody et al., 2019]. Improvement in the quality of 

care requires improvement in the knowledge and skills of health care providers, increased 

awareness and use of clinical guidelines, more readily available continuing education for all health 

professionals, and a national accreditation and licensing system to ensure only competent health 

professionals are allowed to practice [Sonoda et al., 2017; Peabody et al., 2019]. Reform efforts are 

currently underway to implement training standards and accreditation and licensing systems for 

health care providers [MoH, 2015, 2016], which will primarily assist in quality improvements among 

new and graduating health professionals. However, as highlighted in the MoH health sector reform 

strategy, there is an urgent need to improve the quality of care delivered by health professionals 

already practising in the health system, because “some staff [are] lacking competencies, working 

without responsibility, and [have] no intention to improve their work” [MoH, 2016, p. 14]. It is 

therefore critical that, when feasible, the accreditation system becomes a requirement for all health 

professionals that are already practising in Lao, and that a system is implemented in which licences 

can be revoked because of demonstrated inadequate clinical capacity or malpractice. 

HEALTH INFORMATION SYSTEMS 

The Lao Health and Management Information System (HMIS) was established in 2008 to routinely 

collect data from across the health system. Low utilisation of the system was widely reported for 

several years following its establishment, and was related to fragmentation of the systems used to 

collect data and a substantial burden for health facility staff to complete the required data collection 

forms [Chu et al., 2017]. As reported by Chu et al. [2017, p. 540], “delay in publication of [the] 

National Health Statistic Report made it difficult for MOH and other stakeholders to use evidence for 

planning and decision making. As the information systems were organised in vertical ‘silos’ with 

limited data sharing across the programs, using data from these systems to get an overview across 

program areas was difficult”. The MoH National Health Sector Reform Strategy highlighted the 

government’s commitment to establishing and strengthening an effective HMIS to monitor and 

evaluate progress towards UHC [MoH, 2016].  

In 2013, the MoH made the decision to switch their HMIS from a Microsoft Excel system to the web-

based District Health Information Software version 2 (DHIS2). The system was first implemented in 

five southern provinces in early 2014, with funding from the World Bank, and subsequently 

expanded to all 18 provinces by March 2015, with funding from a significantly expanded group of 

development partners. Effective implementation and use of the DHIS2 system across Lao has been 
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documented by several sources, with reports that it is now regarded as not only a data management 

tool, but also a means to better understand the health situation and to aid decision-making for 

planning and program implementation purposes. The key components of the success of DHIS2 in Lao 

have been the strong leadership from the MoH; strong legislation that officially recognises DHIS2 as 

the national HMIS, and specifies the roles and responsibilities across the health system nationwide 

for its rollout and use; strong coordination of support from development partners and other 

government bodies; and clarity of goals in the health reform strategy [Chu et al., 2017]. Currently, a 

significant amount of the funding and technical support for the DHIS2 comes from development 

partners, namely the WHO, which provides significant coordination and technical support, and the 

Health Information Systems Project Vietnam, which provides technical leadership and guidance, and 

server management and IT support. It has been recognised that a progressive shift needs to occur to 

reduce the current reliance on donor partners for almost all the financing and most of the technical 

support to run the HMIS; strengthening of financial and technical capacity within the MoH is 

required to ensure the long-term sustainability of the system [Chu et al., 2017]. 

A recent assessment reported that the capacity of staff working with the HMIS across the country 

was generally low, and that capacity building of staff responsible for data collection and data entry is 

the most important component of HMIS strengthening in Lao [Chu et al., 2017]. This is being 

addressed by the MoH, in collaboration with the WHO and the Global Fund, through a focus on 

building a core team at the national level that is responsible for supporting the DHIS2 over the 

longer term, with the current focus on building similar teams at the provincial and district levels [Chu 

et al., 2017]. However, the long-term sustainability of the DHIS2, like any national health information 

system, will depend on the in-country capacity to not only finance the system, but to also coordinate 

and manage a skilled and motivated human resource network across the country who are able to 

support the accurate, complete and timely collection, analysis and dissemination of health 

information.  
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KEY RECOMMENDATIONS  

Health system governance and financing 

Around 50% of total health expenditure comes from household OOP payments, with current OOP 

expenditure remaining among the highest levels in the region, challenging equity in access to 

services and the achievement of UHC. 

➢ Strengthening of the National Health Insurance scheme will help to minimise the financial 

burden of OOP expenditure and the potential for catastrophic health spending by poor 

households, through access to free health care at public health facilities.  

➢ Comprehensive surveys to identify which components of health spending are contributing to 

the high OOP expenditure are needed. This information is crucial for formulating effective 

strategies to reduce OOP spending. 

Reducing the reliance on donor funding is a key element of long-term health system sustainability. 

The MoH and development partners are focused on harmonising the various sources of funding, and 

many donors have transitioned from project-based funding to more sector-based funding support. 

Efforts to strengthen in-country capacity to fund and manage all aspects of the health system need 

to continue. 

➢ National and provincial governments and health managers need continued support to 

strengthen their governance and leadership frameworks, and technical skills and human 

resource capacity for health planning, budgeting and management.  

➢ Efforts to ensure the efficient and coordinated use of external donor funding and support 

need to continue, with all development partners adhering to the Vientiane Declaration of Aid 

Effectiveness and coordinating their support through the Health Sector Working Group. 

Physical resources for health 

The processes and systems for procurement and distribution of medical supplies need to be 

strengthened, particularly to rural and remote areas. The average mark-up of 44% on the price of 

medicines in the public sector needs to be addressed. 

➢ The MoH, with support from development partners, should develop and oversee an 

implementation plan to enable reforms to the medical supply and distribution system. The 

reasons for the high mark-up prices on medicines in the public sector need to be investigated 

and addressed. 

➢ The capacity of the National Regulatory Authority to regulate and enforce legislation needs 

to be strengthened. 

Human resources for health 

The Ministry of Home Affairs is responsible for allocating the number of new health workforce 

placements available in the health system, and generally aligns this allocation with the number of 

retirements. The current system does not address the ongoing shortage of health workforce 

positions. 
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➢ If Lao is to achieve its goal of UHC, the quota of new workforce placements needs to be 

increased, and the MoH needs to be given more authority to be involved in determining the 

quota. 

➢ Continued advocacy for increased government expenditure on health is required, particularly 

to finance an increase in the quota of new health workforce positions. 

The current quality of pre-service education for health professionals has been highlighted as a 

significant concern that needs to be urgently addressed and improved. Steps have been taken to 

start addressing this issue, but continued strong political will and considerable investment of 

financial and technical resources are required before sustained quality improvements will be 

achieved. 

➢ Strong political will and leadership by the MoH, with support from development partners, are 

needed to accomplish meaningful reform of the health professional education sector. 

➢ The main areas of focus for quality improvement should include training approaches and 

methods, faculty development, infrastructure, curriculum, and teaching resources and 

materials.  

Health service delivery 

A fundamental issue for quality improvement in Lao is the lack of data on the current quality of 

service delivery. Measures of quality that do exist are almost exclusively focused on structural 

factors (i.e. health workforce numbers), with limited measurement or tracking of the quality of key 

processes involved in service delivery (i.e. clinical decision-making).  

➢ Strengthened efforts are needed to collect and track a more complete range of quality 

measures, such as the knowledge and skill levels of health workers, the availability and use of 

best-practice guidelines, and access to continuing education. 

The skills, knowledge and evidenced-based decision-making capacity of the health workforce needs 

to be increased to improve the quality of health service delivery. Reform efforts are currently 

supporting the implementation of training standards and an accreditation and licensing system for 

health care providers. 

➢ Continuing professional development activities for all categories of health professionals need 

to be developed, approved and implemented by the Healthcare Professional Council. 

➢ Implementation of training standards and an accreditation and licensing system should be 

supported across all health cadres. While these systems may initially focus on graduating 

and new health professionals, when practicable they should include all health professionals 

working in Lao, and include the ability to revoke licences.  

➢ Coordination and collaboration between the MoH and development partners will facilitate 

the efficient use of financial and technical support in the establishment and ongoing 

maintenance of accreditation, licensing and training systems. 
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Health information systems 

The national HMIS (DHIS2) is reliant on donor partners for almost all the financing and most of the 

technical support required to run the system. A progressive shift needs to occur to strengthen the 

financial and technical capacity within the MoH to ensure the long-term sustainability of the system.  

➢ The WHO and the Global Fund are currently working with the MoH on focused efforts to 

build the in-country capacity to support the DHIS2 system at the national, provincial and 

district levels. This support to build in-country capacity needs to be continued and 

strengthened by all development partners using the DHIS2 in Lao to support their program 

activities. 

➢ Long-term government commitment to sustained investment in HMIS infrastructure, and 

hiring and training of HMIS staff, needs to be strengthened across all levels of government 

from national down to health facility level. 
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PAPUA NEW GUINEA 

HEALTH STATUS 

Papua New Guinea (PNG) is located in the World Health Organization (WHO) Western Pacific Region, 

and is classified by the World Bank as a lower middle-income country (LMIC). PNG consists of over 

600 islands, with a highly dispersed population of which 87% live in rural areas. PNG has the largest 

population of all Pacific Island countries, estimated at 8.95 million in 2020 [World Bank, 2021a]. 

Improvement in the general health status of the population in recent decades has been slow. The 

Global Burden of Disease estimated that life expectancy at birth (both sexes combined) only 

increased by 2 years over a 30-year period, from 63 years in 1990 to 65 years in 2019, remaining one 

of the lowest levels of life expectancy in the Western Pacific Region. During the same period, the 

estimated maternal mortality ratio remained one of the highest in the region, but did achieve 

moderate decline from 315 deaths per 100,000 live births in 1990 to 230 per 100,000 by 2019 [GBD, 

2020; IHME, 2021]. Of important note, most mortality statistics for PNG are based on estimates or 

models, or are indirectly obtained. This is because the civil registration and vital statistics (CRVS) 

system in PNG has poor coverage of birth and death registration (less than 5%) and very limited 

collection of cause-of-death data [Grundy et al., 2019]. Therefore, interpretation of mortality levels 

and trends as an indicator of health outcomes should be done with due caution.  

