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or agricultural processing. In introducing agrarian reform measures it was found that of 71
million rural households, 34% possessed land holdings of less than 0.20 hectares each. A
present scheme is designed to bring five million hectares of land under irrigation. The
minimum agricultural wage is regulated by law and bonded labour has been officially
abolished. In Lesotho most of the work force is employed for three to nine months every
year in the mining, farming, or industrial sector of South Africa. At any given time an
estimated 200,000 workers are absent from Lesotho. (6 The remainder are involved in work
including agriculture and livestock raising. In the Yemen People's Democratic Republic a
considerable number of men work abroad and send remittances back to their families.
Agricultural land amounts to less than 10% of the country's land surface and much of this
land has now been turned into state cooperative farms. The pull in Botswana into the urban
centres in search of work has resulted in urban settlements with poor housing conditions and
overcrowding. The solution is seen to be either to provide better housing and employment,
or to create job opportunities in the rural areas. Both these are costly exercises and
although they are mentioned in National Development Plans the implementation has not gone as
projected.

Land to produce food, and patterns of employment are basic factors influencing health
development. Underemployment and unemployment also have a critical influence in this
respect. In E1 Salvador in Central America approximately 180,000 persons of the total
economically active population were said to be unemployed in 1981. In Bangladesh
unemployment was 35% in 1980. (4)

10.3 POPULATION DISTRIBUTION AND COMMUNICATIONS

In some countries the pattern of distribution and mobility of the population are cited as
significant factors relating to health service provision and use of the health services. In
Mauritania for example, the population demsity is only one per kilometre and there is
reported to be a lack of communications systems. In Somalia there is extensive internal
" migration of the 60% of the population who are nomadic. On the other hand, in Thailand the
problem is one of population density - 70% of the urban population is concentrated in the
central region. With its large area and its scattered population, the Republic of Sudan
reports a poor communications and transport infrastructure. There are few roads, many of
them passable only in the dry season. Railway lines are narrow gauge and subject to
wash-outs during the rainy season. Chronic shortage of fuel, unreliable national
air-carriers and congestion at Port Sudan exacerbate the difficulties of transporting
supplies to the interior of the country.(9 In Nepal there are insufficient roads, mule
and foot trails to transport health service materials and supplies. Only 53% of health
facilities are accessible by motorable road, and some facilities are only accessible for two
to three months of the year. The logistics problem, together with budgetary constraints,
leaves many health facilities with adequate supplies and essential drugs for only three to
six months of the year. In many countries geographical features complicate communication
systems, as in Afghanistan which is divided by great mountain ranges from west to east
creating enormous differences in elevation and temperature. In other countries rivers
divide whole areas or immerse the land for long periods.

Some of the problems of dispersion and use of health services were illustrated by
Botswana: ''Because the country is so vast, although a large percentage of the population are
within reasonable reach of primary health care facilities, a small percentage of people are
still very remote from these facilities. The availability of health care for these people
is poor and unfortunately they are also the poorer people of the country."

However, some countries reviewed possessed adequate communications systems, like Upper
Volta which has the most dense road system in French-speaking Africa. There were said to be
about 9000 kms of classified roads open all the year around, and 8000 kms of tracks always
passable in the wet season.

Other countries described various approaches and mechanisms which have resulted in
population redistribution often on a massive scale, such as Viet Nam where millions of
people have been resettled in "New Economic Zomes'" - four million to rural areas and 10
million to urban areas, or Tanzania's "villagization'" process which has involved the
resettling of 14.5 million people.
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10.4 FINANCIAL CONSTRAINTS

Of the countries reviewed, 10 mentioned specific financial constraints relating to PHC.
In Uganda for example, in recent years the economy has experienced a negatlve growth rate.
In Madagascar the greater part of the health budget is still swallowed up in the equipping
and running of urban centres, and in Honduras financial increases in the health sector are
not keeping pace with the increase in demand for services. Gambia, Haiti, Yemen PDR,
Bangladesh, Thailand and Nepal also emphasized the financial constraints experlenced in the
health sector in connexion with PHC.

Some of the smaller countries reviewed were heavily reliant economically on one crop or
one industry. In Bhutan for example, the sale of postage stamps was cited in 1976 as the
principal source of foreign exchange and amounted to US$ 60,000 annually. Bhutan's imports
in the same year amounted to 1.4 million US dollars. 5 The economy in the Maldives is
based on the fishing industry, shipping and tourism. The economic life of Gambia is heavily
dependent on one crop - groundnuts — thus being an easy prey to the uncertainties of
rainfall. Where the base of the economy is more diversified as in the case of Kenya,
certain fiscal jolts are beyond the country's control, such as oil prices and the sharp
decline in the world prices for Kenya's major exports, coffee and tea.

In general for the countries reviewed financial resources available to the public health
sector were limited in relation to those available for other sectors, and despite policies
and plans to improve services to rural and peri-urban populations, many resources were
reported as continuing to be channelled into the urban-centred curative-oriented sections of
the health sector. ;

Information was said to be rarely available regarding total expenditure of the other
health-related sectors and activities, thus complicating effective long-term financial
planning for health. Some countries regarded the additional per capita expenditure
necessary for PHC implementation as a constraint, even with external assistance. A
constraint to effective external cooperation for health development has been the lack of
coordination mechanisms between not only the intra—sectoral components of the health sector
but also national agencies responsible for the programming and coordination of external
support. Some countries indicated an over—extension almost beyond their abilities in being
able to successfully administer health development plans. There has also been lack of
coordination between the sources of external support themselves. Factors limiting their
effectiveness have included internal policies, budgetary cycles and administrative procedures.

10.5 STRUCTURE AND ORIENTATION OF HEALTH SERVICES

The traditional structure of the health services in many countries is seen to be
insufficient for the needs of the majority of the population. For example in Madagascar the
best equipped health structures were located in the large towns and.there was said to be a
tendency to increase the type of specialized care available, and to continue to erect costly
buildings.(7) In Haiti in 1978 50% of all beds were said to be situated in the capital.

In Honduras the population to bed ratio was 187 in the metropolitan region but was as high as
5440 in some rural areas. A major constraint in Zambia was said to be the adoption of a
system of medical care originally developed in the industrialized countries, emphasizing
curative medicine and which increasingly relied on complex high technology methods and highly
trained personnel. It was also highly expensive, and had reached such a level that no
country, including developed industrial nations, could afford to offer all its citizens a
standard of care to match the potential which existed.(2) The three central and three
special hospitals consumed a disproportionate amount of the health budget. In addition
these hosgltals were based in urban areas and are not accessible to the majority of the
people In Afghanistan, where there was a heavy concentration of health facilities

and resources in the capital, the overwhelming majority of the people were said to receive
less than 20%Z of the available medical care and health services of the country.(6) Even

Sri Lanka which has been able to develop over the years a national health infrastructure
pointed out that "when we look at the various components of the system, we have a situation
in which the services are not available to the entire community, and where they are
available, are not of the correct quality"

While some countries lamented the inappropriateness and inequitable distribution of
existing health infrastructures others emphasized the problem of their weakness, especially
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at the periphery. The existing health structure in Upper Volta, for example, was regarded
as being too weak to serve the population adequately. In Zambia a priority task was
considered to be the development of basic health services in rural areas, where no such
facilities existed. In the Eastern Mediterranean Region, coverage by the health services in
the peripheral areas and of special groups such as nomads and refugees was said to remain a
problem, particularly where traditional hospital based curative care still absorbed most of
the available health resources. In the South East Asia Region limited services only were
said to be available to rural areas and urban slums.

The "underserved" and the "unserved" population were constantly alluded to by many
countries reviewed. Some pointed out that it was not presently possible to determine how
extension of coverage had been divided between the urban and rural population. In Peru for
example, in 1978 38% of the population were said to have no access to the health services.
In the Gambia in 1979 84% of the rural population were considered as not being adequately
provided with health services.(35) In Colombia by 1978 64% of the total population were
estimated to be covered by basic health services. 172) In Thailand 80% of the rural
population was reported in 1980 to be covered by health centre and midwifery centre
services. In Botswana there was considered to be 60% coverage of the population with MCH
services delivered within an integrated health service(®) and in Mozambique in 1980 30%
coverage of the total population was reported, but this constituted only 24% of the
approximately 10 million people living in the 99 least favoured districts.

