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Abstract: The South Asian region, home to more than one-fifth of the global population (1.74
billion), is at a crucial juncture in health system evolution, where it can leverage the new social
and economic order by way of reducing health disparities, enhance population health, and
be crisis resilient. Health systems oriented towards Public Health Care (PHC), that integrate
essential public health functions, are better positioned to detect, respond to, and recover from
crises. To that end, PHC-oriented health systems will support the Universal Health Coverage
(UHC) movement, and advance the wider agenda of sustainable development in the region.
This paper is an exploratory study to understand the healthcare status of the countries through
review of published health service data, articles, reports, and interactions with some public
health professionals. Based on the same, the authors attempted to summarize the current
health care status of the SAR countries and suggest the way forward.
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Preface

The public healthcare system in countries of South Asian Regional Cooperation
(SAR), including India, Pakistan, Bangladesh, Nepal, and Sri Lanka, places
significant emphasis on Primary Health Care (PHC). On record, 1-74 billion people,
corresponding to 22% of the global population, live in south Asian countries. SAR is
dynamic and undergoing numerous changes. The regions capacity to reduce health
disparities, enhance population health, and be crisis resilient will largely decide its
place new global economic system. The effect of demographic, and epidemiological,
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transitions, such as the growth of the aging population and the escalation of the
burden posed by non-communicable diseases, are also increasingly apparent in this
region, with a consistent rise in population numbers, an ageing population, and a
significant burden from both communicable and non-communicable diseases, and
high out-of-pocket (OOP) spending. In South Asia, the core principles of PHC,
such as concern for equity, community participation, intersectoral coordination,
appropriate technology and health promotion, have historically been an integral part
of policy intent , , ;. All five countries were signatories to the Alma Ata Declaration
in1978 , . .. made noticeable progress since the early days of commitment to PHC.
In all five countries, the foundation of a hierarchical health delivery structure in
the public sector, with a broad base for PHC service delivery, has been established,
though the structure varies in specifics . All five countries have established
Community Health Worker (CHW) programs. Overall gains in the region with
regard to prevention and control of infectious diseases, and improved maternal and
child health outcomes have been noted.

Objectives

This study on the current health status of South Asian Association for Regional
Cooperation (SAARC/SAR) countries aims to provide a preliminary, comprehensive
overview of the region’s health landscape with the objectives of —

« Mapping the Current prevalence of diseases

+ Analyzing primary health care performance.

« Analyzing gaps in the health system and infrastructure.

 Identifying regional similarities and disparities.

« Examining environmental and socio-economic factors.

« Considering emergency preparedness and response.

o+ Identifying opportunities for regional cooperation.

With the above objectives, the study attempted to analyze the current health
status in SAR countries, explore the disparities in health infrastructure, focusing on
the rising burden of non-communicable diseases and low public health spending.

Methods

In conceptualizing this paper, the author drew upon the Astana Declaration definition
of PHC, which describes three inter-related components of PHC, including integrated
health services; empowered people and communities; and multisectoral policy and
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action. Although PHC performance might be reported at the provincial, regional,
or national level, we have preferred the use of national estimates wherever available
to facilitate comparisons across SAR countries. The methods for our review were
multifold: a targeted literature review; data repositories; and appraisal of personal
experience of manuscript authors. For the purpose, a targeted literature review with
the use of PubMed, supplemented by a non-indexed literature search to collate the
evidence on the framework-specific quantitative and qualitative indicators of the
WHO-UNICEF PHC measurement framework were done. Thematic analysis of the
available data, using thematic categorization to identify trends in health system, was
done. Besides, media reports and health publications were analyzed. Public health
professionals holding working experiences in SAR countries were interacted with
to get suitable understanding of the healthcare systems prevalent in the countries.