Like other nations in the Western Pacific Region at a similar stage of development (such as Solomon 

Islands and Lao People’s Democratic Republic), PNG is in the early phases of an epidemiological 

transition, with increasing mortality rates from non-communicable diseases (NCDs), while still 

experiencing a high disease burden from communicable diseases and poor maternal and child 

health. In 2019, the leading cause of mortality (measured by all age mortality rates) was 

cardiovascular disease, with respiratory infections and tuberculosis (TB) second, and chronic 

respiratory diseases third. Gaps in the provision of basic maternal and child health services are 

demonstrated by maternal and neonatal deaths being the sixth leading cause of all-age mortality in 

2019 [IHME, 2021]. Approximately half of mothers still deliver their baby without a health 

professional in attendance [NSO & ICF, 2019], and the 2019 national health report stated that over 

recent years the number of unsupervised births has increased, while antenatal care has decreased 

[NDoH, 2020].  

Communicable disease control programs in PNG are failing to achieve internationally established 

targets. The WHO and UNICEF estimated that in 2019 national immunisation rates had declined to as 

low as 37% for measles vaccination and 35% for the third dose of the pentavalent vaccine 

(diphtheria, tetanus, pertussis, hepatitis B, Haemophilus influenzae type b) [WHO & UNICEF, 2021]. 

The recent return of vaccine-derived poliovirus was a concerning but anticipated eventuality in the 

context of failing systems. Malaria incidence was estimated to have increased during 2015–2019, 

while TB incidence remained stagnant [NDoH, 2020], with both among the highest levels in the Indo-

Pacific region [Wiltshire et al., 2020]. TB remains a significant public health concern, with national 

indicators showing stagnating and, in some provinces, declining treatment success rates. The 2020 

world TB report states that PNG is one of 14 countries globally in the high burden category for TB, 

TB-HIV and multidrug-resistant TB [WHO, 2020]. HIV infections in PNG are reported to have 

increased from an estimated 2,500 new HIV infections in 2010 to 3,300 in 2019 (an increase of about 

33%), with an estimated 51,000 people living with HIV [UNAIDS, 2020].  
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The already fragile health care system in PNG is being profoundly tested by the COVID-19 pandemic, 

due to the need to manage the impact of COVID-19 while at the same time dealing with a range of 

significant pre-existing health challenges [Wiltshire et al., 2020]. Since the beginning of the 

pandemic, PNG has recorded around 19,000 confirmed cases and 217 deaths (as of 24 September 

2021) [WHO, 2021]. True figures are likely to be much higher due to undiagnosed cases and weak 

mortality reporting systems. As of 24 September 2021, 165,000 vaccine doses had been 

administered [WHO, 2021], which is the equivalent of only 1.8% of the total population having 

received one vaccine dose. The structural complexities within PNG’s health system mean that 

provinces (and their districts) will likely have to adopt different approaches to address COVID-19, 

based on the financing and performance challenges of their respective health systems [Wiltshire 

et al., 2020].  

HEALTH SYSTEM GOVERNANCE AND FINANCING 

The PNG health system has a decentralised model, with the National Department of Health holding 

statutory responsibility for overseeing the establishment, maintenance and development of the 

health care system. The National Department of Health also has responsibility for managing 

provincial hospitals, while provincial and local governments are responsible for managing health 

centres and aid posts. A provincial health system was defined in the Provincial Health Authorities Act 

2007, under which a single Provincial Health Authority would become responsible for both hospital 

and rural health services in each province. This is slowly being implemented, but currently there is a 

dual system of management, and substantial fragmentation regarding roles and responsibilities 

between the national, provincial and district levels. Government and church-based service providers 

are the main health care providers, with both funded by the government and supplemented 

substantially by development partners. Other providers include employer-related health care 

services (agriculture, mining), non-government organisations, a small private medical sector and a 

much larger traditional sector [Grundy et al., 2019; Wiltshire et al., 2020]. From a governance 

perspective, there is considerable fragmentation of roles and responsibilities for health service 

delivery at subnational levels [Wiltshire et al., 2020]. 

Both nominal and real health expenditure in PNG has been decreasing since 2013, due to reduced 

revenue and reduced allocations to the health sector, potentially reversing past health gains [WHO 

WPRO, 2018]. A recent assessment of health financing in PNG (funded by the Australian Government 

Department of Foreign Affairs and Trade [DFAT]) highlighted that “governance is fragmented and 

ambiguity around roles and responsibilities persists” [World Bank, 2017, p. 3]. Each provincial health 

authority is responsible for financing the delivery of primary health services within their province. 

Some provincial health authorities are mainly reliant on funds from the national government, while 

others receive limited government funding due to higher levels of internal revenue, which the 

provincial government is supposed to invest into the health sector. The National Department of 

Health works with provinces to develop health service delivery plans, but these provincial plans need 

to be linked to the annual budget allocations distributed to provinces and facilities through a 

separate process led by the National Economic and Fiscal Commission. Government funding often 

does not meet the level required to deliver on the approved provincial health plans, and for the 

budget allocation that does reach health facilities, there is a lack of information on how it is used at 

the health facility level. This contributes to the current gaps in knowledge about basic health service 

unit costs, which subsequently increases the difficulty of identifying efficiencies in health service 

delivery. 
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As previously outlined, in addition to national government financing (which regularly underfunds 

rural and remote health services), internal revenue is a source of health sector funding in some 

provinces. There is a lot of uncertainty regarding roles and responsibilities of provincial governments 

in allocating internal revenue to the health sector, and as a result, the allocation to the health sector 

is generally insufficient. To add to the fiscal complexity, most of the budget available for 

rehabilitation and new capital works at health facilities is managed by the District Development 

Authorities, which is not part of the Department of Health. Coordinating capital investments and 

ensuring access to capital are highly complex. In PNG, there are no consistent plans or adequate 

processes for how to do this, and guidance is missing. The delays and unpredictability of financial 

disbursements to provincial health authorities are among the most significant and widespread issues 

affecting health service delivery across PNG [ADB, 2019]. 

PHYSICAL RESOURCES FOR HEALTH 

Deteriorating health infrastructure, limited availability of medical supplies and insufficient frontline 

health workers are significant and persistent challenges in the delivery of basic health services to the 

majority of PNG’s population [Howes et al., 2014; Wiltshire & Mako, 2014; Wiltshire et al., 2020]. 

The proportion of functioning health facilities has gradually declined in some parts of the country 

over the past 20 years. In 2014, around 30% of community-level facilities (aid posts) nationally were 

not operational, due to inconsistent availability of basic commodities, including essential 

medications, as well as a lack of health staff in adequate numbers and with the proper qualifications 

[NDoH, 2013; Wiltshire et al., 2020]. Major investment is required in health facility infrastructure, 

including water, electricity and toilets. A 2012 survey of 142 health facilities found that 67% of clinic 

rooms and 77% of health worker accommodation needed rehabilitation, only 55% of clinics had a 

year-round water supply, and only 41% of clinics had refrigeration, 40% had electricity and 50% had 

toilets [Howes et al., 2014]. 

In PNG there is very limited confidence in the integrity of the systems for procurement and 

distribution of medical supplies. National health authorities have significant deficiencies in financial 

management, and approaches to oversight of key risks are ineffective. Prices paid by the PNG 

Government to procure medical supplies are approximately 275% more than adjusted international 

reference prices [unpublished report]. Tender processes are slow, with little transparency regarding 

the tender process or evidence that value for money is prioritised, and little management or 

oversight of contractor performance. Weak planning contributes to elevated costs and the lack of 

continuity of supply, with wide variations in availability within and between provinces. Software 

solutions are not being used effectively to support efficient stock management and ordering. The 

National Department of Health continues to face significant backlog with its outstanding payments, 

and the growth in the budget for pharmaceuticals and related supplies has plateaued. Current 

funding does not reach the levels required to adequately meet the needs of the sector. With a 

reduction in Global Fund support for malaria, HIV and TB drugs, and the transitioning of GAVI support, 

adequate financing for vaccines, pharmaceuticals and other supplies needed for the health sector 

will remain a major challenge [Grundy et al., 2019]. Overall, the current processes for procurement 

and distribution of medical supplies expose serious deficiencies in the National Department of 

Health’s governance and performance, particularly with respect to leadership; culture; financial 

management; the lack of effectiveness of the Audit Committee; and the independence, resources, 

and capability of the Internal Audit branch [unpublished report].  
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A further issue with medical supplies is the insufficient testing of medicines to give assurance of their 

quality. The National Department of Health, through the Pharmaceutical Services Standards Branch, 

is responsible for overseeing the testing of medical supplies and initiating prompt action to ensure 

withdrawal of failed medicines from use. However, the current level of medical supply testing that is 

conducted does not provide sufficient assurance of the quality of the medicines being supplied to 

the population. The limited testing that is undertaken reveals a failure rate of almost 12%, with no 

record of what subsequent actions were taken [unpublished report].  

HUMAN RESOURCES FOR HEALTH 

The state of human resources for health in PNG has been described by the World Bank as a crisis 

[World Bank, 2011], with the number of professional health workers (doctors, nurses and midwives) 

estimated to be 0.52 per 1,000 population in 2018 [World Bank, 2021b]. This is well below the 

recommended WHO international standard of 2.3 per 1,000 population [WHO, 2006] and the 

Sustainable Development Goal of 4.5 per 1,000 population by 2030 [WHO, 2016]. It is also lower 

than neighbouring LMICs including Indonesia (2.8 per 1,000), Solomon Islands (2.3 per 1,000) and 

the Philippines (5.5 per 1,000) [World Bank, 2021c]. In addition, despite the majority of PNG’s 

population living in rural areas, around 52% of the health workforce are in urban areas [World Bank, 

2011]. The human resource challenges in PNG are the result of long-term underfunding by the 

government and the neglect of well-identified issues. PNG’s capacity to produce the required number 

of competent health staff is severely compromised because, at the national level, the Human 

Resources Department has been skewed towards personnel administration, as opposed to focusing 

on a more holistic and integrated approach that addresses all aspects of workforce issues. Of the 

total skilled health workforce, 30% are in administrative positions [Government of PNG, 2013]. 

The human resources for health vision and goals of the PNG National Health Plan 2021–2030 are not 

clearly articulated, nor are performance baselines established or targets set. This problem stems in 

part from the most important human resources for health issue in PNG – the lack of reliable and 

comprehensive data on the composition and distribution of the workforce [WHO WPRO, 2020]. The 

decentralised health system has contributed to the challenges of developing national systems, which 

are currently ad hoc, making strategic workforce planning and management challenging [WHO 

WPRO, 2020]. Provinces and districts are reluctant to supply accurate and timely data to national 

authorities for a variety of reasons, including “lack of understanding of the importance of such data; 

fear of exploitation of the data; privacy concerns; and lack of adequate communication 

infrastructure to send the data” [WHO WPRO, 2020, p. viii]. There is also no coordination with the 

several departments and institutions that maintain data that could be used in the absence of a 

reliable central database, including registry bodies; training institutions; payroll; Department of 

Higher Education, Research, Science and Technology; and the church health services. The reluctance 

to share data also exists at the national level [WHO WPRO, 2020]. 