In Thailand it was noted that approximately 250 of the 312 districts were not covered by
district hospitals and future policy indicated that ?ach rural or town district should have a
hospital with at least 10 beds and a medical doctor. 9)

In rural areas in Nigeria the dispensaries run by local authorities were said to receive
inadequate funds from the State Government and were inadequately supervised and always in
short supply of essential drugs. Lack of adequate logistic and financial support were said
to be the root cause of their poor performance. 23 Also, due to financial constraints,
none of the states had been able to set up basic health units as originally planned.

Instead the states had only been able to establish schools of technology for the training of
grassroots health workers. The government therefore proposed that existing units should be
improved and better equipped.

Several countries reported on the difficulty of integrating curative with preventive
services. In Swaziland there had not, it was reported, been a fusion between the two, which
are run by the government and voluntary agencies respectively.

Some countries alluded to the need to strengthen basic laboratory services so that, as in
the case of Bangladesh, the quality of diagnosis and other support to primary health services
could be improved.

Many countries, including E1 Salvador and Peru, reported on the problems of lack of
maintenance of existing health facilities and equipment, and inadequate supply systems for
medical supplies and essential drugs. There are probably no countries among those reviewed
who would not admit to the shortage of material resources and supply systems for health
development. However, eight countries specifically mentioned their lack as a major
constraint - Mali, Zaire, Mozambique, Swaziland, Viet Nam, Laos, Afghanistan and Haiti.
There is ample evidence from studies elsewhere that the community level health worker who is
not part of an effective referral system or is not supplied with essential drugs and basic
curative supplies, is rapidly abandoned by the community. At community level it is often
only a pragmatic approach which ensures survival. If the CHW is not "useful" he or she will
not be "used". Neither will the first line health facilities - on the same basis.

The need for a good referral system was also emphasized. In Burma for example, it was
seen as an essential link in providing adequate curative and rehabilitative facilities at an
intermediate level for patients requiring medical attention beyond PHC competence, and thus
ensuring access of the rural population to a total spectrum of promotive, preventive,
curative and rehabilitative care.
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10.6 USE AND UNDERUTILIZATION OF THE HEALTH SERVICES

For some countries a major constraint is that of not having sufficient resources for
health development. For others it is a question of having resources, but they are
distributed in such a way that large sections of the population are not only "underserved" -
they are not served at all. Yet other countries have resources that are more evently
distributed, but they are poorly utilized.

In Sri Lanka, for example, it was suggested in 1980 that there is already very
substantial evidence of severe underutilization of the more peripheral health institutions
and a corresponding overcrowding and mal-utilization of facilities at more central
institutions. Given the current pattern of morbidity, this leads to a low cost/benefit
ratio for the very extensive network of peripheral institutions.

Efficient utilization of health facilities was one area that was described as "very
wanting" in Zambia. Admission rates in hospitals were five times (16.8%) more than in
health centres (3.2%). Furthermore, bed occupancy rates in health centres, as well as
hospitals, were reported as quite low. The average length of stay per patient in hospitals
was nearly 507 more than in health centres. Moreover the cost of hospitalization in a rural
health centre was much lower. All this points, it was reported, to a situation of much
underutilization and uneconomic management of medical care.

In the European Region the problem of the '"underserved" population was described as that
where the uptake of available care is lower than it should be and less than might be
expected. Need exists but services are not utilized. There are a number of possible
explanations for this, some of which highlight the value of the PHC approach. It is _
possible for example, that if the services nearer to the community were better understood and
accepted, or even associated with some community activity or dispensed by an acceptable
community leader, the differences would disappear. Among those who underutilize services
are the very old, adolescents, and the relatively underprivileged - all of whom are in
special need of care. (12

10.7 APPROPRIATE TECHNOLOGY FOR HEALTH (AT)

The need was expressed by many countries for health technologies appropriate to the local
levels of the health care system. What was also needed was the coordination and better
organization of existing knowledge and experience of appropriate technology and
identification of mechanisms for their continuous monitoring and evaluation. In Bangladesh
for example, there is presently no single central focal point for appropriate technology for
health but it is receiving emphasis within individual PHC programmes through continuous
research and field work. As yet there has been no formal inventory of AT. It was reported
from Indonesia that a national institute, research centres, private organizations and
universities are all engaged in AT activities, but effective coordinating mechanisms have yet
to be developed.

Some of the general constraints encountered in AT promotion and practice relate to the
difficulty for example in Thailand of identifying, due to lack of information, areas at PHC
level for which AT is neither available nor adequately applied. Other constraints include
lack of practical means and ways of establishing effective information systems, confusion
over the concept and scope of AT, and low priority of health development at the policy
level. Another constraint identified in the South East Asia Region involved attempts to
induce commercial entrepreneurs to become interested in the production and promotion of AT.
Community level attitudes and behaviour as well as those at other levels including
professional level also influences the potential and effectiveness for AT. The constraint
of "political mismanagement' was mentioned in the African Region as the disrupter of simple
and appropriate PHC techniques. The result had been a resurgence of diseases like sleeping
sickness and cholera.{(> In Papua New Guinea the appropriateness of some of the AT which
has evolved was questioned. Materials have had to be imported and the costs of maintaining
the AT project were said to be considerable, (198

At a 1980 intercountry meeting in the Americas it was pointed out that more information
systems for AT were needed to assist different policy making levels in realizing the

importance of AT in achieving greater coverage in PHC. The need for intersectoral
collaboration at national level was emphasized and technical exchanges between countries

themselves.
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10.8 MANPOWER

Many of the countries reviewed mentioned constraints relating to health manpower.
Indonesia for example reported that the problem of manpower had been taken into serious
consideration, since it is the man behind the bench who will determine the success or failure
of the health service programme. Other constraints related to planning for manpower
development; appropriate training patterns and methods; adequate supervision and career
opportunities; and unequal distribution of manpower. Another constraint for some countries
was that manpower which had previously been available had become lost to the countries
concerned. In Uganda for example, many doctors and other medical personnel had left the
country during the last eight years for security reasons. The country was thus deprived of
high-level professional manpower in all areas of the health services. 13 In Somalia
there were reported to be shortages and unequal distribution of qualified manpower, and some
had migrated from the country. A report from Nigeria emphasized the constraint of
insufficiency of certain categories of manpower, and commented that "already, in Nigeria
where certain entrenched professionalism is the order of the day, the need of health
personnel has received top government approval".(s) A lack of trained personnel was to be
probably the most significant constraint on Nigeria's health development. In Sri Lanka a
major problem which continues to affect national health resources is said to be that of the
"brain drain". For example, about 200 physicians continue to leave the country annually.
In order to overcome the shortage thus created, the intake of medical students has been
increased, additional medical faculties have been set up, and the intake of paramedical
personnel has been increased. (375

The other countries which claimed a shortage of health manpower were Senegal, Mauritania,
Viet Nam, Kampuchea, Papua New Guinea, Yemen People's Democratic Republic, Afghanistan,
Honduras and Peru. In some of these countries manpower was concentrated in largely urban
areas, or had received the type of training that was not designed with primary health care
needs in mind.

A common constraint to the successful involvement for example of physicians in PHC was
outlined from India: the training of doctors is not satisfactory because the emphasis is on
the technical sophistication of modern medicine, which is not appropriate for much of
India. Doctors tend to become town-oriented and to believe that delivery of health care
depends on reasonably specialized back-up facilities. Their inability to understand the
importance of prevention and hence their lack of interest in the various health programmes
and in delivering health care services, albeit rudimentary, to rural areas are to a very
large extent responsible for the inadequacy of the rural services. Changes in their
attitudes could play a crucial part in making steps already taken by the government more
effective".233) 4 report from Bangladesh pointed out: 'Many idealistic young men go into
medical training, but their education carefully avoids any mention of the relationship
between poverty and disease. The medical student ... is moulded according to the prevailing
system, despite his ideals".(237

In training for PHC, it is generally professionally qualified health personnel who do the
training. What they often do not possess is specific training in teaching methods. This
may result in an over-dependence on lectures, factual and theoretical knowledge, poor
teaching and assessment methods. What is needed is shared learning experiences which
include a practical emphasis and involve dynamic teaching methods such as role-playing and
simulation.

In some countries, both developed and developing, nursing educational institutions are
trying to implement progressive educational programmes. However, the health and nursing
service structures themselves often remain traditional, making it difficult for graduates
from progressive programmes to apply what they have learned. Another constraint identified
was that demands for nursing in curative services have increased, absorbing much of the
available resources and reducing those available for community care. A major failing of
nursing education is that it does not prepare students for entry into the primary health care
situation and for interdisciplinary teamwork.(315 Nurses and other health workers
frequently fail to share information with the patient and family, assuming that their care is
all that is needed. Primary health care, however, requires the participation of the
individual or community in the planning and implementation of health services, and the
promotion of self-reliance (self-~care). This can only be accomplished if health care
providers share health information with the people along with a programme of health education.
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Several countries have developed programmes to prepare nurses for an expanded role.
Most of these workers, known as "nurse practitioners", successfully perform many of the
functions and activities in primary health care that were traditionally reserved for the
physician. In many developing countries nurses perform those same functions but without the

benefit of formal training.