Outline-of the demographic and economic conditions across selected south
Asian countries, the disease burden and the performance of health systems is given
below (figure 1)

SAR COUNTRIES -

Bangladesh
Pakistan
Sl Lanka

India
Nepal

Demographic status

Total population in 2021 (in millions)

g

Urban population in 2021 (%)

Population older than 65 years in 2021 (%)

Life expectancy at birth in 2020

Fertility rate (births per woman)

Economic status®

GDP per capita in 2021 (US$ PPP)

GDP growth in 2023 (annual %)

Poverty headcount ratio at $2-15 a day in 2017 PPP (% population) 49% 13%

Disease profile (proportional morbidity percentage)””

Maternal disorders

Neonatal preterm birth

Diarrheal diseases

Nutritional deficiencies

Stunting among children younger than 5 years

Malaria

HIV/AIDS

Tuberculosis

Cardiovascular diseases

Hypertensive heart disease

Diabetes

Neoplasms

Mental disorders

Injuries

PHC markers (%)*

Immunisation of 1-year-old children with DPT3 in 2021

Skilled birth attendance in 2019

Hypertension treatment coverage (by latest specified year) I 34-9% 16% 9-5% | 223%

Figure 1: Source: The Lancet Global Health 2024 paper
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The figure above provides an overview of demographic and economic
conditions across SAR nations, the disease burden and performance of health
systems. The color gradients highlight the highest, high, middle, low, and lowest
values of indicators.

The overview of primary health care in the region from a situational perspective

is projected below (figure 2)

Bangladesh India Nepal Pakistan SriLanka
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S = | skilled birth attendant, village health supervising public health

worker, and community midwife midwife, and field officer

Union health centre, rural health Subcentre—Health and Wellness Health posts Basic health units Primary care medical units,

centre, and family welfare centre Centre (now renamed as municipal clinics
] Ayushman Arogya Mandir)
2
? Medical officer, sub-assistant C ity health officer, Health assistant, auxiliary nurse Medical officer, lady health Medical officer, nursing officer,
E community medical officer, nurse, multipurpose health worker and midwife, auxiliary health volunteer, dispenser, trained birth dispenser, public health midwife,
o and patient care attendance worker, senior auxiliary nurse and attendant and wound dresser and attendant

midwife, and senior auxiliary health
worker

Upazila Health Complex Primary Health-care Centre Union health centre, primary Rural health centre Divisional hospitals (A, B, and C)
T Ayushman Arogya Mandir, Urban | health-care centre
2 Primary Health-Care Centre
g
£ Maternal child welfare officer, Medical officer, nurse, pharmacist, | Medical officer, health assistant, Medical officer, nurse, lady health Medical officer, nursing officer,
o medical officer, residential medical and lab technician nurse, auxiliary health worker, volunteer, nursing assistant, dental pharmacist, and dispenser
%‘ officer, nurse, lab technician, auxiliary nurse midwife, lab technidian, vaccinator and lab
I pharmacist, skilled birth attendant, technician, and village health technician

and family planning officers worker

From the above framework it is noticeable that in SAR nations, public health
services are delivered by clearly defined government agencies. Public Health Care
structures are arranged in a hierarchical fashion at the community, primary (first
point of facility contact), and higher primary (first referral point) levels. Even though
things vary quite a bit between different countries in South Asia, when it comes to
how they deliver primary health care (PHC) services in rural versus urban areas,
there’s a noticeable trend. In rural areas, community health workers are really woven
into the fabric of the PHC services, making everything run smoothly. However, in
the bustling urban settings, things tend to be more improvised and less organized.
The operation of primary healthcare in rural and urban regions significantly differs
due to several important factors. It depends on how accessible these locations are
geographically, the level of trust and acceptance people have for community health
workers, and presence of medical doctors and health facilities. Additionally, the
distinct cultural elements and varying health requirements influence the manner in
which activities are conducted in each region.
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Observations

Based on the above methodology adopted, the essential PHC domains of health
protection, health improvement, and health service status of the SAR countries, as
analyzed, can be enumerated briefly as follows-

Decentralized Administration: The countries typically have a three-tiered
governance structure with policy making and oversight at the central level, and
responsibility of service delivery delegated to the lower tiers of the government .
A few studies have shown a positive effect of devolution of PHC governance on
service utilization in Pakistan, India, and Nepal, , , , whereas the potential benefits
of decentralization on the reduction in inequities does not appear to have been fully
realized due to differential political and bureaucratic support, local capacities, clarity
in responsibilities, and the perceived autonomy of community representatives in
decision making and the degree to which the locally made decisions are accepted for
planning, budgeting, human resource management, and service delivery.

