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_ HIC changes
=0)] BIogIcal changes

Healtigsy/stem changes

New Health Targets
Within reach ofi the health system

With partners




w%raphic Transition

‘A@V@ Off pepulation, associated

WithRaEClines im mortality and

fertiiby:

Growing global pepulation,
Increased mobility, urbanization,
more adults living alone, more
single parents




!I £ evorid: Pepulation is Ageing
iropqir eifpopuUlation aged 60 and over,
Oy COUNTYACAIEgory, 1950-2050
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A’olggic Transitions
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WEREIRENRAULES O diSease:
INOW Gellelesdisease burden
rglehal leading cause of death,

morerbianetes Mellitus, more injuries,
more mental health proeblems

And In communicable diseases
Global focus on HIV/AIDS, TB and Malaria
And millions still undernourished

Better understanding of poverty/health links in both
groups




EPEEmIBIEEICHIansition (trends & projections)
DAREROVAeECCcAlSE group 1990 - 2020
IIMEEVEIeRIErcolntries (haseline scenario)

-

Communicable diseases, maternal and
perinatal conditions and nutritional

' deficiencies

Injuries

Neuro-psychiatric ds.

Non-communicable conditions

1990 (%) 2020 (%)

DALY = Disability-Adjusted Life Year Source: WHO, Evidence, Information and Policy, 2000



é; NORESItyIS 0N the Rise
@J BUIdevelbped and developing countries)
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Australia

Years 1980 & 1989

England

Years 1980 & 1995

Samoa

Years 1978 & 1991

Source: WHO Tech Report 894, 2000
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W[.Héﬁlth Disparities

g2t
Vet Rate

Maternal
Mortality
Ratio

Life Expectancy
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3.4

5.9

New Zealand

512

Papua New
Guinea

Lao PDR




/,f' el gesipaealth care
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| Fleelfig c*\mc*',:, change Is slow/unbalanced
Glob@l@tion as mixed impact on health:

.0, skillga health professionals leave
developing countries for higher incomes

More people know about more health care
they cannot afford/access

Demand generation by providers puts pressure
on patients
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AhelEEsSpIte Y eform efforts

8

Jzlfin systems [eimain under-funded
" Ro ereipuessiate 1n nealthrcare still unclear
StewaIgshipiis weak, lacks coordination

Lack eifdiEection regarding essential public
nealth functiens

Lack of direction for PHC
_ack of regulation for use of private sector




ographic Change
lour and Lifestyles

Gover_we nd Stewardship

Poverty and Health
Inequalities

Some are covered by the Millennium
Development Goals

What can national health systems do now?




ew Health Targets

ar( N/ hle\ve safe and rational use of
Health services

VASSUIMPLBHENERUSE IS safe and rational, then
WCe petter used

essinegualities

ess adverse effects

ess misuse

petter compliance
Improved health eutcomes

Examples: Safe and rational use of drugs,
Injections, medical equipment and blood.




1> Safe and rational drug use
eisReduce anti-microbial
,f@sistance (AMR)

to first line drugs in WP Region:
TE . - 40 9% primary MDR
Malaria 80% (Choroquine)
Pneumop‘QO% penicillin R to S. pneumonia
Diarrhoea  90% Shigella dysentries
Gonorrhoea 5 - 98% penicillin R

Why: inappropriate Dx, Rx, sub-standard drugs
Financing and “interference”
Hygiene and sanitation

can these be dealt with?




' S EXxample 2: Safe Blood
PePAssure safe and rational
nsfusmn Services

IRCHEESE Voeluntary bleod donation

‘@trahze pleed banks/services
Improve transfusion practices
(lalberatory procedures, recording)
Achieve rational and appropriate use




REMBVE revenue generating
2SS iieerevider payment
‘I
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SlezleNRceERVes/rewards through
 edicabbR/AEsearch opportunities

-

Allow Terincreased revenue from non-
medicallysessential elements

Change the nature of profit in health
care
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é@' € o Elarce personal health care
3 OO prepayment

DEVEIopImEChanismsifor all population

~ .S

Cmib Oy felF those Who can pay Iin

Social assistance for those who cannot

Assure comprenensive benefit package with
preventive services and approach




B Elrance public health care
tl foLie)r] general tax revenues

8

REUGE SCOPE...

BUENIRLERSIiy effiorts to assure public

Healt
M eriealth premotion

Moreron education of health workers,
With academia

More study/analysis of variations
More on regulation, accreditation,
all components of quality assurance




hleve pPetter management
es — publlc and private

e the status ef the management
~ functio ealth care

-

Developiwaysito reward accountability

Allocate resources/spend more on
maintenance, Infermation systems




aY0ets that require
PANENETShips

E
REMIEMBER thethealin situation. ..
L FElderdyNIvineralone, single parents
INEQRUVENESEECTS Bff Urbanization

PeeFRIuigierRin new:vulnerable groups

T'he pressures of providers and of advertising
In this centext

Ildentify new partners to reach the health
system targets above
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'/fa;rr SL6H BUildinew partnershlps
.oc,r.vvem government and .
AlndustRy=terdevelop safe products, drugs,
ViR PIeRHAENMESSATES through advertising

e Laleli=ierdevelop and use bargaining
powerj@e thy work, healthy products

.. CIVIIFSEEIewy — to understand the value of
goed healtia; What IS reguired to achieve safe and
rational health care,

to promote behavioural change among providers
and consumers, and

to assist government in providing support to
vulnerable populations/individuals




;/‘,_-r L Conclusion

E
ZuENalsSyStenis shiplid achieve what they can do
'Qe- prirstisuiretgnrthnersalie and rational approach

Vel r\m 2@rand managed progress will feed
t

achie

Achievement™will:
generate better resource use

give health systems the credibility to undertake the bigger
and more complex Issues

promote improved health behaviour by the
population/consumers