The many problems encountered by community-based health workers have included inadequate
supervision and support, over-demand by the community for curative care, dual role
responsibility regarding health role and home role, inadequate technical preparation for
actual role, inadequate educational preparation for community mobilization techniques and
preventive aspects of PHC, conflict of loyalty in position between health services and
community, lack of support from the community, inability of community to provide minimal
financial support, inadequate opportunities for further training and "career" advancement,
and the fact that the deepest felt community needs often relate to food, land and social
justice — and only indirectly to health. For example, health workers are usually concerned
with medical activities as opposed to development activities, and the community perceives
them as not being able to meet the needs which are essential for the broader development of
their communities.

Some contraints involving TBAs in PHC activities include the shortage of supervisory
health personnel, inadequate support systems, and insufficient financial resources. TBAs
are usually expected to make periodic visits to the nearest health centre for supervision and
for replenishment of their midwifery kit supplies, but these arrangements often prove
unsatisfactory. In the Maldives a constraint in this area was also the decreasing numbers
of traditional birth attendants and traditional practitioners who had previously played a
central role in popular health care patterns. Evaluations either of training programmes, or
of TBA practice were carried out in Bangladesh, Burma, India, Indonesia and Thailand.
However, very few other countries have made attempts to evaluate the efficacy of their
training programmes, and even fewer to determine the effects of training on TBA practice.

The same obstacles that impede supervision also hinder evaluation.

A number of countries referred to difficulties in the training of community health
workers. Botswana, for example, indicated the inability of teachers to simplify lectures;
Papua New Guinea and Thailand referred to the inadequacy of existing training manuals; Sudan
cited the curative bias of training programmes due to the hospital training of the teachers
of health workers; Mauritania reported difficulties in recruiting workers into the health
sector due partly to lack of interest in the public health professions on the part of young
men, with the result that the students admitted were said to be of a rather mediocre level.
Difficulties were also being encountered in manpower employment and supervision. In Ghana
the District Health Management Teams that had been created were hampered owing to better job
prospects existing elsewhere.

Health manpower planning and production had, it was reported from Sri Lanka, in the
absence of a comprehensive and coherent national health strategy, tended to operate in a
series of ad hoc measures, often wasteful and sometimes mutually inconsistent. Formulation
of a PHC strategy permitted more rational manpower planning. 4 An element which also
complicates planning efforts is the growing proliferation of categories of health workers,
and the fact that while each category bears its own job title, within each category are
workers who have responsibilities similar to those of workers in the same category who have a
higher (or lower) level of training. This problem is compounded by the fact that personnel
often switch from one level of responsbility to another, regardless of their level of
training. As a result, statistics concerning health manpower resources are generally
unreliable. To improve this, techniques are needed for validating the manpower data
gathered for planning purposes. From the internatiomnal point of view, the problem of
reporting on health manpower is further complicated by the fact that job titles attached to
personnel having similar responsibilities differ from country to country. An international
effort to devise criteria for standardizing the classification of health occupations is
currently underway.

A 1980 report pointed out that given the labour-intensive nature of the "health
industry", manpower consumes between 60-80% of the health budget in many countries. As a
result, little is left for providing the infrastructure and non-labour inputs needed to
achieve the optimum productivity of health manpower. Within the constraints of a limited
budget, it might be possible to decrease the proportion spent on health manpower by
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decreasing the emphasis on the production of those health workers who are costly to train and
maintain, and increasing the emphasis on those categories that are less costly. An
alternative, of course, would be to increase the total budget for health. (308

Other constraints relate to the unfamiliarity of policy makers and health personnel with
community level realities. Health personnel can also feel threatened by potential career
ambitions from community level health workers. They have in some places been able to
devolve to community level responsibility for health development, but are not yet generally
accomplished at sharing power.

Perhaps the most crucial unresolved question regarding manpower for PHC relates to
leadership. Traditionally health leadership has been assured by professionals. At some
levels of the health services this is appropriate and necessary. But at other levels nearer
to and including community level the leadership function in PHC is not clear cut and demands
an urgent and radical rethinking. What are needed are perhaps the difficult but essential
skills of "shared leadership" and "revolving leadership". This involves principally
acceptance of the realization that all those involved in trying to achieve the goals of
Health for All, no matter their social position, ethnic origin, ability for literacy or level
of training, possess due to their own experience, knowledge and views, valid and essential
contributions to make, which includes the sharing or assuring of leadership in certain
conditions and for certain periods. The individual's role in PHC is then more determined
often by the nature of presenting problems, rather than solely by other factors such as level
of education or training. It is not new knowledge that is needed for manpower development
in PHC. Rather it is the ability to use existing knowledge better, and above all to share
it.

10.9 COMMUNITY INVOLVEMENT

The need to improve the health services themselves as a prerequisite for more effective
community involvement was mentioned by several countries. For example a 1979 report from
Bangladesh observed "it was necessary that the present health services should first be
improved to create community confidence in them".(113) On the other hand, it was
community participation itself which was seen in other places as a way of achieving more
efficient services.

A study on community participation in health planning and sectoral decision-making in
Peru found that community participation was one of the weakest elements, and indicated the
problems attached to attempts to "introduce institutional changes through small-scale inputs
in a relatively large, complicated frame of reference". (191 The study also found that
there were a lack of efficient approaches and mechanisms for communication between the
informal health systems and the formal sector, between health personnel in health posts and
the communities, and between hospitals and health centres and the communities. Communities
participated passively in programmes designed for them from afar, by technicians who did not
know them, and did not understand either them or their long-evolved patterns of traditional
health and their specific attitudes towards the solution of health problems.

Community involvement also had negative features. For example, a study in Honduras,
(316) revealed that although community-based support for individual community health
workers was often important, it could also constitute a fundamental weakness.  For example,
if a community wanted to have a health promoter, first it had to form a viable club of 10-20

women. This assisted the promoter with her fares to meetings and with a food donation.
But, if the clubs were the strength of the programme they could also become a weakness, for
when a club ceased, so did the promoter. It was discovered in 1978 that of over 60

promoters trained since 1972 but then inactive, 25% had left because of club closures and
similar problems.

A pilot PHC project in the Philippines found that a major constraint to programme
function occurred when the community health workers discontinued their services. As an
extension of the health system, not all the community health workers and the health
programmes implemented by them had been genuinely owned by the communities. This had
curtailed participation and subsequent commitments of much needed community resources. The
project also found that although the ideal situation between the health services and
community was a relationship of mutual trust and open communication, with the community
assessing its own situation and identifying the solutions to their problems, the ideal rarely
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existed. The reality is that few communities possess the skill and resources to organize
and sustain health development activities in a manner which is readily recognized by
governmental and private health organizationms. For this reason, health workers must be
reoriented and trained to assume the role of facilitators in helping communities develop the
necessary capacities, skills and tools for engaging in effective PHC.

The attitudes of policy makers and professionals towards community participation and
involvement were identified by several countries as being a constraint to further progress
towards HFA goals. In the Western Pacific Region for example, attempts to translate
political will for HFA into action have led to the realization that a new outlook,
orientation and skills will be necessary on the part of health and related staff. They
need, it is pointed out, to develop qualities of leadership and managerial skills in order to
facilitate and support what is termed the "community development' approcach in health, and to
strengthen coordination within and between various sectors.€196)

Experience in a Ghanaian pilot PHC project revealed that as communities are taxed, they
expect to see tangible benefits from this taxation and sometimes question whether they should
perform functions which they perceive to be government responsibilities.(38) There is
evidence from several countries that rural communities are beginning to question why they
should be expected to "pay" for health while their urban compatriots can expect to have some
of these things free.

There is often a gap between idealized concepts, models and mechanisms and for the
practice of community involvement particularly regarding effective decision-making and
planning. Although small-scale involvement may be very successful, it may have little
impact on an overall system which is largely intractable. The attitudes of policy makers
and health personnel towards community involvement are often mixed, if not actually
detrimental to the potential or actual process.