The shortage of qualified health staff in rural and remote areas has been identified as the most 

significant policy and planning priority in PNG to improve population health outcomes [Grundy et al., 

2019]. The proposal in the long-term 2050 Health Vision Statement to establish community health 

posts (to replace aid posts) at the periphery of the health care system will require significant 

bolstering of the number of staff at the primary health care level, and upskilling to deliver 

competent maternal and child health, midwifery, health promotion and community awareness 

programs, among others. Health facility surveys have identified significant knowledge gaps for 
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delivery of priority government services. A delivery platform for video-based training (the mobile 

tablets of the electronic national health information system, eNHIS) is currently available, but has 

not been optimised to improve knowledge and skills in key aspects of clinical management and 

service delivery. Additionally, a lack of regular strategic consultations has resulted in training 

programs either duplicating other training programs or not responding to health sector needs and 

priorities [Grundy et al., 2019]. These factors highlight the importance of a national strategic 

workforce planning document that can improve the cohesion, and identify prioritisation, of 

workforce training across geographical regions and across health workforce cadres.  

HEALTH SERVICE DELIVERY 

Health care services in PNG are delivered through a national referral hospital (which also operates as 

a provincial hospital), provincial hospitals, subhealth/health centres and aid posts. Churches play a 

pivotal role in health service delivery, with church-run health facilities estimated to provide almost 

50% of primary health care services [World Bank, 2013]. A recent WHO report on PNG’s health 

system concluded that significant inequities in access to primary health care exist, with stagnation 

and decline in the coverage of primary health care services in recent years [Grundy et al., 2019]. In 

addition to poor access and coverage, significant variation in the performance of health facilities 

across PNG has been documented, due to the influence of different provincial contexts on 

implementation of health reforms, and availability and use of health funds [Howes et al., 2014; 

Wiltshire et al., 2020].  

A large health survey conducted across PNG in 2012, supported by DFAT, found that East New 

Britain provided superior health services in comparison to those provided by Gulf Province, although 

the extent to which these provincial performance differences could be explained was extremely 

limited [Howes et al., 2014]. A follow-up study published in 2020 sought to augment the original 

survey data to determine how health facilities, and the broader health system, were responding to 

more recent health reform initiatives. The study also investigated the factors that had contributed to 

success in East New Britain, and factors working against health service provision in Gulf Province. 

Instead of identifying factors that had contributed to success, the follow-up study found 

deterioration across several performance indicators in East New Britain (notable reductions in the 

availability of medicines, quality of health infrastructure and outreach patrol clinics conducted in 

rural communities), and further stagnation in Gulf Province, when compared to the baseline findings 

[Wiltshire et al., 2020]. Difficulties in accessing government and church health budgets were 

identified as key reasons for the observed performance challenges [Wiltshire et al., 2020]. 

In response to the continued challenges in service delivery at the primary health care level, the focus 

of PNG’s national health plan is “Back to basics: strengthened primary health care for all and 

improved service delivery for the rural majority and urban disadvantaged” [DFAT, 2020, p. 1]. To 

achieve this, the PNG Government has acknowledged the importance of working with provincial 

health authorities, and recognising that the significant disparities that currently exist within and 

between provinces in terms of capacity to deliver primacy health care services make it important 

that interventions can be adapted to the local context, rather than adopting a one-size-fits-all 

nationwide approach [Wiltshire et al., 2020].  

Development partners, including DFAT and the World Bank, have also recently shifted their 

approach to a focus on working directly with provincial health authorities. DFAT’s PNG Australia 

Transition to Health Program (PATH program) emphasises the need for development assistance from 
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Australia to “target its support geographically to maximise impact” [DFAT, 2020, p. 1], with the 

program focused on a small number of selected provinces (up to six in total), and AUD200 million 

allocated over 5 years (2020–2025). Similarly, the World Bank is providing its development 

assistance through packages for selected provincial health authorities to improve service delivery 

through the Improving Access to and Value from Health Services Project [World Bank, 2019]. DFAT 

has outlined that the concentrated focus on specific provinces will maximise impact by “piloting, 

testing and demonstrating how health services can be made more accessible and effective especially 

through primary health care for the large rural population. A focus on a small number of selected 

provinces, and an adaptive programming approach can build the evidence base for stronger policies 

and programs by the government of PNG, DFAT, and other development partners with respect to 

other provinces nation-wide” [DFAT, 2020, p. 2]. 

HEALTH INFORMATION SYSTEMS 

Since 2001, the National Department of Health has produced an annual report each year that tracks 

a set of key health indicators at the district, provincial and national levels. The theoretical process is 

that the core inputs to the national health information system (HIS), and the annual health reports, 

come from monthly summary forms designed to be completed by all health centres, subcentres and 

public hospitals and sent to their respective provincial office, which provides the data to the national 

level [Grundy et al., 2019]. While the overall completion rate for the submission of monthly 

summary forms to the national level is high (approx. 90%), there are significant issues regarding 

timeliness (with many reports not received until well into the following year) and the poor data 

quality of the summary reports [Grundy et al., 2019]. In 2015, PNG started to implement a national 

electronic HIS, referred to as the eNHIS, and by mid-2021, the system’s mobile tablets were rolled 

out to more than 600 health facilities, while the online platform was available in the health 

authorities of all 22 provinces, including church health services [Rosewell et al., 2020, 2021]. The 

system is set up to gather detailed monthly reports from over 800 health facilities (health subcentres 

and higher) on a wide variety of conditions. In some provinces, data entry on tablets has now been 

introduced at the health facility level with the aim to improve the timeliness and accuracy of health 

statistics [Rosewell et al., 2020, 2021].  

Despite numerous achievements, the PNG HIS faces many challenges in the accurate, complete and 

timely collection and analysis of health information. For the eNHIS, ensuring that health authority 

staff take full advantage of the new system remains an important challenge, and national health 

authorities must continue to strengthen staff engagement with the system [Rosewell et al., 2021]. 

Improved systems for checking data quality and addressing quality issues are required, including a 

strong feedback system to ensure that any issues identified during analysis at the national level are 

fed back to the health facility level where the data was collected. Better processes are also required 

for documenting how the national health reports should be used at the provincial level, as 

effectively no training is given to provincial health information officers in the use or interpretation of 

the national reports [Grundy et al., 2019]. 

The CRVS systems for recording births and deaths in PNG are effectively dysfunctional, with poor 

coverage of birth and death registration (less than 5%) and very limited collection of cause-of-death 

data [Grundy et al., 2019]. Despite some recent improvements due to focused efforts, hospital 

discharge data, which also includes cause-of-death data, is 5 years behind in data entry [Bloomberg 

Philanthropies Data for Health Initiative, 2017].  
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KEY RECOMMENDATIONS  

Health system governance and financing 

The PNG health system has a decentralised model, comprising a complex and fragmented health 

system structure, with ambiguity around roles and responsibilities between the national, provincial 

and district levels.  

➢ Authorities should harmonise health service delivery models, clarify and simplify 

responsibilities, and actively engage in the ongoing decentralisation dialogue regarding 

Provincial Health Authority implementation.  

➢ Subnational governments and health managers need to be supported to strengthen their 

technical skills and human resource capacity for health planning, budgeting and 

management.  

National and provincial-level budget funding streams for subnational health services are fragmented, 

with substantial ambiguity around roles and responsibilities for financing health facilities and service 

delivery at the community level. Delays and unpredictability in financial disbursements are among 

the most significant and widespread issues affecting health service delivery across PNG. 

➢ Clear accountability and responsibility for funding of government and church health service 

providers should be strengthened through legislation and oversight of both national 

government funding streams and provincial internal revenue funding streams.  

➢ Health must be prioritised in national and provincial budget execution processes, including 

with the political leadership. Advocacy is required with the Public Debt Committee that 

manages the government cash flows and determines how allocations are resourced 

throughout the year. 

➢ Facility-based budgeting, as well as direct facility funding approaches, have been piloted and 

used in different provinces. Published evidence of the implementation or outcomes of these 

approaches in PNG are not available, but anecdotal reports have outlined encouraging 

results, with improved resource availability in rural facilities. These approaches could be 

further expanded by both government and development partners.  

There is a lack of information on the budget allocations to health facilities, and how the budget is 

used at the health facility level. This contributes to the current gaps in knowledge of basic health 

service unit costs, which increases the difficulty of identifying efficiencies in health service delivery. 

➢ Financial information and budgeting systems are needed that can provide comprehensive 

and readily available information on health sector budget allocations and spending by 

institution, facility and the main economic categories of service delivery. This will support 

identification of where efficiencies in service delivery could be attained. 

Physical resources for health 

Many health facilities are operating without adequate and consistent access to basic services, such 

as potable water, sanitation and electricity. To achieve sustained improvements in health outcomes, 

it is essential that these broader determinants of health are addressed. 
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➢ Infrastructure oversight systems should be funded and implemented to ensure health 

facilities are well maintained, and adequate resources should be allocated for facility 

maintenance, especially for health posts and health centres. Basic elements for providing 

care must be ensured, including a stable supply of water and electricity, and a functional 

toilet.  

➢ The National Department of Health should strengthen partnerships and actively coordinate 

with central agencies, development partners, non-government organisations and civil society 

organisations, within and across sectors, to determine where there is ongoing capacity to 

support concerted and coordinated approaches to address the broader determinants of 

health. 

There is a lack of confidence in the integrity of the processes and systems for contract tendering, 

procurement and distribution of medical supplies. Current approaches to oversight of key risks are 

ineffective, and medical supply costs are approximately 275% above adjusted international 

reference prices. Greater transparency, accountability and financial efficiency are required in 

government processes for tendering contracts, and in the medical supplies procurement and 

distribution systems. 

➢ A special taskforce should be formed to develop and oversee an implementation plan to 

enable reforms to tender processes, and the medical supply and distribution system. Medical 

supply and distribution costs could be reduced by inviting bidding by international suppliers 

through a transparent and accountable process. 

The PNG Government needs to ensure the safety of medicines and medical supplies distributed to 

the population. The current level of testing conducted by the government does not provide 

sufficient assurance. 

➢ Sufficient budget and resources need to be allocated to the Pharmaceutical Services 

Standards Branch to undertake appropriate levels of testing of medicines and medical 

supplies, and to support the testing laboratory to work towards WHO accreditation.  