Governing with community involvement. Community engagement in the
region is facilitated through the institutionalization of statutory health committees,
hospital boards, and councils for oversight, advocacy, and social mobilization ,
13- The SAR has examples of models of successful community empowerment, such
as BRAC’s Shasthya Shebika community health worker programme in Bangladesh,
the Self-Employed Women’s Association’s Shakti Kendras in India, Sarvodaya
programmes in Sri Lanka, and many more ,, ..
played a crucial role in accelerating integrated human development with the focus

These civil society-run models have

on social factors influencing health, fostering social mobilisation and community
action for health, raising awareness on socially important issues, delivering health-
16,17 However, they have had a poor effect
The ambiguity in roles and function, constrained

care services, and promoting equity (
as a governance structure . .
financial resources and administrative skills, absence of power to enforce decisions,
and low recognition and incentivisation are important explanatory factors that
cripple meaningful participation of members in the health committees through
these health committees.

Initiatives with cross-sectoral governance: Multisectoral action is one of the
three pillars of PHC to address social, behavioural, environmental, and commercial
determinants of health Although multisectoral action has been featured in

national health policies

20,21)°

(o its full potential remains under-utilized in the region

due to political and technical factors. First, PHC and the factors influencing health
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outcomes have not been adequately framed in political agendas. Second, instead of
adopting a leadership role, the health sector tends to play a minimal supporting role
for cross-sectoral policies, due to implicit ministerial hierarchies. Third, different
departments and ministries have distinct mandates and priorities, undermining
coordination for multisectoral action ,, ,,.

Partnership with the private sector: The private sector delivers about 50-69%
of outpatient treatment across the SAR countries and owns a substantial pool of
health-care resources in the region. Various models of engagement with private
sector providers, such as contracting-in, contracting-out, voucher systems,
mobile health services, ambulances, insurance, subsidies, legal dual practice for
doctors, private sector and community involvement in the management of PHC
facilities, and participation of informal providers in poliovirus vaccination drives

and treatment for tuberculosis have been implemented However, different

conceptual understandings of public—private partnershzisp’zgzgmong stakeholders,
political affinities, antipathy from government PHC staft due to apprehension of
job loss, increased accountability under private sector management, and delayed
payments have led to sub-optimal implementation of public-private partnerships.
Funding: Actual expenditure on PHC as a proportion of total public
health financing is much lower than the aspirational commitments in policy
documents. SAR countries have helped spur innovation in negative user fees
through the introduction of demand-side conditional cash transfers in the social
sectors including nutrition, education, women’s development, and health (28,29 Such
interventions have typically been put in place to promote health-care utilisation by
offsetting financial costs and incentivising healthy behaviours. They hold a unique
relevance in the SAR, a region with extant multidimensional deprivations and
have been associated with increased PHC utilization. However, health financing
systems are negatively affected by high fragmentation, low-risk pooling, and passive
purchasing with predominantly input-based resource allocation and rigid vertically
oriented financial flows. Devolution has improved financing in a few areas. However,
inefficiencies due to delayed funding release from the central level, and weak budget
planning and fund absorption capacities at provincial and district level remain ..
Human Resources in health care: The region has substantially expanded the
pool of human resources, with 3-17 community health workers per 10000 citizens.
However, the region is yet to attain WHO’s density threshold of 44-5 health workers

per 10000 population ,,. SAR countries have adopted different measures to ensure

(32
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equitable access to quality health-care workforce, such as strengthening health
workforce governance through formation of human resources for health units and
accreditation bodies, development of related policies and plans, such as decentralised
recruitment, and development of workforce information systems. However, the
region struggles to achieve an appropriate skill-mix and concentration of human
resources is skewed towards urban areas, which implies a need for innovative
strategies to retain PHC providers particularly in rural areas.