10.10 HEALTH EDUCATON

Some countries reviewed emphasized that without health education, investments in health
development can be wasted. This was particularly noted with regard to environmental
sanitation programmes. For example, the latrine once constructured, if not properly used and
maintained, becomes no longer a health benefit but a health hazard. However, despite the
moral support given to health education in many Flaces, the budget for health education
seldom reaches 0.5% of the entire health budget. 203)

The limitations of some specific health education techniques were mentioned by some
countries. The mass media, for example was said to be insufficient alone to motivate people
to change their attitudes and values, and did not easily reach rural populations, especially
women.

The need was noted for central level and provincial level health education units with
staff able to prepare other health workers for their health educational functions and to
collaborate with them in the preparation of materials and the evaluation of the health
education activities. Training alone was not regarded by many countries as being sufficient
for successful health education. What was also needed was sufficient financial and material
resources, supervision and technical resources. Other specific problems involved the
difficulty of identifying the contribution of health education in concrete terms. The
concept of HIE - Health Information and Education - is undergoing radical change.
Information to the public it is said, cannot be separate from education of the public.

The social and behavioural components of HIE have often been neglected. Cooperative
research contracts in this area are underway with international institutes for social studies.

10.11 FOOD SUPPLY AND PROPER NUTRITION

One of the major factors, determining nutritional status’ is the nature and extent of the
food supply. If there is an inadequate food supply, malnutrition can be expected.
However, the converse is not necessarily true.(222)  An abundant food supply does not
ensure good nutrition. Factors that affect food availability, and the demand for it, will
influence food consumption patterns and, similarly, the biological utilization of food is
affected by various physiological and disease states.



SHS/82.3
page 300

Some of the countries reviewed expressed the hope that nutrition planners would 109k'
carefully at traditional food mixtures and processing techniques which fitted the specific
social contexts, and particularly would improve what already existed. The task of improving
nutrition by local self-help is perhaps most difficult in urban areas. But residents have
been known to band together into cooperatives in order to buy food cheaply, and vegetable
gardening can in some circumstances be encouraged.

Much nutritional value in foods is lost during processing or cooking. This is
particularly true in the developed countries. Vegetables are boiled, and the nutrients
dissolved in the cooking water, and then poured down the drain. Wheat and rice are milled
white so that the germ and the bran are lost with their valuable roughage, Vitamin E and
Vitamin B complex. All the minerals are refined out of sugar, leaving only some
tooth-rotting calorific value. Traditional processing methods - handpounding or parboiling
rice, stone-pressing edible oils, evaporating cane juice in open pans to produce coarse brown
sugar — destroy much less of the nutritonal value.

A major task, is to increase the proportion of locally grown food that is available for
consumption. In Africa, Asia and the smallholder sector of Latin America, rats, insects and
moulds may eat or spoil as much as one-third of the crop in storage. If storage losses could
be cut by only a third, this would go a long way towards meeting the calorie deficit of many
countries. Vegetables, with their important vitamins and minerals, can be made available all
the year round by using simple drying methods that preserve most of the nutrients.

Economy and ecology both demand that more use should be made of the wasted resources of
animal and human excreta, through new types of latrine which can digest out the health
hazards. Intercropping - growing two or more different crops together in the same field also
has an important future. Ground crops can be combined with tree crops which will provide
nuts and seeds, fuel, leaves for animal fodder, or a cash income. Supplies of animal protein
can also be boosted for little cost. Fish farming is also considered to have a big future as
fish grow fast at tropical temperatures and can be cultivated among the rice of paddy fields,
or in enclosures in rivers, canals and seasonally flooded land.(273)

The main constraints to food supply in 1979 were considered to be firstly the crop yields
per hectare which fell far short of the yields that were technically feasible. In the poorer
countries there was chronic under-use of land and a traditionally ingrained concentration on
low food value crops. Secondly, the world's grain markets remained highly unstable - subject
to crop failure and famine, or to sudden man-made shortages and gluts. Thirdly, there were
serious failures in distribution at the regional, national and local levels, so that the
right quantitities of food supplies never filtered down to those whose need was greatest.

All three of these causes were technically amenable to improvement yet all three were likely
to remain largely intractable for the foreseeable future.(270)

Only quite minor additions to the diet, available now and at low cost, could suffice to
avoid such pitiful conditions as nutritional anaemia, endemic goitre or the blinding disease,
xerophthalmia. Prior to the PHC approach many countries already had national nutrition
programmes which often consisted of a collection of ad hoc activities, developed from
time-to-time, and motivated by different problems, but not necessarily related to priority
areas.(275) Quite often these programmes were developed as "vertical" programmes. The
goals of HFA-2000 have inspired some countries to modify and rationalize their approaches to
develop national situation strategy within the framework of primary health care.

10.12 WATER AND SANITATION

Although almost all countries reviewed had programmes for the expansion of water supply
and sanitation services, few had plans that were specifically designed to meet the targets of
the Water Decade. While the intention is to extend and improve both water and sanitation for
all, in many countries water still retains a higher priority, especially in urban areas.
Water and sanitation are still often regarded separately and tackled in isolation. It has
been difficult to integrate the Deécade with the strategy of Health for All as well as to use
an approach that is both intra and intersectoral.

Planning activities have led to a good number of national programmes, but it is not clear
in how many countries this has resulted in a reallocation of resources to the water supply
and sanitation sector. In many cases resources are still not being channelled towards
populations at risk, urban slum dwellers and the rural poor.
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Operation and maintenance of existing systems are often deficient due to the lack of a
proper infrastructure, lack of systems efficient management, poor design and lack of
community involvement. Other problems include the deterioration of national economies, the
unsuccessful transfer of rural technologies used in urban programmes, shortage of adequately
trained manpower, particularly at the community level, and the failure of some government,
international, NGO and bilateral agencies to coordinate activities in this area or to respond
fully to the challenge of the Decade. Many National Action Committees have been established,
but it is not clear how many of them are actually functioning and coping effectively with the
difficult intersectoral questions involved.

While clean water coverage in developing countries increased from 38% to 43% in the
period 1975-80, sanitation coverage decreased from 33% to 25%. This is attributed in part to

the introduction of more stringent criteria.

10.13 MATERNAL AND CHILD CARE INCLUDING FAMILY PLANNING

Information relating to MCH/FP was recorded for 65% of the countries reviewed yet only 19
reported information on the problem of maternal deaths, although this is known to be a major
constraint in many countries. Available information on maternal mortality is often
fragmentary and conflicting. The unreliability of the information undermines its usefulness
to health planners and policy makers. Unavailable or inadequate antenatal care is intimately
linked to a continuing high level of maternal mortality.

Fifty—two countries reported Infant Mortality Rates ranging from 250/1000 to 3/1000, with
50% of the countries reviewed having rates in excess of 110/1000. These figures do not
usually indicate the real magnitude of the problem or differences in IMR rate, rural/urban or
between various parts of the same country.

Some countries indicated a lack of information on access to child-care services. In
Bolivia, for example, 60% of the child population were said to live in rural areas and only
207 had access to health services and 50% to envirommental sanitation. General constraints
to maternal and child health services were attributed to limited funds and facilities and a
shortage of medical and paramedical personnel of all categories. Even where MCH/FP services
do exist, they may be under-utilized for a variety of reasons, some directly related to the
roles and life styles of women. In some places their normal day leaves them with little
energy or time to seek health care.

10.14 CONTROL OF COMMUNICABLE DISEASES

One in five of the countries reviewed claimed that constraints relating to communicable
disease control were impeding progress towards the goals of Health for All. The specific
countries were: Vietnam, Bangladesh, Thailand, Egypt, Afghanistan, Senegal, Guinea,
Mozambique, Rwanda, Botswana, Madagascar, Papua New Guinea, Bolivia and Peru.

Information on time-trends in communicable diseases was available from less than a third
of the countries reviewed, most of it dating from the late 1970s. Except for smallpox
eradication and projects such as the Onchocerciasis Control Programme in the Volta River
Basin, there appears to have been little change in the magnitude of these poblems on a global
scale, despite numerous research and control activities undertaken in the last few decades.
However there is a suggestion of a down-turn in some of the EPI target diseases, and focal
improvements in specific diseases have been reported in some countries. The effects of war
in increasing the spread of communicable diseases as a consequence of population movement and
disruption of health and other services, was noted in Uganda, Zimbabwe and Kampuchea. The
availability and cost of effective technology and its managerial and social feasibility, in
addition to the magnitude of the specific problem are the major determinants of progress in
this areas.