➢ Authorities should further strengthen collaboration with the Australian Therapeutic Drugs 

Administration to enhance medical testing and surveillance capabilities of the National 

Department of Health under existing agreements.  

➢ An accurate and timely register needs to be maintained of all quality issues that are 

identified and the actions that are taken. 

Human resources for health 

The National Health Plan (2021–2030) does not lay out a strategic framework for delivering the 

required human resources for health to the country over the next 10 years, rendering universal 

health coverage an unachievable aspiration. 

➢ A strategic health workforce plan that covers all cadres of health workers is urgently 

required. The plan should be based on international best practice for supporting in-country 

implementation, with support from appropriate teaching organisations. An implementation 

oversight committee should monitor the activities that move the country from the existing 

baseline to human resource targets based on WHO standards. 
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Human resource planning is extremely challenging in the absence of timely and accurate human 

resource data. Despite numerous investments towards appropriate human resource data systems, 

this remains fragmented at the national level.  

➢ National health authorities must build on previous pilots (e.g. HR Ripot) to develop a health 

workforce management system, including, for example, records of past and future training, 

to enable efficient investments and improvements in strategic workforce planning. National 

health authorities should oversee the coordination of activities of all relevant government 

agencies towards the common goal of a robust national health workforce data system. 

Health service delivery 

Difficulties accessing government and church health budgets at the provincial level are among the 

most significant and widespread issues affecting health service delivery across PNG. Fragmentation 

of national and provincial-level budget funding streams for subnational health services are a cause of 

this problem. 

➢ Clear accountability and responsibility for the on-time funding of government and church 

health service providers should be strengthened through legislation and oversight of both 

national government funding streams and provincial internal revenue funding streams.  

Strengthening service delivery at the primary health care level is a key priority and would benefit 

from being operationalised differently between and within provinces to account for significant 

differences in the capacity of subnational health systems. It is important that health service 

provision caters to local conditions and capacities rather than following a one-size-fits-all approach. 

➢ Health agendas and priorities need to sufficiently acknowledge and address the diversity of 

local conditions and capacities across PNG, and have sufficient flexibility to allow adaption 

and integration into diverse community contexts. 

➢ Improved mechanisms for consulting with local community leaders and members of the 

community are required for the planning, implementation and ongoing decision-making 

about the health services that are delivered to their community. 

➢ Robust evaluations at the provincial and district level are needed to identify factors that may 

have contributed to greater success of primary health care service delivery in some areas, 

with a view to determining their applicability elsewhere, and to identify the factors working 

against primary health care in other areas. 

➢ The PATH Program (funded by DFAT) aims to build the evidence base for stronger primary 

health care policies and programs that can be adapted and implemented nationwide. As 

evidence becomes available, an integrated approach is required from the PNG Government 

and other development partners to adapt and implement the findings.  

Health information systems 

Inadequacies in HIS human resources, both in terms of skills and required numbers, are a significant 

challenge to the accuracy, completeness and timeliness of available health information. Alignment 

between data entry workload and human resource capacity is essential. 
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➢ Long-term strategic planning and investment in HIS infrastructure and human resources is 

required across all levels of the health system from the national level down to the community 

health centre level. 

➢ Careful consideration must be given to the decision-making process about what data is to be 

collected at the health facility level, to ensure the data entry workload is in keeping with the 

current human resource capacity at the facility level where data entry occurs.  

Experience in PNG, and with other health information management system platforms, has indicated 

that improving data culture within health authorities requires a significant investment of time and 

funding to ensure authorities optimise their data systems – which can take many years.  

➢ Health authorities should be supported to transform their data cultures at all levels towards 

evidence-based decision-making and action. Significant investment is required in training and 

mentoring for managers and program officers to ensure health information systems are 

optimised. This will facilitate better identification of interregional disparities within countries 

in terms of health resources, health services and health outcomes.  

Strengthening health’s vital statistics system will facilitate strengthening of civil registration because 

the forms issued by health following a birth or death are requirements for civil registration (although 

there are exceptions). And collation of vital statistics data on births and deaths can be used to 

facilitate the identification of births or deaths not captured in the civil registration system. 

➢ Continued advocacy across the health system of the importance of timely and accurate 

issuance of vital statistics forms, and collation of these forms in health information systems, 

is required. Barriers in the health system (including workload and system capacity) need to 

be addressed.  
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SOLOMON ISLANDS 

HEALTH STATUS 

Solomon Islands is located in the World Health Organization (WHO) Western Pacific Region, and is 

classified by the World Bank as a lower middle-income country. Solomon Islands is an archipelago 

nation of more than 900 islands, of which about 300 are permanently inhabited. The estimated 

population at the 2019 census was 721,000, with around 74% living in rural areas [NSO, 2021]. While 

some improvements have been made in the general health status of the population in recent 

decades, progress has been slow. The Global Burden of Disease estimated that life expectancy at 

birth (both sexes combined) only increased by 3 years over a 30-year period, from 56 years in 1990 

to 59 years in 2019, remaining one of the lowest levels of life expectancy in the Western Pacific 

Region. During the same period, the estimated maternal mortality ratio remained one of the highest 

in the region, with only minimal decline from 294 deaths per 100,000 live births in 1990 to 280 per 

100,000 by 2019 [GBD, 2020; IHME, 2021]. The country faces considerable health challenges, 

including low immunisation levels and measles outbreaks, child malnutrition, a steady increase in 

non-communicable diseases (NCDs), continued high levels of communicable diseases, and significant 

barriers in access to family planning [MHMS, 2016; Albert et al., 2020].  

Solomon Islands was also ranked the fifth most disaster-prone country in the world in 2020, due to 

its high exposure to extreme natural events, and its vulnerability, particularly to the effects of 

climate change and rising sea levels [Behlert et al., 2020]. The country is located on the Pacific ‘Ring 

of Fire’, where 90% of the world’s earthquakes occur, and is also prone to tsunamis, tropical 

cyclones and flooding [World Bank, 2018].  

Like many countries in the Indo-Pacific region, Solomon Islands is in the early phase of an 

epidemiological transition, with increasing mortality rates from NCDs, while still experiencing a high 

disease burden from communicable diseases and poor maternal and child health. In 2019, the 

leading causes of mortality (measured by all age mortality rates) were cardiovascular disease, 

followed by cancer, and then respiratory infections and tuberculosis [IHME, 2021]. To add to the 

complexity, Solomon Islands also faces significant disease burden from injuries, with unintentional 

injuries, and self-harm and violence, among the top 10 causes of death in 2019 [IHME, 2021]. 

Responding to this increasingly complex epidemiological pattern is a major challenge for the 

Solomon Islands health system. 

Determining how to strengthen the health system within the constraints of limited financial and 

human resources is a major challenge for Solomon Islands [WHO WPRO, 2015]. Successive national 

strategic health plans have highlighted the need to prioritise prevention, and health system 

efficiency and effectiveness [MHMS, 2016], as well as the importance of health services reaching the 

entire population, especially those most vulnerable and geographically isolated. Priority objectives 

outlined in the most recent strategic health plan are focused on improving maternal and child 

health, and addressing communicable and non-communicable diseases [MHMS, 2016]. Like all 

countries around the world, Solomon Islands has been affected by, and needed to adapt to, the 

emergence of COVID-19. Fortunately, the direct health effects of COVID-19 have been relatively 

limited. Since the beginning of the pandemic, Solomon Islands has recorded only 20 confirmed cases 

and no deaths, with 97,000 vaccine doses administered (as of 24 September 2021) [WHO, 2021], 

which is the equivalent of 13% of the total population having received one vaccine dose. 



Solomon Islands 

P a g e  | 87  

HEALTH SYSTEM GOVERNANCE AND FINANCING 

The Ministry of Health and Medical Services (MHMS) is the central actor in the Solomon Islands 

health system, and functions as funder, regulator and provider of nearly all services. 

Non-government organisations (NGOs) and faith-based service providers supplement government 

services, particularly in rural areas, and the private sector has a very minimal role [WHO WPRO, 

2015]. The central government is in the process of decentralisation of public service responsibilities, 

with the aim of improving access to health services and promoting a more people-centred health 

system [MHMS, 2016]. The success of decentralisation is yet to be determined, but the technical 

capacity of provincial health offices and area health centres in planning, budgeting and management 

of health service delivery will strongly influence the long-term performance of the system [Whiting 

et al., 2016].  

Strong governance and accountability are essential requirements for MHMS to achieve its aim of 

improving efficiency, quality and equity of health service delivery [World Bank, 2018]. Detailed and 

extensive governance and accountability provisions, including the Public Financial Management Act 

and roadmap, the Partnership Arrangement for the Health Sector Wide Approach (SWAp), and the 

Role Delineation Policy have been developed and endorsed by the Solomon Islands Government, 

MHMS and development partners. More needs to be done, however, to assess their implementation 

and use to routinely review the performance of MHMS, development partners and central agencies 

(i.e. Ministry of Finance and Treasury; Ministry of Development Planning and Aid Coordination), to 

determine if efficiency, quality and equity gains are being achieved [World Bank, 2018]. 

The Solomon Islands health system is characterised by moderate levels of health expenditure 

relative to national income. Health sector spending as a proportion of gross domestic product was 

estimated to be 4.5% in 2018, which is above the average for lower middle-income countries 

globally (4.1%), and above neighbouring countries (Indonesia 2.9%, Papua New Guinea 2.4%, 

Vanuatu 3.4%) [World Bank, 2021a]. The health system is financed through general government 

revenue and external donor funding, with minimal out-of-pocket spending by the population – an 

essential component of universal health coverage. External donor funding constitutes around 40% of 

health sector spending, and while some funding levels have started to decline (which is projected to 

continue), the contribution from donor funding remains substantial [World Bank, 2018]. The health 

system is currently facing significant additional costs, particularly from the increasing levels of NCDs, 

that will need to be absorbed, with limited potential for increased government or donor funding 

[WHO WPRO, 2015; World Bank, 2018].  