Availability of medications and medical supplies: The essential service packages
at PHC level list medicines and diagnostics to be provided at no cost to the
population. The SAR countries list a number of medicines varying from 91 to 228
drugs in their essential medicine lists, which are to be provided at first point-of-care
health facilities. The medicines for maternal and child health are widely available at
public PHC facilities in the SAR. However, availability of drugs for NCDs in these
health facilities is sub-optimal in the countries, except for Sri Lanka ,,. Despite
the existence of standard treatment guidelines, unnecessary use of medicines is
widespread in the region due to non-adherence to the guidelines and infrequency of
clinical and prescription audits. The mean percent of prescriptions with antibiotics at
PHC facilities in SAR countries was reported to be 50-6%, with the lowest antibiotic

prescription rate of 23-6% in Sri Lanka , .. The governments in SAR have established

price control mechanisms for a range (3;? medicines (60-376 drugs) across nations,
but this initiative has not been sufficient to remove financial barriers for access to
medicines ,, . Notably, adequate budgetary allocations, scientific demand estimation
and inventory management, well maintained distribution systems, and digitally
enabled quality control mechanisms have improved the availability of medicines at
PHC facilities in a few provinces across the sub-continent .

Health information systems and digital technologies: The SAR countries already
have non-digital systems in place, but there are a few noteworthy challenges that limit
the use of data in evidence-based decision making for PHC. First, there is a varied
degree of completeness and quality of data . Second, the private sector, which
provides more than half of outpatient primary care, is not mandated to provide
information via standard health information system tools, leading to incomplete data
on available resources, overall utilisation of PHC services, and related performance in
terms of quality of care (access, continuity of care, comprehensiveness, effectiveness,
safety, and efficiency). Third, infrastructural constraints and poor digital literacy

among community health workers in SAR restricts the uptake and use of digital
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information systems Fourth, insufficient coordination and interoperability

within and between v:f‘)ious tiers of healthcare (primary, secondary, and tertiary
care) leads to fragmented and duplicate data ,,. Nevertheless, the countries are
moving steadily to promote interoperability through policies and standards for
the adoption of digital technologies, with addition of digital initiatives, such as
virtual healthcare services, digitized point-of-care testing, disease surveillance and
monitoring, supply chain management, e-prescriptions, decision support systems,
and artificial intelligence, have been deployed in the region to bridge the gaps in
PHC service delivery , ..

Care models: The region has three-tiered government health systems with multi-
tasking PHC teams in defined catchment areas, partly integrated with the secondary
and tertiary carefacilities, to promote care continuity. But the sub-continent falls short
of establishing a gatekeeping mechanism through the PHC system, due to challenges
at the PHC, level including resource constraints, inconvenient consultation hours,
staff absenteeism, and absence of a functional referral system, which, combined,
lead to low utilization of the government PHC system for treatment of outpatients,

with the exception of in Sri Lanka Cultural competency i.e. the ability to

interact effectively with individuals f(r?)r‘i) diverse cultures with suitable awareness
to meet others’ cultural, and linguistic needs, in the health-care workforce is also
constrained by high workload, minimal exposure to PHC settings during pre-
service period of the medical professionals, and doctors’ disinterest in PHC roles
as opposed to specialist roles ,, . The fragmentation of service, siloed organization
across sectors, and few channels of communication between care providers poses
additional challenges for the care continuum. The countries have initiated modest
steps to strengthen management and accountability systems through developing
cadres that manage healthcare delivery at the district or cluster levels (Sri Lanka and
India), team-based incentives in PHC (India), and the generation of unique patient
identifiers to integrate health care in Bangladesh, India, and Sri Lanka . The
evidence suggests there is inadequate outpatient consultation time per patient in the
region, ranging from 48 s to 4 min, augmented with substantial scope to improve

respectful care to increase people’s satisfaction with the public health system .

The path ahead

SAR is home to more than one-fifth of the world’s population. This region accounts
for 27% of global communicable, maternal, neonatal, and nutritional diseases, and
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23% of global NCDs. The SAR also reports 21% of the global mortality due to all
causes, with 25% of premature deaths. The region is currently challenged with health
inequalities that persist across provinces and economic strata, healthcare set ups
location and waiting times, and economic instability in some countries that make
advocating for increased healthcare investment difficult. The region, therefore, needs
to bolster its actions to alleviate disease heavy load for both social and economic
development. PHC provides a cost-effective strategy to close the equity and
efficiency gaps, especially during the current poor financial situation in the region.
SAR countries have initiated reforms to strengthen the building blocks for PHC
between 2018 and 2023, however there is a need to rethink strategies around the
philosophy of PHC and to act beyond established frameworks. The overall pathway
emphasizes moving beyond traditional facility-base care to a comprehensive, whole-
of-society approach to achieve universal health coverage (UHC).