Communicable disease control efforts in recent decades have commonly been organized as
specific disease or vector-oriented programmes independent of general health services, which
were often limited or non-existent. This pattern was characteristic of the most successful
campaigns — urban yellow fever, yaws and smallpox, for example, as well as of less successful
efforts such as tuberculosis, leprosy control and malaria eradication.
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The primary health care approach offers several encouraging new opportunities for
strengthening communicable disease control activities. Increased awareness among various
development sectors of the health effects of projects such as irrigation and other
environmental modification projects should lead to reduction of their adverse impact on
health. Increased community involvement in health promises to generate more socially
acceptable means to effectively apply scientific knowledge of communicable diseases to reduce
their adverse impact on health. Perhaps equally important, the expansion of coverage with
the essential elements of primary health care offers a growing infrastructure for planning
and implementing appropriate action for communicable disease control as well as other
esential health activities, which did not exist at all until recently.

There is clearly no unanimity of opinion that integration is the best approach for all
communicable disease problems. More experience is necessary to determine the most
appropriate roles and organizational patterns for general and specialized skills and
programmes in these areas. Ongoing evaluation as well as field research are needed to better
assess the various organizational patterns. Such assessments should also focus attention on
means of improving the basic management functions such as information and monitoring,
training, supervision, coordination and logistic support which are critical to programme
effectiveness regardless of the organizational pattern.

The EPI progress report noted two key problems in promoting EPI using the approach of
primary health care. One relates to finding more effective ways of involving the community
as an active participant in the planning, implementation and evaluation of immunization
programmes. The second problem was the provision of immunization services together with
other health services of relevance to pregnant women and young children, and the effective
integration of their managerial support. Among countries in the Regions of the Americas,
Eastern Mediterranean and South-East Asia, less than one-fifth indicted such integrated
services at the local level. It also appears that many countries are working to extend

immunization services to entire target populations more rapidly than it will be possible to
extend general health services.

The Expanded Programme on Immunization shares with other health development efforts the
common constraints of scarcity of skilled personnel, insufficient resources, limited
managerial capability and supply and logistic problems, all of which are being tackled by the
current EPI activities. However, EPI is especially vulnerable to failures in managerial and
logistic support because of the sensitivity of vaccines to environmental temperatures.

The EPI programme has undergome annual evaluation since 1978 by the EPI Global Advisory
Group. In its 1981 review, it concluded that much progress had been achieved. But it also
warned that the current rate of progress was not sufficient to achieve the EPI goal of
reaching all children by 1990.

The malaria situation was said to be deteriorating in eight of the nine countries
reviewed in the Region of the Americas; half of the countries reviewed in the South-East
Asia Region and four of the six countries reviewed in the Western Pacific Region.

It is apparent that while there is a long tradition of community involvement in malaria
control in some areas, this has been given further stimulus by PHC development, particularly
in areas where there has been no established malaria service. In a few cases existing
workers and infrastructure have been used successfully to build up a broader PHC programme.
While most initiatives taken through PHC have been confined to providing drugs for treatment
and chemoprophylaxis, there have also been a few experiences in use of PHC workers for
monitoring and surveillance and vector control measures.

Among the main obstacles to integration of tuberculosis programmes, many countries list
insufficiency of resources for supervision and insufficiency of training and frequent
turnover of personnel at the peripheral level. Other obstacles, like resistance of
personnel, both specialists and health administrators, and irregularity of drug supplies,
although still existing in many countries, have diminished in recent years.

The relationship between communicable disease control programmes and other elements of
primary health care is quite variable. Among the programmes reviewed, EPI is most frequently
linked with MCH and other PHC activities, although it is operated as an independent programme
in some countries. A number of African countries have included malaria treatment and



SHS/82.3
page 303

chemoprophylaxis in their PHC activities. However, malaria and other programmes with major
vector control components are most commonly organized as vertical programmes. Tuberculosis
and leprosy activities appear to be inadequately linked with other PHC elements in most cases.

The limited impact of past activities will need to be greatly increased if PHC goals are
to be met. Achieving such an increase will require new ideas and approaches based on both
primary health care principles and the best available knowledge of the diseases concerned and
their interactions with people and the environment. A combination of expansion of control
services, utilizing PHC general health service structures insofar as possible, along with
practical health services, epidemiological and biomedical research for problems where optimal
control strategies are unclear, would appear to be an appropriate direction for further
development in this area.

10.15 CURATIVE ASPECTS OF . PHC

The chief activities mentioned by many countries concerning the curative aspects of PHC
related to oral rehydration for diarrhoea and the prevention and control of malaria. Little
information was found regarding the treatment of common injuries such as wounds, poisonings,
fractures, and burns. Yet it is the treatment of these kinds of injuries and conditions at
the periphery of the health services which often determines the quality and effectiveness of
PHC at the first level.

Regarding the control of parasitic diseases there is a lack of skilled personnel at all
levels to undertake control campaigns which must be of prolonged duration and may take
decades. This lack of skilled personnel is partly due to lack of governmental motivation in
providing career structures and partly due to the fact that parasitic diseases control
programmes have to compete for resources with a variety of other acute communicable diseases
and the more general health programmes, and due to their chronic nature, are often accorded
low priority.

A generalized lack of funds is a contributory factor at international level since the
costs of provision of potable water supplies and adequate environmental hygienic surroundings
on a global scale, which are the basic foundations of specific parasitic diseases control
measures, are beyond the financial resources of even the industrialized nations. At country
level there is widespread lack of public awareness of simple preventive measures against
infection, intimately bound up with poverty and lack of environmental sanitation.

Other constraints also identified were urbanization and population increases which
inevitably result in an outstripping of the available sanitary facilities, often induces
mosquito breeding, the production of new foci of transmission of filariasis, and extension of
pre-existing gastrointestinal protozoal and helminthic infections.

Despite efforts to make oral rehydration salt (ORS) packets more widely available,
obtaining an adequate supply has been a major constraint in diarrhoeal disease control
programme development in some countries. As a result, a number of options are being
considered by WHO and UNICEF to ensure the availability of ORS for the initiation of
programme activities and for emergencies.

10.16 THE PROVISION OF ESSENTIAL DRUGS

Specific major constraints included lack of adequate legislation; lack of enforcement
due to lack of political backing; high cost of imported drugs and lengthy importation
mechanisms; inadequate manpower in the pharmaceutical sector and lack of management and
storage facilities; inadequate distribution mechanisms; lack of coordination between the
various national (such as various ministries) and non-national entities (such as donor
countries and nongovernmental organizations) involved in the supply, production or
distribution of drugs; lack of a national level body responsible for all pharmaceutical
matters including policy implementation and planning.

The issue of quality control was also mentioned by several countries. A recent report
for example pointed out that over—prescribing encouraged poorer patients to store leftover
drugs for too long under unsuitable conditions so that their quality was affected, and to use
them without reference to a medical practitioner.{(22¢ National drug policies were thus of
vital importance and should include reforms in the orientation of newly qualified doctors
regarding prescribing practices.
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Several countries mentioned the constraint of insufficient or lack of contrcl regarding
drug importation. In Nicaragua and the Dominican Republic, for example, it was reported that
virtually any private person can import any drugs. A suggested method of controlling the sale
of drugs obtained in this way was to control their unauthorized sale at public markets or on
public thoroughfares. In some countries unlicensed drug sellers travel widely, and far
beyond areas covered by health units.

Concern about the escalating costs of drugs and lack of drugs in stock was mentioned by
several countries including Chad, Uganda, Kenva, Haiti, Sudan, Pakistan, Indonesia, Papua New
Guinea and Morocco.

10.17 TRADITIONAL MEDICINE

Specific constraints to involving traditional medicine in PHC included the great variety
of type and level of practitioners and practices; their lack of knowledge regarding the
preventive and promotive aspects of PHC; the lack of control or coordination regarding their
practices; and attitudes of mutual distrust, contempt or disinterest on the part of modern
and traditional practitiomers.

Regarding the traditiomal practices themselves, constraints in the African Region
included the maintenance of secrecy which could conceal their limitations and pehaps their
failures, and made supervision of activities difficult. Also, the practitioners were often
more or less cut off from other types of traditional healers which did not favour cooperation.

Other constraints to involving traditional practitiomers in PHC included their imprecise
diagnoses, lack of rigour regarding dosages, imperfect techniques for preparing medicines,
insanitary and unhygienic practices, lack of standardized training and resistance to
socio~cultural change.(zszg

A 1979 meeting in the South-East Asia Region identified the following constraints
regarding the use of traditional medicine practitioners in PHC: inadequate knowledge among
traditional practitioners of modern methods of preventive and promotive health care; lack of
homogeneity between traditional and modern methods in this field; absence of standardization
of traditional drugs; lack of an corganization for the procurement and supply of raw drugs
and compound formulations; non-availability of basic guidebooks and manuals on common
ailments, and lack of adequate information and mutual exchange of information between
practitioners of modern medicine and of traditional medicine.