To maintain low out-of-pocket spending, one of the key strengths of the current health system, 

additional resource requirements will have to be financed through greater efficiency within the 

health system [WHO WPRO, 2015; World Bank, 2018]. To address fiscal constraints, MHMS has set 

about defining the packages of care that should be available at different levels of the health system, 

from the national referral hospital to aid posts. The focus is on controlling the breadth of the 

packages it aims to deliver to the entire population, until either greater efficiency within the system 

or increased financing is available to expand the package to include additional services and 

resources [MHMS, 2016]. As stated by MHMS, “part of the reason for our lacklustre performance 

has been that we have tried to do too many things without making sure the basics are delivered to 

the whole population. We don’t have the resources to do everything immediately, so we need to 

prioritise” [MHMS, 2016, p. 15]. A recent World Bank report outlined that large expenditure items 
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and large return for investment should be the initial focus of efficiency analysis in Solomon Islands; 

large expenditure items include human resources, and their distribution, numbers and skill mix, and 

large return for investment includes preventive interventions, primary health care and targeting of 

vulnerable populations [World Bank, 2018]. 

To improve efficiency in the health sector, it is important that MHMS has a clear understanding of all 

available health sector resources (money, staff, infrastructure), and how they are being used. The 

National Health Strategic Plan (2016–2020) highlighted that community-level activities undertaken 

by MHMS, and many of those of development partners, were fragmented, resulting in gaps and 

overlaps in health service delivery and missed opportunities to share and maximise resources 

[MHMS, 2016]. The health sector would benefit from increased efforts by MHMS and development 

partners to work together on more integrated approaches to managing health resources and health 

service delivery. Complete and timely access to development partner budget (including multiyear 

projections) and expenditure data would facilitate this process [World Bank, 2018]. While significant 

improvements have been made in recent years, gaps still remain [MHMS, 2017]. The 2018 

independent evaluation of health sector support (funded by the Australian Government Department 

of Foreign Affairs and Trade [DFAT]) rated development partner performance lower than previous 

years, with all performance indicators scored as only partially met, and almost half of development 

partners unable to provide multiyear commitments or on-time disbursement of funds [Kiessler, 

2019]. The independent report also concluded that previous evaluations by MHMS could have more 

critically assessed development partner performance, given that there was no evidence of changes 

in development partner practices to try and meet the performance indicators they had agreed to as 

part of the Partnership Arrangement for the Health SWAp [Kiessler, 2019]. 

PHYSICAL RESOURCES FOR HEALTH 

There is an urgent need to improve physical health infrastructure across the country, including the 

national referral hospital and all facilities down to the community level. Most facilities were built 

over 30 years ago and have not been well maintained [MHMS, 2016], and many provinces have 

health facilities that are closed [World Bank, 2018]. There are serious shortages of clinical equipment 

and medical supplies at most facilities, with hospitals often relying on old and poorly maintained 

medical, diagnostic and surgical equipment. Supplies such as medicines are improving, but still reach 

only around 73% of primary care facilities [MHMS, 2016]. At the same time, asset management and 

maintenance for all types of capital equipment (e.g. fridges, radiography equipment) has been 

inadequate for many years, with some facilities reporting being underequipped, while others have 

valuable medical equipment sitting unused outdoors or in facility corridors [World Bank, 2018]. 

Continued inadequate staffing of MHMS units responsible for health infrastructure and for 

procurement and distribution of medical supplies are key areas that need to be addressed to 

improve the quantity and quality of physical infrastructure and equipment, and availability of 

medical supplies [World Bank, 2018].  

Primary health care facilities (i.e. area health centres and rural health clinics) in many areas of the 

country are particularly in need of urgent upgrade and repair. In addition to a lack of basic medical 

equipment, many facilities are operating without adequate and consistent access to water and 

sanitation [Lorgelly et al., 2015]. A survey of all health care facilities across the country in 2020 

reported that only 62% of health facilities had access to basic water, and the quality of water in 

those facilities was often poor, with 33% of facilities categorised as having ‘unsafe water’ (definition 
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not provided). Only 1% of health facilities had access to basic sanitation, 79% had limited sanitation 

and 18% did not have a toilet. Area health centres, rural health clinics and nurse aid posts were the 

least well-resourced facilities [Solomon Islands Government, 2021]. To achieve sustained 

improvements in health outcomes, it is essential that the broader determinants of health such as 

water and sanitation are addressed. MHMS has established partnerships with other ministries as 

part of a government-wide approach to improve water and sanitation, not only at health facilities 

but also in communities. Partnerships have also been established with NGOs and civil society 

organisations. These multisectoral partnerships across 21 organisations resulted in the 

implementation of 655 Rural Water Supply, Sanitation and Hygiene projects across the country 

between 2015 and 2020, 49 of which were health facility projects. However, the 2020 health facility 

evaluation shows that substantial work is still required [Solomon Islands Government, 2021].  

HUMAN RESOURCES FOR HEALTH 

The number of professional health workers (doctors, nurses and midwives) in Solomon Islands was 

estimated to be 2.3 per 1,000 population in 2016 [World Bank, 2021b]. This is in line with the 

recommended WHO international standard of 2.3 per 1,000 population [WHO, 2006], but would 

require a doubling of the current workforce by 2030 to achieve the Sustainable Development Goal 

(SDG) of 4.5 per 1,000 population [WHO, 2016]. It is also lower than some neighbouring lower 

middle-income countries including Indonesia (2.8 per 1,000) and the Philippines (5.5 per 1,000), but 

well above Papua New Guinea (0.52 per 1,000) [World Bank, 2021b]. It has been noted that the SDG 

goal for health workforce sufficiency does not take into account the challenges in delivering care to 

highly decentralised populations dispersed over thousands of islands and atolls [Regional Committee 

for the Western Pacific, 2015]. While region-specific thresholds to guide workforce adequacy in 

these contexts have not been developed, individual countries have devised human resources for 

health plans and targets that take into consideration local conditions; in Solomon Islands, this has 

been done through the Role Delineation Policy and integrated service delivery packages [Whiting 

et al., 2016]. 

In Solomon Islands, the health workforce is primarily nurse based, with a well-trained nursing 

workforce providing the backbone of service delivery in rural areas [WHO WPRO, 2015]. Over 75% of 

the country’s doctors are based at the national referral hospital and large urban clinics in Honiara, 

where less than 15% of the population reside [McIver et al., 2021]. The number of doctors has 

rapidly increased following the return of a large number of medical students trained in Cuba. This 

has placed considerable cost onto the system, and raised concerns about the ‘job readiness’ of 

returning overseas-educated doctors and the resource-intensive need to provide additional primary 

care-focused training and mentorship [Pacific Community, 2016; Gilbert et al., 2019]. Strategic 

workforce planning is weak, with limited absolute numbers in most workforce cadre, and substantial 

workforce deficits in areas such as medical laboratory staff, radiographers and radiologists, and 

other allied health professionals. High staff turnover is a constant issue, largely due to financing 

constraints, along with the migration of some specialised health workers to other countries for 

better salary and working conditions. The Role Delineation Policy is helping address some of the 

health workforce issues, by clearly outlining the workforce needs to facilitate better workforce 

planning. However, strong and coordinated workforce planning and management of all health 

cadres needs to remain a long-term priority to strengthen the equitable distribution of the health 

workforce across the population.  
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HEALTH SERVICE DELIVERY 

The health service delivery system in Solomon Islands comprises a national referral hospital, 

provincial and church-run hospitals, area health centres, rural health clinics and nurse aid posts. The 

primary care system delivers health interventions through health facilities, and outreach and 

community level programs, through a nurse-run provincial primary care system [WHO WPRO, 2015]. 

Considerable inequities exist in access to health care between and within provinces, and particularly 

in poor and rural populations [World Bank, 2018; Craig et al., 2020]. For example, the capital, 

Honiara, reports almost 100% skilled birth attendance and immunisation coverage; however, these 

estimates are inflated because people travel to the capital to access services, which they believe are 

either not available, or not of sufficient quality, at the primary health care facilities closer to their 

home [WHO WPRO, 2015; MHMS, 2016].  

To support the achievement of universal health care, the National Health Strategic Plan 2016–2020, 

and the associated Role Delineation Policy and integrated service delivery packages specify the roles 

and responsibilities of facilities at different levels of the health system, as well as what services 

should be available and who should provide them. Policy implementation aims to help strengthen 

service delivery across the country by providing a better understanding of what is expected at each 

level of service delivery, and what the resourcing needs are to bring facilities in line with the policy 

expectations while also reducing wastage [World Bank, 2018]. The policy has been applied to 

18 rural health clinics and area health centres and has identified considerable gaps between current 

services and those required by the policy, and the need for considerable investment to bridge these 

gaps. The Role Delineation Policy has also been used to help reduce wastage in the health sector by 

increasing the understanding of divisional and facility absorptive capacity (e.g. quantity and skill of 

staff), so that MHMS and development partner budget allocations are aligned with what the facility 

has capacity to implement, rather than funds being unspent [World Bank, 2018].  

HEALTH INFORMATION SYSTEMS  

Solomon Islands has implemented the open-source web-based District Health Information System 

version 2 (DHIS2) as the main health information system (HIS) in the country, with a gradual 

transition from paper to electronic records [Wangdi et al., 2020]. At the primary health care level, 

patient information is still predominantly recorded into paper-based systems, with DHIS2 used for 

data entry and collation at provincial and national levels. While electronic data entry at the health 

facility level is the long-term aim, supporting this expansion will be challenging and very resource 

intensive. Strengthening the current weaknesses in DHIS2 use should be the short-term aim before 

further expansion of the system. 

DHIS2 is said to be the world’s largest health information management system, with implementation 

in 73 low- and middle-income countries [University of Oslo, 2021]. While access to the DHIS2 

software is free, the associated in-country costs of implementing and maintaining the required 

infrastructure, staffing, training and on-the-ground continued support are substantial, and need to 

be carefully considered and planned for in order for any electronic HIS to be successful [Craig et al., 

2021]. The DHIS2 is managed centrally by the Health Information Unit, with regular input from 

provincial divisions who are responsible for collating data collection from health centres. MHMS has 

focused on integrating previously parallel reporting systems maintained by externally funded 

national programs into the ‘Core Indicator Set’ within DHIS2, and while there are ongoing data 
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quality challenges, these are gradually being addressed. Parallel reporting systems have been 

reduced, with previously separate information systems for HIV, tuberculosis, child and maternal 

health, and malaria programs now integrated into DHIS2 [Craig et al., 2021], and no major health 

programs continuing to report exclusively outside of DHIS2 [World Bank, 2018]. While data accuracy, 

reporting levels and timeliness still vary considerably across geographical regions, gradual 

improvements have been seen over the past 5 years since the DHIS2 system was introduced [World 

Bank, 2018].  