To bridge the gap between academic frameworks and field-level implementation,
the surfaced evidence strongly supports practical, context-sensitive policy actions
based on successful regional experiences. For example, scaling up India’s AB-PMJAY
model, which has effectively improved healthcare access for millions through
nationwide portability and simplified beneficiary processes, would significantly
strengthen financial protection. Nepal's community-involved national health
insurance initiative provides another actionable blueprint, demonstrating improved
PHC coverage outcomes through active stakeholder engagement. Meanwhile, Bhutan
and Sri Lanka offer proven tax-funded universal healthcare models that significantly
reduce out-of-pocket spending and ensure equitable access. Thus, policy measures
emerging out of stakeholder engagement and learnings from regional best practices
should offer a workable route that could secure suitable gains in health outcomes
and fair PHC implementation throughout south Asia region countries. South Asia
is confronted with a critical issue that requires confronting both persistent infectious
diseases and the rising tide of NCDs while also strengthening foundational health.

Acknowledgement

The authors express sincere gratitude to Experts associated with the Ministry of Health &
Family Welfare, Government of India, PATH, and UNICEF for their kind inputs on the subject
and guiding the study.

Conflict of Interest: Authors declare no conflict of interest.

Funding: No funding for the study was availed from any sources in the public, private and non-
government organizations.



196 | Gautam Kr Ghosh, Anand Jaiswal and Narender Sindhi

References

Regional office for south-east Asia. South-East Asia regional strategy for primary health care:
2022-2030. 40 p; https://www.who.int/publications/i/item/9789290229094

Van Weel, C., Ryuki, K., Waris, Q., Raman, K., Kanu, B., Pramendra, P. G, ... & Howe, A. (2018).
South Asia. In Primary Health Care around the World (pp. 89-95). CRC Press.

Black, R. E., Levin, C., Walker, N., Chou, D., Liu, L., & Temmerman, M. (2016). Reproductive,
maternal, newborn, and child health: key messages from disease control priorities 3rd
edition. The Lancet, 388(10061), 2811-2824.

Evans, J. - Grant, J.P. - Pharm, A.B.: Comprehensive case study from Bangladesh primary health
care systems (PRIMASYS) Available from: http://apps.who.int/bookorders; Date: 2017

Government of Nepal: National health policy Nepal: 2019; Google Scholar
Government of India: National health policy India 1983: Google Scholar

Rajapaksa, L. - De Silva, P. - Abeykoon, A. - et al.: Sri Lanka health system review; New Delhi
2021

https://iris.who.int/handle/10665/342323

Prinja, S., Purohit, N., Kaur, N., Rajapaksa, L., Sarker, M., Zaidi, R., ... & Rao, K. D. (2024). The
state of primary health care in south Asia. The Lancet Global Health, 12(10), e1693-e1705.

De Alwis, R. (2020). Federalism or devolution of power? Sri Lanka’s perspectives. Asia & the
Pacific Policy Studies, 7(1), 124-130.

Zaidi, S. A, Bigdeli, M., Langlois, E. V,, Riaz, A., Orr, D. W, Idrees, N., & Bump, J. B. (2019).
Health systems changes after decentralisation: progress, challenges and dynamics in
Pakistan. BM]J global health, 4(1).

Seshadri, S. R., Parab, S., Kotte, S., Latha, N., & Subbiah, K. (2016). Decentralization and
decision space in the health sector: a case study from Karnataka, India. Health policy and
planning, 31(2), 171-181.