10.18 INTRASECTORAL AND INTERSECTORAL COOPERATION

Of the countries reviewed, ten alluded to the constraints of fragmentation between the
various sectors involved in the delivery of health services. In Bolivia for example, there
are 23 other institutions besides the Ministry of Health which are involved in health care
delivery. The social security system and insurance schemes were particularly mentioned in
this respect by the countries of the Americas. 1In Honduras social security covers only 4-6%
of the population. In Colombia the figure is 10%, with the private sector providing medical
care and hospital services to 15% of the total population. In Sri Lanka the indigenous
health system is reported to meet around 22% of the popular demand for curative services., It
operates through a network of dispensaries and eight ayurvedic hospitals. In Malawi the
Ministry of Health is respomsible for about 50% of the health services, with the Private
Hospital Association of Malawi responsible for a further 40%. Local government is
responsible for a further 4% and traditional practitioners for 5%. 1In Liberia about 50% of
all hospital beds are operated by concessions, missionaries, private institutions and private
clinics. Papua New Guinea and Swaziland both reported that lack of coordination was a major
constraint to the development of PHC.

Regarding intersectoral cooperation, previously uncoordinated rural development agencies
have often produced a proliferation of community level programmes with a resulting confusion
and conflict between community and programme interests.

Some countries presently have few functioning components from which to form a National
Health Development Network (NHDN) and limited resources for the introduction of any new
support mechanisms. Resources in this connection include political, finmancial,
organizational and human ones.
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There is generally no shortage of organized health entities such as boards or councils.
However, not all function efficiently. Concerning a NHDN, there is a danger then of
establishing an additional infrastructure for health with no reasonable guarantee of
increased efficiency of effectiveness. ‘

10.19 TECHNICAL COOPERATION BETWEEN COUNTRIES

One of the main constraints is the lack of a firm political commitment to TCDC and delays
in establishing national focal points to facilitate and coordinate activities and serve as a
contact point for TCDC.

Other constraints include attitudinal barriers - some related to the cultural background
of countries themselves, and some to lack of information in one country about what is
available in another. There are also language barriers, resistance to change on the part of
political and national leaders and professional groups, legal administrative and financial
mechanisms in some countries are not geared to the establishment of a national policy
decision that would favour TCDC, and a lack of local mechanisms for bringing together the
various interested institutions in the different countries. Also, bilateral and multilateral
technical cooperation agencies need to give more consideration regarding policies, priorities
and activities which relate to the support and encouragement of TCDC.

The "brain-drain' is not exclusively a "South to North" movement, but also a "South to
South" movement from less developed to the more developed among developing countries. It is
frequently the best trained, more talented and ambitious health personnel who are involved,
many of whom have received their undergraduate or postgraduate training in developed
countries. The task of reversing this trend, so that the individuals concerned work in their
own country or another country in the developing world, presents a real challenge to the
advocates of TCDC and to WHO.

Lack of national and international financial resources continues to be one of the main
constraints to the more dynamic development of TCDC. Traditional donor agencies used to be
constantly reminded of the value of TCDC for supporting self-reliance and the use of
indigenous resources. "Tie-in" clauses in agreements need to be reviewed, since they affect
the use by developing countries of scarce foreign currencies and inhibit the generation of
creative indigenous technology.

Market research on the value of local production and the size of the market, as well as
technological research, needs to be increased if even more effective use is to be made of
traditional local technology. Licensing arrangements for patents and trade-marks, need to be
reviewed constantly in order to facilitate TCDC.

10.20 MANAGEMENT AND PLANNING

Nearly 30% of the countries reviewed identified lack of managerial skills and planning
mechanisms as being major constraints.

Some countries like Uganda, with its turbulent past decade, were predictably short of the
capacity for defining needs, planning mechanisms and managing reconstructive efforts.
Nigeria, Swaziland, Liberia and Zaire, also identified the lack of planning and managerial
skills as major constraints. Lack of middle-level mangement skills was described as a
critical problem in Thailand, in Haiti and in the Gambia. In Nepal, problems related to the
lack of management skills, including financial management, affected all levels of
administration. The problem was particularly acute in the peripheral areas where the actual
implementation of programmes takes place. In Mongolia it was observed that progress had been
achieved but there were still many weak points in organization, methods, manpower training
and research.(3 Poor performance was noted in Burma, regarding the state and township
level health administrators in their supervisory and managerial functions, which had
manifested itself in the early stages of implementing PHC programmes. A management training
programme had been developed and there were arrangements to strengthen the existing
staff.(8) The Yemen People's Democratic Republic was reported as not having a managerial
process to link and coordinate what is being done at community level.

A special weakness in Finland was described as the intermediate level of administration.
The very multitude of names under which it goes in Finland - provinces, regions, districts,
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federations of communes - gives, it was reported, some idea of the lack of cohesion.
Naturally the problems are common to all branches of the administration. In health alone
there are given separate systems of communal federations: health centres, central hospitals,
other general hospitals, tuberculosis sanatoria and mental hospitals. Efforts have recently
been made to delegate powers to the intermediate level and make the situation more
democratic, but much more needs to be done before satisfactory results can be expected.(3)

In the Philippines, all out efforts are being exerted by the national goverment to
mobilize its smallest political unit, the "barangay", to participate in decision-making and
implementation. However, this is a long developmental process and the "barangays" are as yet
not functioning to the level desired by the national goverment. The Government is aware that
some degree of compartmentalization of specific functional areas and responsibilities within
the health system and among related systems still persists.

Logistical shortcomings which resulted partly from weak managerial processes, were
described by Honduras as affecting the delivery of services at the local level.

In Peru planning was said to be based on available resources, not on actual population
needs. A constraint identified in Nepal was that past health planning experiences
including Country Health Programming have concentrated heavily on health problems and
technology issues as perceived by health professionals. Change in health planning
methodology is needed to encourage the necessary reorientation toward Health for All.

10.21 INFORMATION SYSTEMS AND EVALUATION

Many of the countries reviewed specifically mentioned the lack of adequate informaton
systems and appropriate monitoring and evaluation mechanisms as constraints in the process of
their health development. The lack of adequate information systems had serious implications
for planning, for monitoring and for evalation. In Nepal for example, the major constraint
facing the development of a comprehensive and effective system of information and evaluation
is the present inability to ensure a timely flow of communication between peripheral health
facilities and District and Central Offices. In addition, many areas of the country remain
uncovered by health services, forcing health projects and programmes to rely on special
surveys and studies to assess health conditions, and programme implementation. Even where
basic information did exist, it was sometimes of limited usefulness regarding scope,

completeness and reliability. Many past and present systems of monitoring and evaluation
were not geared to HFA/2000.

A present constraint is the lack of appropriate monitoring and evaluation approaches and
methods suited to the needs of those providing services, those using them and those
responsible for managerial and technical control at different levels of the health system.
There is also a lack of effective two-way communications channel, for example regarding
feedback of results of data collection. There is also a lack of health manpower trained in
data collection, collation and analysis. At country level there may also be an inability to
specify information needs.

At regional level a constraint to the development of effective monitoring and evaluation
processes for HFA is caused by the incompatibility of existing national monitoring and
evaluation systems which often render it difficult, or impossible, to compile, correlate or
compare health data between countries. Also the same indicator is being used for varying
purposes in different countries.

Other constraints in the area of evaluation included the differences of interest among
evaluators and implementors. This, noted Thailand, coupled with existing bureaucratic

attitudes and behaviour, has often been the underlying cause of poor control arrangements.

10.22 ATTITUDES TOWARDS PHC AND HFA-2000

The specific goals of PHC and HFA-2000 while readily understood at global, regional and
national levels, may not be as clear at provincial and community level. This problem can,
and has been overcome in some places by the provision of additional information or
reorienting the health manpower involved. At community level, however, a different range of
problem exists. Even the benefits of PHC may be perceived, points out Sri Lanka, as being
attributed to the direct intervention of the curative care services, thus strongly
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reinforcing the demand for the increased availability of more, better and ingreasingly
sophisticated high technology medicines. Since population demand man@fests itself theg
through the decision of elected policy-makers, current and future policy too tends inevitably
to maintain or enhance the existing disparity between the resources allocated to high
technology medicine vis-a-vis that allotted to the promotion of primary health care.(4)

The level of general awareness on health issues in Botswana also leaves, it is reported,
a lot to be desired. Poor appreciation of the values of preventive health care creates an
unbalanced demand for curative services. The pressure of demand for curative services was
reported in 1979 from Sudan. There are great demands on decision-makers and managers of
health care for more and better local curative services. The subject of health care is also
highly political. Community pressures are exercised through the political organizatiomns and
through the people's councils at various levels. The staff are represented by powerful trade
unions. Medical assistants, nurses and primary health care workers are frequently political
leaders of their communities, and this gives them additional bargaining power, creating a
possibility of confrontation with the professionals inside the health care system.