Evaluation of DHIS2 performance in Solomon Islands and identification of priority areas that need to 

be strengthened has primarily focused on disease-specific inputs into the system. For example, a 

recent evaluation of malaria case reporting identified significant performance issues, with data 

completeness ranging from 39% to 90%, and only 5% of reports submitted on time (i.e. by the 15th 

of each month) [Wangdi et al., 2020]. Like many other health information systems across the 

Indo-Pacific region, inadequate human resources, both in terms of skills and required numbers, has 

been identified as a significant challenge to the accuracy, completeness and timeliness of available 

health information [World Bank, 2018; Wangdi et al., 2020]. Additionally, a common perception that 

the purpose of health information is simply to enable submission of reports to the national level, 

with no practical application at the community level, has been identified as a challenge [Wangdi 

et al., 2020]. Feedback should be seen as a form of training, and regular feedback to the provincial 

and health centre level about the quality of the data they are collecting, and how the data has been 

used to guide decision-making, is an important mechanism that can directly address the causes of 

poor-quality data and enhance awareness of the importance of health information. Due to 

inadequate availability of human resources at the national and provincial level to provide this 

feedback, and the lack of an established mechanism through which feedback can be efficiently 

disseminated, there are gaps in the provision of this feedback to provincial and health facility level 

[Wangdi et al., 2020]. 

Overall, the DHIS2 system is regarded as having strengthened the availability of health information 

in Solomon Islands in recent years [World Bank, 2018; Kiessler, 2019]. The main challenges still to be 

addressed are ensuring an adequate amount of human resources for data entry, collation, analysis 

and dissemination across the health system; ensuring that the scope of the DHIS2 expands in 

alignment with the human resource capacity on the ground for data entry; strengthening training 

and refresher courses in use of DHIS2; ensuring consistent lines of feedback from national to 

provincial and health centre level; and improving HIS data culture within health facilities to ensure 

the value of accurate and timely health information is recognised. Addressing these challenges will 

require long-term planning and investment, as well as coordination of all agencies working in the 

health sector (MHMS, development partners, NGOs) to ensure that parallel health information 

systems are not used, and that data collection expectations (i.e. the number of variables) are aligned 

with the human resource capacity on the ground [Wangdi et al., 2020]. 
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KEY RECOMMENDATIONS  

Health system governance and financing 

Strong governance and accountability are essential requirements for MHMS to achieve its aim of 

improving efficiency, quality and equity of health service delivery. Governance and accountability 

could be strengthened across central government agencies, all levels of MHMS and development 

partners, through provisions that already exist in endorsed documents (e.g. the Public Financial 

Management Act and roadmap; Partnership Arrangement for the Health SWAp). The 

implementation and use of these documents to routinely review performance could be 

strengthened. 

➢ Subnational governments and health managers need to be supported to strengthen their 

technical skills and human resource capacity for health planning, budgeting and 

management.  

➢ MHMS, with development partners when relevant, need to ensure implementation of 

required governance and accountability provisions, and use of these provisions for routine 

performance assessment, with close attention to financial and health output data analysis 

within and across provinces. 

With limited capacity to increase government funding, and with decreases in donor funding, 

increasing the efficiency of health spending and associated cost savings will likely remain the most 

important source of additional funding for the health sector in the near-to-medium term.  

➢ It is important that MHMS continues to conduct efficiency analysis on identified priority 

areas, implement change and regularly monitor progress. Initial focus should be on large 

expenditure items and large return for investment areas. 

➢ Efficiency should be considered in the ongoing refinement of the Role Delineation Policy, and 

where opportunities to save costs and enhance care exist, they should be capitalised upon. 

The health sector would benefit from increased efforts by MHMS and development partners to work 

together on more integrated approaches to resource management and service delivery. Complete 

and timely access to budget (multiyear projections) and expenditure data from development 

partners, and on-time disbursement of funds, would facilitate this process. 

➢ Development partners need to provide MHMS with their complete budget and expenditure 

data in a timely manner, to enable MHMS to integrate this information into their planning 

and budgeting processes. Disbursement of funds also needs to be on time. 

With the increasing burden of disease from NCDs, and the long interaction with health services that 

treatment and management of NCDs often requires, there is an even greater need to ensure that 

funding and resource allocation for preventive and promotive population health interventions and 

health care service delivery are strengthened, in addition to strengthening multisectoral approaches. 

➢ Funding and resource allocation for preventive care and health promotion need to be 

strengthened, including multisectoral approaches, particularly at the primary health care 

level. Long-term funding needs to be secured to ensure that programs and interventions that 
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are implemented can run for long enough to achieve reductions in disease burden before the 

effectiveness is evaluated, particularly for NCDs.  

Physical resources for health 

Serious shortages of clinical equipment and medical supplies have been reported at most health 

facilities. However, some facilities have valuable equipment sitting unused outdoors or in facility 

corridors. Inadequate funding and staffing for medical equipment maintenance and for MHMS units 

responsible for medical supply procurement and distribution need to be addressed. 

➢ Funding and human resource capacity of the MHMS biomedical department needs to be 

strengthened to ensure it can undertake its responsibility for medical equipment 

maintenance. 

➢ Current gaps in human resource capacity in the MHMS infrastructure, procurement and 

distribution units need to be addressed.  

Many health facilities are operating without adequate and consistent access to basic services, such 

as potable water and sanitation. To achieve sustained improvements in health outcomes, it is 

essential that these broader determinants of health are addressed. 

➢ MHMS should continue to strengthen partnerships and actively coordinate with central 

agencies, development partners, NGOs and civil society organisations, within and across 

sectors, to determine where there is ongoing capacity to support concerted and coordinated 

approaches to address the broader determinants of health. 

Human resources for health 

Strategic workforce planning is weak, with limited absolute numbers in most workforce cadre, and 

substantial workforce deficits in medical laboratory staff and other allied health professionals. The 

Role Delineation Policy is helping to highlight the current gaps, but a long-term strategic workforce 

planning and management strategy is required to address the identified gaps. 

➢ A strategic health workforce plan that covers all cadres of health workers is required.  

Medical doctors in Solomon Islands are currently trained overseas. Concerns about the job readiness 

of returned graduates have been raised, particularly with regard to their capacity to work at the 

primary care level with minimal supervision.  

➢ Additional training and mentorship are required for returned graduates to ensure they have 

the skills and capacity to deliver quality care at the primary health care level. 

Health service delivery 

Considerable investment has been made to develop the detailed and useful Role Delineation Policy 

and integrated service delivery packages. Operationalising the policy across the country and 

addressing the identified gaps between policy expectations and the current situation on the ground 

is an enormous task that will require a collaborative and coordinated approach across the health 

sector and, where appropriate, with development partners.  
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➢ Partnerships between MHMS, provincial health divisions and the national referral hospital, 

as well as partnership coordination among stakeholders, need to be strengthened, to 

operationalise the Role Delineation Policy, address identified gaps in provision of services and 

ensure a continuum of care across the health system. 

➢ A substantial investment of resources is required across all levels of the health system to 

operationalise the Role Delineation Policy and develop appropriate strategies to address the 

identified gaps.  

Health information systems 

Inadequate HIS human resources, both in terms of skills and required numbers, is a significant 

challenge to the accuracy, completeness and timeliness of available health information. Alignment 

between data entry workload and human resource capacity is essential. 

➢ Long-term strategic planning and investment in HIS infrastructure and human resources is 

required across all levels of government (e.g. national, provincial, health centre). Training 

and refresher courses in use of DHIS2 are important to improve the quality and efficiency of 

data entry and analysis. 

➢ As the DHIS2 ‘Core Indicator Set’ is expanded, careful and considered decisions need to be 

made about variables for inclusion, to ensure the data entry workload is in keeping with the 

current human resource capacity where data entry occurs. 

Regular feedback to the provincial and health centre level about the quality of the data they are 

collecting, and how the data has been used to guide decision-making, is an important mechanism 

that can directly address the causes of poor-quality data and enhance awareness of the importance 

of health information. Regular feedback to the provincial and health facility level is currently lacking, 

due to a paucity of available human resources at the national and provincial level to provide this 

feedback, and the lack of an established mechanism through which feedback can be efficiently 

disseminated. 

➢ Current gaps in the provision of feedback to all levels of the health sector involved in 

collecting and collating health information need to be addressed. The provision of feedback 

will require strengthening of human resource capacity to provide this feedback, which is 

currently lacking.  

➢ Strategic planning is needed to identify efficient mechanisms through which feedback can be 

provided to subnational levels, in a format that facilitates its use. 

➢ Advancements in health information systems are strongest when they are demand driven 

from within a country. In the longer term, consideration needs to be given to how health 

information can be made more accessible at the health facility level in a form that can be 

manipulated on demand to support decision-making (such as interactive dashboards). Such 

tools can raise awareness of the value of data and, in turn, increase demand for more 

accurate and timely data collection. 
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VIETNAM 

HEALTH STATUS 

Vietnam is located in the World Health Organization (WHO) Western Pacific Region, and is classified 

by the World Bank as a lower middle-income country (LMIC). In 2020, the population was estimated 

to be 97 million, with around 63% living in rural areas [World Bank, 2021a]. Improvements in some 

key population health indicators at the national level have been achieved in recent decades. The 

Global Burden of Disease (GBD) estimated that life expectancy at birth (both sexes combined) 

increased from 69 years in 1990 to 74 years in 2019, remaining one of the highest levels of life 

expectancy among LMICs in the region throughout the past 30 years. During that time, maternal 

mortality was estimated to have declined from 50 deaths per 100,000 live births in 1990 to 17 per 

100,000 by 2019 [GBD, 2020; IHME, 2021]. However, the plausibility of the GBD estimate for 

maternal mortality in 2019 requires further investigation as it is inconsistent with the Ministry of 

Health’s (MoH’s) goal of reaching 54 maternal deaths per 100,000 live births by 2020 [MoH, 2019] 

and is half the level estimated by other sources for the same period [World Bank, 2021a]. Wide 

disparities remain in many health indicators between rural and urban areas, across different 

geographic regions, and among poor and vulnerable population groups [MoH, 2016]. For example, 

the MoH states that maternal and infant mortality in some mountainous areas is three to four times 

higher than in urban areas [MoH, 2016]. Vietnam also has one of the most rapidly aging populations 

in the world, which is significantly increasing the demand for health services and costs in the health 

sector [GSO, 2021].  