Ministry of Health and Family Welfare, Directorate General of Health Services, Community
Based Health Care programme, WHO Bangladesh; Independent evaluation of community-
based health services in Bangladeshhttps://www.who.int/docs/default-source/searo/
bangladesh/pdf-reports/2019-20/cbhs---report-2019.pdf?stvrsn=fdecaade_2

Naher, N., Balabanova, D., Hutchinson, E., Marten, R., Hoque, R., Tune, S. N. B. K., ... & Ahmed,
S. M. (2020). Do social accountability approaches work? A review of the literature from
selected low-and middle-income countries in the WHO South-East Asia region. Health
policy and planning, 35(Supplement_1), i76-196.

Lahariya, C., Roy, B., Shukla, A., Chatterjee, M., De Graeve, H., Jhalani, M., & Bekedam, H.
(2020). Community action for health in India: evolution, lessons learnt and ways forward



Health Status of SAR Countries - An Inquest | 197

to achieve universal health coverage. WHO South-East Asia journal of public health, 9(1),
82-91.

Bhutta, Z. A., Bang, A., Afsana, K., Gyawali, B., Mirzazada, S., & Jayatissa, R. (2018). Rethinking
community based strategies to tackle health inequities in South Asia. Bmyj, 363.

Bang, A. A, Bang, A. T,, Bang, R., Deshmukh, M., Soni, K., & Baitule, S. (2022). Reduced
incidence of maternal health conditions associated with the home-based newborn care
intervention package in rural Gadchiroli, India: a 13 years before-after comparison. Journal
of Global Health Reports, 5.

Chowdhury, A. M. R., & Perry, H. B. (2020). NGO contributions to community health and
primary health care: case studies on BRAC (Bangladesh) and the Comprehensive Rural
Health Project, Jamkhed (India).

Gurung, G., Derrett, S., Hill, P. C,, & Gauld, R. (2018). Nepal’s Health Facility Operation and
Management Committees: exploring community participation and influence in the Dang
district’s primary care clinics. Primary health care research & development, 19(5), 492-502.

Srivastava, A., Gope, R., Nair, N, Rath, S., Rath, S., Sinha, R., ... & Bhattacharyya, S. (2015). Are
village health sanitation and nutrition committees fulfilling their roles for decentralised
health planning and action? A mixed methods study from rural eastern India. BMC Public
Health, 16(1), 59.

WHO,U(2018). A vision for primary health care in the 21st century: towards universal health
coverage and the Sustainable Development Goals. Geneva: World Health Organization.

UNICEE. (2022). Primary health care measurement framework and indicators: monitoring
health systems through a primary health care lens. World Health Organization and the
United Nations Children’s Fund (UNICEF).

World Health Organization. (2015). Approaches to establishing country-level multisectoral
coordination mechanisms for the prevention and control of noncommunicable diseases.

World Health Organization. (2015). Approaches to establishing country-level multisectoral
coordination mechanisms for the prevention and control of noncommunicable diseases.

Asaaga, E A, Young, J. C., Oommen, M. A., Chandarana, R., August, J., Joshi, ., ... & Purse, B.
V. (2021). Operationalising the “One Health” approach in India: facilitators of and barriers
to effective cross-sector convergence for zoonoses prevention and control. BMC public
health, 21(1), 1517.

Razvi, S., & Khan, A. U. (2015). Health financing in South Asia—The role of public-private
partnerships. South Asian Survey, 22(1), 15-36.

National Health Systems Resource Centre (NHSRC). (2021). Public-Private Partnerships in
Health Care Under the National Health Mission in India: A Review.



198 | Gautam Kr Ghosh, Anand Jaiswal and Narender Sindhi

Nayak, P. R., Oswal, K., Pramesh, C. S., Ranganathan, P, Caduff, C., Sullivan, R,, ... &
Purushotham, A. (2022). Informal providers—ground realities in South Asian association
for regional cooperation nations: toward better cancer primary care: a narrative review. JCO
global oncology, 8, €2200260

Khanal, G. N. (2019). Conditional cash transfer policies in maternal health service utilization
in Nepal: Analysis of safe delivery incentive program (Aama Surakshya Karyakram) using
Kingdon’s multiple streams framework. The International Journal of Health Planning and
Management, 34(1), e131-e141.