In the European Region, one indication of the high status of curative care is that
resource allocation in the health field is, more often than not, decided by medical
interests, expertise and pressures rather than by distribution to meet the real needs or
demand in the community. The latter is likely to be a more effective and perhaps more
efficient basis for allocating resources. A feature of PHC is the congruence of need and
resource allocation, based partly on its demonstrable effectiveness and partly on the
philosophy of equity. In only a few countries is congruence of need and resources found and
it seems more likely to occur in countries with decentralized systems than in those where
allocation is made far from the communities to be served. In the Region, PHC is often
thought of as 'medical care', and widening of this concept is not easily accepted. There are
also enough physicians to meet the demand for medical care in Europe, and thus one of the
several reasons put forward for diversification of caring roles in the community is
invalidated. Teamwork in caring is, however, well accepted and may be the European solution
to primary health care.

10.23 SUMMARY

According to the information available from the countries reviewed the following
constraints were identified:

a) Health for all strategies are being implemented in constantly changing situations, some
of which are the result of past or present conflicts, natural disasters, economic crises and
political changes. Socio—cultural constraints also include poverty, illiteracy, ethnic and
cultural differences, rapid urbanization, and rapidly changing life styles. In many
countries at least half of the population is still considered to be disadvantaged, socially,
physically and psychologically.

b) Adequate food and land are considered basic priority needs. Some land reform measures
have been introduced in individual countries. However, even land-owning families have found
it necessary due to poor quality of the land and poverty, to migrate seasonally in pursuit of

sufficient income. Patterns of underemployment and unemployment are also critical factors
influencing health development. Some countries have introduced policies relating to
population redistribution. In many countries the scattered nature of the populations

complicates the delivery and development of the health services. This problem is further
increased by poor communications systems or geographical hazards. On the other hand the

population may be densely packed into urban or peri-urban areas. Either situation poses
different constraints to achieving health for all.

¢) Financial constraints to PHC are experienced in many countries, with urban based and
curative care continuing to absorb disproportionate amounts of the available health budget.
Some of the small countries particularly are heavily dependent on the production of single
crops, the uncertainties of world commodity prices, or reliance on external assistance.
Information is rarely available regarding expenditure for other health-related sectors thus
complicating effective long-term health planning. In addition, there has been a lack of
coordinating mechanisms not only within the health sector itself and in regard to national
planning agencies, but also relating to external support for the health sector.
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d) Many countries reported that existing health infrastructure was inappropriate or too weak
to cope with the health needs of the majority of the population, particularly those in rural
and peri—urban areas. Other constraints included the difficulty of integrating preventive
and curative services and lack of supportive measures such as effective systems for referral,
supply of essential drugs, and mechanisms for maintaining existing facilities and

equipment. Many countries reported the need for low cost health technologies appropriate to
the local levels of health care systems. There was also a problem in trying to induce
commercial entrepreneurs to become interested in the production and promotion of appropriate
technology for health. Existing health facilities and resources were often inequitably
distributed. In some countries the facilities were under-utilized. Few countries gave
details of population coverage and fewer differentiated between urban and rural populations
or specified sub-groups.

e) Constraints relating to health manpower included lack of specific categories of manpower
such as qualified intermediate and auxiliary persomnel; inappropriate training patterns;
unequal distribution of available manpower and continuing overconcentration in urban areas;
inadequate supervision and support; inconsistencies between role descriptions and actual
roles; lack of career opportunities; lack of appropriate planning; lack of manpower
development plans consistent with health service development; lack of suitable candidates
for training; lack of suitable trainers particularly with skills in management education and
behavioural sciences; decreasing numbers of traditional categories of health manpower like
traditional birth attendants. The need was also emphasized to examine leadership patterns
in health with a view to achieving greater effectiveness in PHC implementation.

f) The gap was pointed out between idealized concepts, models and mechanisms and actual
practice of community involvement. Successful small-scale involvement had encountered
problems when introduced into larger, more complicated frames of reference, as on a national
scale. There was often a lack of effective communication between the informal and formal
health sectors.

g) While some countries acknowledged that without health education certain investments in
health development can be wasted, the budgets allocated to health education continue to be
small. The limitations of over-reliance on the mass media were recognized and the need for
central and provincial level health education units, which would assume specific
responsibility for health education. Other constraints included the lack of appropriate
training for health education, improved supervision, access to material and teaching
resources, and inadequate appreciation of the connexion between health information and
education.

h) Constraints related to the promotion of food supply and proper nutrition included
inadequate supplies of food, poverty, specific agricultural practices; scattered population
and communications problems; cultural factors; the rising cost of living; the lack of
national nutrition policies; lack of planning and management skills; various physiological
and disease states affecting the biological utilization of available food, inappropriate
cooking and processing practices, inadequate storage facilities, instabilities in the world
food markets, failures in distribution at regional, national and local levels and lack of
congruence of activities for food supply and nutrition with priority problems.

i) The main constraints relating to the provision of a safe water supply and basic
sanitation were lack of plans specifically designed to meet the targets of the Water Decade;
deficiencies in the operation and maintenance of existing systems; lack of management
skills; 1lack of community involvement; inappropriate or urban technologies for rural
programmes, shortage of adequately trained manpower, difficulties in integrating activities
with HFA/2000 strategies; insufficient attention to high-risk populations; water and
sanitation being regarded separately and tackled in isolation; and lack of intersectoral
cooperation and financial resources.

j) TFew countries reported information on maternal deaths although this is known to be a
major problem in many countries and the available information is often fragmentary and
conflicting. Fifty—-two countries reported rates of infant mortality ranging from 250 to 9
per 1000 with 50% having rates in excess of 110/1000, but urban/rural differences were rarely
indicated. Constraints to the provision of maternal and child health services were
attributed to factors which included limited funds and facilities, and a shortage of medical
and paramedical personnel of all categories.
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k) Constraints to the control of communicable diseases were identified as lack of
integration with health services of traditionally vertical programmes oriented towards
specific diseases or vectors; lack of awareness of various development sectors of the health
effects of development projects; country situations characterized by conflict, population
increase and mobility; lack of availability of effective technology that was financially,
managerially and socially feasible on a large scale; lack of appropriately trained and
supervized manpower and logistical support; lack of suitable monitoring and evaluation
systems; and lack of community involvement in the planning and management of programmes to
generate more socially acceptable means of control and coverage.

1) Little information was available relating to curative care. The main constraints to
parasitic disease control included lack of manpower and resources for the long-term
activities necessary for effectiveness, low priority of the chronic parasitic diseases;
their interrelatedness to water and environmental improvements; lack of public awareness of
simple preventive measures; and population increase, urbanization and population mobility.
A major constraint to diarrhoeal disease control activities was the lack of availability of
oral rehydration salts.

m) The main constraints mentioned by countries relating to the provision of essential drugs
included the increasingly high cost of drugs, vaccines and equipment; lack of adequate
legislation; lack of local or regional manufacture of essential drugs and supplies for
curative care; laborious and lengthy procurement procedures for imported drugs;

distribution and storage problems; lack of control, or loose control of imported drugs; the
need for better informed and more responsible prescribing practices and drug vending at all
levels; the need for better monitoring of adverse drug reactions.

n) Specific constraints to involving traditional medicine in PHC included the great
variation in type and level of practitioner and practices; the lack of the traditional
practitioner's knowledge regarding the preventive and promotive aspects of PHC; lack of
control, standardization or coordination regarding their practices, and attitudes of mutual
distrust, contempt or disinterest on the part of modern and traditional practitioners.
Fragmentation between the various components of the health sector was reported by many
countries to be undermining concerted action towards HFA. A further constraint pointed out
was that of lack of intersectoral cooperation between the health sector and other sectors,
such as community development, agriculture and education. Some countries reported few
effectively functioning components from which to form National Health Development Networks.

p) Lack of a firm political commitment to TCDC and delay in establishing national focal
points to facilitate and coordinate activities had hindered progress in technical cooperation
between countries. Also national inventories had not yet been compiled regarding available
material and manpower resources of use to other countries. There were also said to be
attitudinal and language barriers and a lack of legal, administrative and financial
mechanisms geared to the establishment of policies which would favour TCDC.