Like many countries in the Western Pacific region, Vietnam is undergoing a significant 

epidemiological transition, with increasing mortality from non-communicable diseases (NCDs), while 

still experiencing a high disease burden from communicable diseases and poor maternal and child 

health. In 2019, the leading causes of mortality (measured by all age mortality rates) were 

cardiovascular disease, followed by cancer, and then diabetes and chronic kidney disease, with 

mortality rates for these three disease categories increasing substantially since 1990. Respiratory 

infections and tuberculosis were ranked the fourth leading cause of death in 2019, with around a 

50% decline since 1990; and maternal and neonatal deaths ranked twelfth, with an 84% decline 

since 1990 [IHME, 2021]. Responding to this increasingly complex epidemiological pattern, 

particularly the substantial and sustained increase in disease burden from NCDs, is a major challenge 

for the health system of Vietnam.  

The most recent MoH Health Plan (2016–2020) asserts that the MoH is committed to enhancing the 

capacity and performance of the health system and creating “a solid foundation for the 

development of an equitable, effective, quality and sustainable health system” [MoH, 2016, p. 20]. 

The health plan acknowledges that major health system challenges exist, including the increasing 

costs of health care, while government investment in health remains low and development partner 

funding is decreasing. The persistent large gaps in per capita income between regions and 

population groups, and the high poverty rates in some areas, especially in ethnic minority areas, all 

present challenges for Vietnam’s goal of achieving universal health coverage (UHC) [MoH, 2016]. 

Like all countries around the world, Vietnam has been affected by, and needed to adapt to, the 

emergence of COVID-19. Since the beginning of the pandemic, Vietnam has recorded around 

770,000 confirmed cases (around 0.8% of the population) and 19,000 deaths, with 36.8 million 
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vaccine doses administered (as of 23 September 2021) [WHO, 2021], which is the equivalent of 

around 38% of the total population having received one vaccine dose. Vietnam was praised for its 

early and effective action against COVID-19 in 2020, which resulted in significantly lower case rates 

than in neighbouring countries and globally [Nguyen Thi Yen et al., 2021; Van Nguyen et al., 2021]. 

However, from June 2021, tens of thousands of cases, and thousands of deaths, have been recorded 

each week [WHO, 2021].  

HEALTH SYSTEM GOVERNANCE AND FINANCING 

The MoH is responsible for managing all health-related policies and services in Vietnam. The health 

system has a decentralised governance structure, with the national MoH responsible for developing 

health policies and technical guidelines, and monitoring policy implementation, while local 

authorities are responsible for the management of health-related activities in their provinces [Oanh 

et al., 2021]. Low human resource capacity at the subnational level to efficiently manage health 

facilities has been identified in some areas, with a World Bank report outlining that only 30% of 

managers in health facilities had received any training in management, and 95% self-reported that 

they lacked management skills [World Bank, 2014]. The health system in Vietnam is organised across 

four levels: national, provincial, district and commune level. The national level comprises highly 

specialised tertiary hospitals located in urban centres, while the provincial and district levels offer 

tertiary and secondary care, and the commune level delivers basic primary care and prevention 

services on an outpatient basis [Lee et al., 2019]. The health service delivery network includes both 

public and private providers, with the public sector playing a more substantial role, providing 

services to 83.4% of total inpatients and 72.1% of total outpatients [Oanh et al., 2021]. 

Health expenditure has remained steady over the past two decades at around 5–6% of gross 

domestic product, and at 5.9% in 2018, was higher than in many neighbouring LMICs including Lao 

(2.2%) and the Philippines (4.4%), and was comparable to Cambodia (6%) [World Bank, 2021a]. The 

MoH has highlighted, however, that the current level of government investment in the health sector 

does not meet the financial needs of the health system or the health care needs of the population 

[MoH, 2016]. Of total health expenditure in 2018, 46% was estimated to come from government 

expenditure, while 45% came from out-of-pocket (OOP) expenditure [World Bank, 2021a]. OOP 

expenditure remained steady at around 37% of total health expenditure between 2002 and 2011, 

but since 2012 has steadily increased each year [World Bank, 2021a]. Several studies have 

demonstrated that high OOP expenditure and subsequent catastrophic health expenditure is more 

common among rural versus urban populations [Lee et al., 2019] and among poor versus wealthy 

populations [Kien et al., 2016], compromising the achievement of UHC in Vietnam [Van Minh et al., 

2013]. Development partner funding as a proportion of total health expenditure has remained low, 

at less than 6% since 2000 and declining to 1.8% by 2018 [World Bank, 2021a]. 

There are several components that contribute to the high OOP expenditure in Vietnam. Firstly, 

because of concerns about quality of care at commune health centres, many people will go straight 

to higher-level facilities, such as district or provincial hospitals, when seeking care [Hoa et al., 2019; 

Lee et al., 2019]. This situation is exacerbated by the Vietnamese Social Security reimbursement 

policy because patients who bypass lower-level facilities are still reimbursed, but the patient 

co-payment required at district and provincial hospitals is higher, consequently increasing OOP 

expenditure. Additionally, since 2008, hospitals have had financial autonomy to establish price lists 

at their discretion for auxiliary services, and the high cost of services that are not reimbursed by the 
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social health insurance system is the financial responsibility of the patient [Trieu et al., 2008]. 

Thirdly, the current fee-for-service scheme used to pay providers incentivises them to overprescribe 

drugs and technology, and focus more on using high-profit technology, further increasing OOP 

expenditure [Lee et al., 2019]. The strong positive association between visit frequency in high-level 

facilities and increased OOP expenditure and risk of catastrophic health expenditure requires urgent 

attention from the Vietnamese Government, not only to ensure the financial protection of the 

population, but also because “bypassing primary health care and crowding into high-level hospital[s] 

is one of the biggest sources of inefficiency in health care throughout the whole country currently” 

[Lee et al., 2019, p. 9]. 

There are two types of government-run health insurance schemes, with all individuals categorised 

into either compulsory or voluntary health insurance. Compulsory insurance is offered to the elderly, 

children under age 6, students and financially disadvantaged people, with the remainder of the 

population eligible for voluntary insurance [Hoa et al., 2019]. Since the introduction of health 

insurance in 1992, coverage has continued to increase to around 91% of the population by 2020, 

with the remaining population not covered mostly from the informal sector and rural areas [Oanh 

et al., 2021]. Despite the high level of population coverage of health insurance, several studies have 

found a null or modest effect of health insurance on reducing OOP expenditure or catastrophic 

expenditure in Vietnam [Kien et al., 2016; Hoa et al., 2019; Lee et al., 2019]. This is likely due to the 

limited coverage amounts subsidised by the government, with Lee et al. [2019] outlining that 

“continuous effort to improve social health insurance for the last decade has mainly focused on 

expanding coverage to a larger fraction of the population rather than deepening the coverage” [p. 8]  

PHYSICAL RESOURCES FOR HEALTH 

The MoH reports that substantial investment is being made in health infrastructure to reduce 

hospital overcrowding and improve health service quality across all levels of the health sector, with 

several hundred provincial and district hospitals constructed in recent years [MoH, 2016]. Funding 

for infrastructure and maintenance of primary care health facilities, however, does not seem to have 

been given equal priority over the past decade [MoH, 2016]. Development partners have recently 

committed substantial investments over the next 5 years to support the MoH to expand and 

improve health infrastructure at the primary care level. The Grassroots Health Service Delivery 

project is one of the most recent and largest initiatives focused on improving the quality of care at 

the community level, with improvements to physical infrastructure a key component of the project 

[VietnamPlus, 2020; Oanh et al., 2021; World Bank, 2021b].  

According to the MoH, the costs of pharmaceuticals in Vietnam have remained stable and sensibly 

priced over recent years, with Vietnam Social Security increasingly enhancing its role in controlling 

drug prices and costs paid by social health insurance [MoH, 2016]. However, other sources have 

reported that regulation of procurement and pricing for medicines and medical equipment is weak 

and needs to be strengthened [Oanh et al., 2021], with evidence of unethical inflation in medicine 

prices [Nguyen et al., 2017] and corrupt practices in drug prescribing [Nguyen et al., 2018]. Nearly 

50% of pharmaceuticals used in Vietnam are domestically produced, with the ‘Vietnamese people 

prioritize domestically produced drugs’ project increasing the use of locally produced drugs to as 

high as 80% in some hospitals [MoH, 2016]. The MoH also reports that the quality of medicines 

remains high, with 100% of large enterprises that import and trade drugs achieving Good Supply 

Practice (GSP) compliance, and all factories producing chemical pharmaceuticals achieving Good 
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Manufacturing Practice (GMP) compliance [MoH, 2016]. However, the number of counterfeit drugs 

in Vietnam is reported to be quite high, with a report of the EU-Vietnam Business Network 

confirming that Vietnam’s pharmaceutical market suffers from the proliferation of counterfeit drugs 

and a lack of certified pharmacies and pharmacists [EU-Vietnam Business Network, 2015]. 

HUMAN RESOURCES FOR HEALTH 

The number of professional health workers (doctors, nurses and midwives) in Vietnam was 

estimated to be 2.3 per 1,000 population in 2016 [World Bank, 2021a], which is lower than some 

neighbouring LMICs like the Philippines (5.5 per 1,000), but much higher than in Cambodia (1.2 per 

1,000) and Lao (1.3 per 1,000) [World Bank, 2021a]. It is also in line with the recommended WHO 

international standard of 2.3 per 1,000 population [WHO, 2006], but will require a substantial 

increase to achieve the Sustainable Development Goal of 4.5 per 1,000 population by 2030 [WHO, 

2016]. The distribution of the health workforce across the country remains inequitable and is an 

ongoing challenge for the government. In its most recent health plan, the MoH outlined that 

“remuneration for health workers is unreasonable, wages and allowances for them are low and not 

commensurate with their study and performance whereas their working conditions are hard, 

especially in mountainous and rural areas” [MoH, 2016, p. 20]. MoH efforts to try and strengthen 

the rural health workforce have included in-service training, financial incentives, and personal and 

professional support. For example, between 2009 and 2014, the government introduced a decree 

that made rural health workers eligible for an additional 70% of basic salary as an allowance for their 

first 5 years of rural service, and in 2014, the government announced a decree that promoted health 

workers with more than 3 years of rural service to civil servants. A civil servant position is regarded 

as a stable and promising career, and therefore provides strong incentive for rural service [Zhu et al., 

2019].  

Concurrent incentives to recruit health workers to more developed areas of the country, however, 

have diminished the potential positive effects of rural workforce incentives. Because health facilities 

in major cities tend to receive more investment on infrastructure and equipment, they are able to 

offer higher income and housing subsidies, better working conditions and greater opportunities for 

professional development [Zhu et al., 2019; Oanh et al., 2021]. At the same time, the private sector 

is also growing and gradually attracting more qualified health staff to private facilities with its 

promise of better pay and benefits [Oanh et al., 2021]. This highlights the importance of a 

coordinated national strategic health workforce plan that has the support and adherence of all levels 

of the health system and the private sector. Otherwise, qualified health workers will continue to be 

concentrated in urban hospitals, while leaving positions vacant at rural primary care health facilities. 