Randive, B., Diwan, V., & De Costa, A. (2013). India’s conditional cash transfer programme
(the JSY) to promote institutional birth: is there an association between institutional birth
proportion and maternal mortality?. PloS one, 8(6), €67452.

Zaidi, S. A, Bigdeli, M., Langlois, E. V,, Riaz, A., Orr, D. W, Idrees, N., & Bump, J. B. (2019).

Health systems changes after decentralisation: progress, challenges and dynamics in
Pakistan. BMJ global health, 4(1).

Seshadri, S. R., Parab, S., Kotte, S., Latha, N., & Subbiah, K. (2016). Decentralization and
decision space in the health sector: a case study from Karnataka, India. Health policy and
planning, 31(2), 171-181.

World Health Organization. (2023). National health workforce accounts: a handbook. World
Health Organization.

Joosse IR, Mantel-Teeuwisse A, van den Ham HA, Cantarero Arevalo L. Availability of essential
medicines for non-communicable diseases: ascoping review of challengesand opportunities.
BM]J Glob Health. 2025 Nov 27;10(11):e019634. doi: 10.1136/bmjgh-2025-019634. PMID:
41309144; PMCID: PMC12666150.

Sulis, G., Adam, P, Nafade, V., Gore, G., Daniels, B., Daftary, A., ... & Pai, M. (2020). Antibiotic
prescription practices in primary care in low-and middle-income countries: a systematic
review and meta-analysis. PLoS medicine, 17(6), €1003139.

World Health Organization. (2017). Improving access to medicines in the South-East Asia region:
progress, challenges, priorities. World Health Organization. Regional Office for South-East
Asia.

World Health Organization. (2021). Access to medical products in the South-East Asia Region,
2021: Review of progress.

WHO: The Global Health Observatory. Completeness of cause-of-death data (%) (2019), www.
who.int

Parajuli, R., Bohara, D., K¢, M., Shanmuganathan, S., Mistry, S. K., & Yadav, U. N. (2022).
Challenges and opportunities for implementing digital health interventions in Nepal: a
rapid review. Frontiers in digital health, 4, 861019.



Health Status of SAR Countries - An Inquest | 199

Faujdar, D. S., Sahay, S., Singh, T., Jindal, H., & Kumar, R. (2019). Public health information
systems for primary health care in India: a situational analysis study. Journal of family
medicine and primary care, 8(11), 3640-3646.

Khan, M. A. H., de Oliveira Cruz, V., & Azad, A. K. (2019). Bangladesh’s digital health journey:
reflections on a decade of quiet revolution. WHO South-East Asia journal of public
health, 8(2), 71-76.

Bhaskar, S., Bradley, S., Chattu, V. K., Adisesh, A., Nurtazina, A., Kyrykbayeva, S., ... & Ray,
D. (2020). Telemedicine across the globe-position paper from the COVID-19 pandemic
health system resilience PROGRAM (REPROGRAM) international consortium (Part
1). Frontiers in public health, 8, 556720.

Ahmed, J., & Shaikh, B. T. (2011). The state of affairs at primary health care facilities in Pakistan:
where is the state’s stewardship?. Eastern Mediterranean health journal, 17(7).

D Maurya, A Virani, S Rajasulochana; Horses for courses: moving India towards universal
health coverage through targeted policy design; Appl Health Econ Health Policy, 15 (2017),
pp. 733-744

V Silan, S Kant, S Archana, P Misra, S Rizwan: Determinants of underutilisation of free delivery
services in an area with high institutional delivery rate: a qualitative study; N Am ] Med
Sci, 6 (2014), pp. 315-320

Management Development Planning Unit, Ministry of Health, Nutrition, and Indigenous
Medicine, Asian Development Bank; https://www.hsep.lk/images/Downloads/
Publications/ClusterGuide.pdf

G Irving, AL Neves, H Dambha-Miller, et al.;International variations in primary care physician
consultation time: a systematic review of 67 countries; BMJ Open, 7 (2017), Article e017902

Shankar Prinja, et al, The state of primary health care in south Asia, The Lancet Global
Health,Volume 12, Issue 10,2024, Pages e1693-e1705,ISSN 2214-109X, https://doi.
Org/10.1016/82214-109X(24)00119-0.