As highlighted by Zhu et al. [2019, p. 8], “the effectiveness of interventions is inevitably influenced 

by the effectiveness of governance (in the health sector and beyond) and the relationship between 

the public and private services”, which reinforces the importance of a strong national strategic 

workforce plan that is endorsed by all levels of government and the private sector.  

HEALTH SERVICE DELIVERY  

Health service delivery in Vietnam occurs across four levels of the public health system: national, 

provincial, district and commune health centre. As previously outlined, because of concerns about 

the quality of care provided at the health centre level, many people will bypass primary care facilities 

and go straight to higher-level facilities, such as district or provincial hospitals [Hoa et al., 2019; Lee 
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et al., 2019; Hoa et al., 2020]. The abolishment of the health facility referral system in 2016 is 

identified to have contributed to this situation, with an increase seen in the number of patients who 

visited district hospitals, while the patient volume at health centres decreased. The reduced use of 

health centres reduced service revenues and the availability of financial incentives for rural health 

workers, and, as a result, many rural health workers left their positions [Zhu et al., 2019]. Recent key 

informant interviews with health workers further highlighted the issues created by this situation: “In 

the past, every insured patient has to go to the health centers first while now they can directly go to 

the district hospitals or other health centers if they like … Patients have tendency to go to the district 

hospitals because there are more health services they can use there. The patients think that health 

workers at district hospitals have higher qualification and are better equipped. The list of essential 

medicine is also more diverse in the district hospitals” [Zhu et al., 2019, p. 6]. 

To increase the use of community health centres, the MoH has focused on improving the quality of 

both health infrastructure and health staff [Hoa et al., 2019]. Efforts to improve the quality of health 

staff have primarily been through reforms across all levels of the health system, with additional 

targeted interventions at the primary health care level. In 2009, a legal framework mandating 

educational institution accreditation and health worker licensing and continuing education was 

introduced [Ellner et al., 2015]. Between 2012 and 2015, the MoH issued competency standards for 

nurses, midwives and general practitioners, as well as professional standards and functions for each 

health facility level, and in 2017, the MoH launched the Health Professionals Education and Training 

for Health System Reforms Project [WHO, 2018]. However, the MoH Health Plan (2016–2020) 

highlights that these quality controls for training institutions and health staff are not being 

effectively used or enforced [MoH, 2016]. At the health facility level, even though tools exist to 

guide evaluation and tracking of the quality of health services, this is not being undertaken due to a 

lack of human resource capacity.  

The Grassroots Health Service Delivery project implemented by the MoH is one of the most recent 

and largest initiatives focused on improving the quality and use of community health services. The 

project has funding from the Asian Development Bank (USD110 million), the World Bank 

(USD80 million), other development partners (USD25 million) and the Vietnam Government 

[VietnamPlus, 2020; Oanh et al., 2021], and aims to improve the quality of both the physical 

infrastructure and the health workforce at the community level [VietnamPlus, 2020; Oanh et al., 

2021; World Bank, 2021b]. There is little published documentation of project activities or outcomes, 

but as evidence becomes available it will be important to assess its value in informing policy 

development and future interventions ad investments.  

HEALTH INFORMATION SYSTEMS 

Development of the health information system (HIS) in Vietnam is currently guided by the HIS 

Development Strategic Plan for the period 2014–2020, which sets out a vision to 2030 [MoH, 2016]. 

The availability of health information has increased substantially in recent years, with the MoH 

publishing an Annual Health Statistics Yearbook since the late 1990s, with the most recent 2018 

yearbook comprising almost 300 pages of detailed tabulations of health indicators [MoH, 2019]. 

However, the quality of the data included in these publications, and its national representativeness, 

particularly of rural and remote areas, has been questioned. Significant issues in the quality of health 

data collection, collation, analysis and dissemination still remain across the country, with the MoH 

stating that “the quality of information has not been improved markedly. Information provided by 
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health facilities and localities is neither timely nor complete; there lacks information from private 

health facilities and health units of other ministries. IT application in data processing, analysis and 

reporting is limited. Most statistical indicators are collected through routine reports with inaccurate 

and unavailable data” [MoH, 2016, p. 12].  

A regional meeting on malaria elimination in 2018 outlined that although the surveillance system for 

malaria in Vietnam used to be web-based, it had recently returned to a paper-based system, reliant 

on aggregated data reports from the primary care levels to be sent to the national level for analysis. 

While the return to a web-based reporting system was planned in coming years, significant system 

challenges needed to be addressed, including limited human resources, financial support and 

information technology infrastructure; and data quality issues around accuracy, timeliness and 

completeness, data use for decision-making, and surveillance system assessment [WHO, 2019].  

Disparity in information technology literacy of physicians and health workers at all levels of the 

health system is contributing to the current challenges around the use of the HIS [Bui et al., 2021]. 

Human resource capacity building in HIS knowledge and skills is needed, as well as effective 

feedback mechanisms to ensure that data quality issues can be addressed in a timely way. In 

addition, for data that is collected and analysed, unclear data dissemination mechanisms limit its use 

as a decision-making tool for health managers [Dang et al., 2021]. Addressing the current challenges 

that Vietnam faces in its HIS system will require long-term planning and investment in the HIS, as 

well as strong governance and coordination mechanisms for data reporting across all levels of the 

health system and all agencies working in the health system (i.e. public, private providers). 
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KEY RECOMMENDATIONS  

Health system governance and financing 

The Vietnam health system has a decentralised governance structure, with local authorities 

responsible for the management of health-related activities in their provinces. Low human resource 

capacity to efficiently manage health facilities has been identified in some areas. 

➢ Health centre managers need to be supported to strengthen their technical skills and human 

resource capacity for health planning, budgeting and management. 

The current level of government investment in the health sector does not meet the financial needs 

of the health system or the health care needs of the population. 

➢ Greater advocacy for an increase in government expenditure on health is required.  

When seeking care, many people bypass community health centres, due to concerns about quality 

of care, and go straight to district or provincial hospitals. This increases levels of OOP expenditure 

and catastrophic health expenditure, particularly among rural and poor populations, and is one of 

the biggest sources of inefficiency in health care throughout the country. 

➢ Quality of care at health centres needs to improve to increase service utilisation.  

➢ The components that currently contribute to high OOP in district and provincial hospitals 

need to be addressed, that is, higher co-payment rates, financial autonomy for pricing 

auxiliary services and dominance of the fee-for-service payment system. 

The social health insurance scheme has been shown to have minimal effect on reducing OOP 

expenditure and the risk of catastrophic health expenditure. 

➢ Efforts to improve social health insurance need to focus on expanding the depth of the 

package (i.e. the services that are covered by the scheme and the coverage amounts), 

particularly for poor and vulnerable groups, rather than exclusively focusing on expanding 

coverage to a larger fraction of the population.  

Physical resources for health 

Funding for infrastructure and maintenance of community level health facilities does not seem to 

have been given equal priority as tertiary centres over the past decade; however, substantial 

investments have been committed by development partners over the next 5 years to support the 

MoH to expand health infrastructure at the primary care level. 

➢ As evidence becomes available of the specific activities and outcomes of recent large 

investments made by the government and development partners in long-term health 

infrastructure projects, particularly the Grassroots Health Service Delivery project, it will be 

important to assess its value in informing policy development and future investments in 

health infrastructure. 

There are conflicting reports about the current efficiency and transparency of processes for 

procurement, distribution and pricing of medicines and medical supplies, and quality testing.  



Vietnam 

P a g e  | 104  

➢ Further information is required to determine whether the current policies and regulatory 

frameworks governing the procurement, distribution, pricing and quality of medicines and 

medical supplies require review and strengthening. 

Human resources for health 

The success of government incentives to recruit and retain health workers in rural areas are 

compromised by the concurrent implementation of similar incentives by public and private health 

facilities in urbanised areas, often with greater ability to offer higher salaries and housing subsidies 

to recruit and retain staff.  

➢ Stronger communication and coordination are needed across all levels of the health system, 

and between the public and private sectors, through legislative mechanisms if required, to 

formulate long-term health workforce strategies that facilitate the equitable distribution of 

the health workforce across the entire health sector. 

➢ Strengthened MoH governance is required to limit the private sector’s capacity to recruit 

health workers away from the public sector, particularly at the primary care level.  

Health service delivery 

The abolishment of the health facility referral system in 2016 is reported to have contributed to 

patients bypassing community health facilities and going directly to district and provincial hospitals 

when seeking care. 

➢ Consideration should be given to changing the open referral policy in the health insurance 

system so patients must first visit primary care providers to obtain referrals to higher-level 

service providers. 

Low utilisation of community health centres is related to concerns about the quality of care these 

facilities provide. Several mechanisms exist to support quality improvements across all levels of the 

health system; however, use and enforcement of these mechanisms is lacking. 

➢ The regulatory capacity of the MoH needs to be strengthened to ensure educational 

institution accreditation and health worker licensing and continuing education mandates are 

enforced.  

➢ All health facilities, particularly community health centres, need to be supported in 

evaluating and tracking the quality of health services they provide. 

➢ In addition to concerns about quality of care, there may be other factors contributing to low 

utilisation of community health centres, and these factors need to be identified and 

addressed. 

Health information systems 

Long-term investment in HIS infrastructure and human resources are required.  

➢ Long-term investment in HIS infrastructure, and hiring and training of HIS staff, needs to be 

strengthened across all levels of government from national down to health facility level.  
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➢ Significant investment is required to train and mentor program officers and health 

authorities to transform the data culture at all levels of the health system, to ensure the 

importance of timely and accurate health information is recognised and highly valued. 

Regular feedback to all subnational levels of the health system about the quality of data being 

collected, and how data is being used to guide decision-making, is an important mechanism that can 

directly address the causes of poor-quality data and enhance awareness of the importance of health 

information. Regular feedback to the subnational and health centre level is currently lacking. 

➢ Current gaps in the provision of feedback to all levels of the health sector involved in 

collecting and collating health information need to be addressed. The provision of feedback 

will require strengthening of human resource capacity to provide this feedback.  

➢ Strategic planning is needed to identify efficient mechanisms through which feedback can be 

provided to subnational levels, in a format that facilitates its use. 
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