q) Many countries pointed to the lack of planning mechanisms and managerial skills including
financial management, particularly at middle level, as being major constraints. The need
was identified for planning based on actual population needs and which focused on health
problems and technology issues not only identified by professionals but also by communities.

r) Many countries mentioned the constraint of lack of adequate information systems and
appropriate evaluation mechanisms. There continues also to be a lack of feedback from the
peripheral levels of the health services, and a lack of appropriate monitoring and evaluation
mechanisms which are capable of including community involvement. The lack of adequate
information systems had serious implications for planning, monitoring and evaluation. Past
and present systems of monitoring and evaluation are not yet geared to HFA/2000. The lack
was also identified of manpower trained in data collection, collation and analysis. At
country level there was also often an inability to specify information needs.

s) The specific goals and strategies of PHC may not be fully understood at all levels of the
health services, and the benefits of PHC may even be attributed to services which are stiil
largely curative. Demand for curative care then increases. Resource allocations for
health are frequently decided by many other factors rather than the real needs of the
majority of the population.
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CONCLUSIONS -
PHC DEVELOPMENT IN SEVENTY COUNTRIES

"We have gone beyond the conceptual phase and
have been grappling with the operational

realities.”
Gambia(322)

I. THE COUNTRIES REVIEWED IN RELATION TO THE GLOBAL INDICATORS

The conclusions presented below are organized according to the global indicators for
HFA/2000 in order to give a more concise view of PHC development in the 70 countries reviewed.

The first of the global indicators concerns the degree to which the PHC approach in
pursuit of Health for All Goals has received endorsement at the highest official
level.(205)  From the information available it appears that of the 70 countries reviewed
at least 39 (55.7%) (see Table 1) have been signatories to HFA/2000 Charters in various WHO
regions. In addition some countries although not charter signatories have made policy
statements relating to the pursuit of HFA goals. Of the countries reviewed it would appear
then that at least 48 (68.5%) have committed themselves in these ways to HFA/2000.

The first global indicator also relates to the degree to which country resources have
been equitably distributed, and the degree to which a suitable organizational framework and
managerial processes have been established in line with the national commitment and policy
for HFA. From the information available it is not possible to indicate at this time to what
extent and on what scale this is actually happening. There is however evidence of the
intentions of individual countries to implement these proposals; of activities in connexion
with these objectives; and of examples of country actions regarding redistribution of
resources and improvements to organizational and managerial processes, such as in the areas
of training and multisectoral mechanisms for decision-making. When countries report on
progress in 1983 the additional information available will allow a more adequate statement to
be made in this respect.

The second global indicator relates to mechanisms for involving people in the
implementation of strategies to achieve HFA. The question is then whether such mechanisms
have been formed, strengthened and if so whether they are functioning. From the information
available there was evidence of general policies in support of community involvement and of
actual functioning mechanisms. Thirty-two countries (45.7%) reported on community
involvement for HFA: 16 (22.8%) on policies, 16 (22.8%) on mechanisms for involvement (see
Table 22). However, what does not emerge is the national scale on which communities are
becoming involved.

The third global indicator concerns the spending of at least 5% of the gross national
product on health. This figure is not at present available as an internationally comparable
indicator because the parameters used in individual countries are not standardized. (This
has been explained more fully in Chapter 2 "Financing the Plan-Resource Allocation".) What
has however been included in Table 22 is the per capita expenditure on health. According to
‘the figures available for 1978, 26 (37.1%) of the countries reviewed were spending at that

time the equivalent of US$ 5 per capita on health per year.

The fourth global indicator relates to a reasonable percentage of national health
expenditure being devoted to local care. The increasing evidence suggests that difficult
decisions still have to be made in this particular area if statements of intent are to be
matched by implementation. Bearing in mind that national PHC strategies have been
formulated only in the fairly recent past, although it is clear that many countries are
placing more emphasis on resource allocation for local care, evidence of this shift is still
not being portrayed by countries in the terms suggested by the global indicator.

The fifth global indicator relates to the distribution of available resources, including
per capita expenditure as well as staff and facilities devoted to PHC for specific population
groups or specific areas. It was found that it is not generally possible to establish yet a
per capita expenditure on PHC, as PHC permeates so many levels and sectors of the health
services (for example, MCH/FP, water and sanitation).
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The sixth global indicator specifies the number of countries with well-defined strategies
for HFA accompanied by explicit resource allocations whose needs for external resources are
receiving sustained support from more affluent countries. A variety of information is
relevant in this connexion. A catalogue of all external support to individual countries
could, in time, perhaps be compiled. This is beyond the scope of the present review. What
is presented in Table 22 is information relating to two specific sources of external support
to individual countries. Category E "Technical Cooperation" which relates to bilateral or
multilateral health assistance by 30 donors including developed countries, Development Banks,
Development Associations and a Special Fund, and Category F "UNFPA Cooperation" - relates to
UNFPA-funded MCH/FP projects as of December 1981. According to the information available,
62 (88.5%) of the countries reviewed were receiving support from other countries. (The
exceptions were Canada, Bulgaria, Finland, Bolivia, Mongolia. Information was also
unavailable for Kampuchea Democratic Republic, China and Bhutan.) Of the countries
reviewed, 44 (62.87) were involved with UNFPA cooperation (including Bulgaria and Portugal).

The seventh global indicator relates to the central components of PHC, and is subdivided
into four categories - the provision of safe water and sanitary facilities; immunization
against diphtheria, tetanus, whooping cough, measles, poliomyelitis and tuberculosis; local
health care including the availability of 20 essential drugs; and trained personnel for
attending pregnancy and childbirth and caring for children up to at least one year of age.

Information regarding the provision of a safe water supply in urban areas was available
for 56 (80%Z) of the countries reviewed (see Table 22). The figures indicated that by the
period 1977/79 the provision of safe water to urban areas was in the region of 59%.

Regarding the provision of safe water to rural areas, the available figures from 51 countries
(72.8%) indicated that by 1977/79 approximately 23% of the rural areas were covered in this
respect. Information was available for 39 countries (55.7%) regarding the provision of
sanitary facilities for the period 1977/79. In urban areas the rate overall was
approximately 50.6%. Thirty countries (42.8%) for the same period appeared to have an
overall rural coverage rate of 18.6%.

Forty (57%) of the countries reviewed provided information relating to the status of a
"cold chain" and other organizational processes for immunization purposes (see Table 22).
The information received was based on a specific question addressed to the countries
concerned: '"Have all project preparations for the Expanded Programme on Immunization been
completed?" In addition four countries reported that a purchase order for a Central Store
for the same purposes had been prepared or submitted.

Information regarding the availability of local health care was generally sparse. What
was more readily available for review purposes was information relating to the provision on

progress towards listing essential drugs. Seventy percent of the countries reviewed have
established lists of essential drugs.

Information relating to trained childbirth attendants was available for 28 (40%) of the
countries reviewed. Most of the information was under the category "trained personnel" and
it was unclear as to what (if any) of these were trained traditional birth attendants
(TBAs). Separate figures are also available for TBAs for some of the countries reviewed but
it was not always clear as to whether they have received training. It was also unclear as
to whether the "trained personnel's specific role'" included caring for children up to one
year of age.

The eighth global indicator relates to the nutritional status of children in that at
least 90% of newborn infants have a birthweight of no less than 2500 grs and that at least
90% of children have a weight for age that corresponds to specific reference values.
Information on low birthweight was available for 29 (41.4%) of the countries reviewed,
ranging from 50% in Bangladesh to 60%Z in China and 3.9% in Finland. Information relating to
weight-for-age in children was not available on any comprehensive scale for the purposes of
the review.

The ninth global indicator relates to an infant mortality rate for all identifiable
subgroups of 50 per 1000 live births or below. Of the countries reviewed, infant mortality

rate figures were not available for seven countries and were only available for years
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excluding 1978/79 for nine others. Of the 54 countries (77%) reporting infant mortality
rates in 1977/79, only seven were at or below 50/1000 live births (Peru, El Salvador, Canada,
Finland, Portugal, Sri Lanka and Thailand). The remaining 47 (67.1%) ranged from rates of
250/1000 in Rwanda to 56/1000 in Burma and China.

The tenth global indicator relates to a life expectancy at birth of over 60 years. of
the 64 (917) of the countries reviewed for which 1ife expectancy rates were available, 13 in
1979 claimed to have rates over 60 years {Canada, Bulgaria, Finland, Mongolia, Portugal, El
Salvador, Dominican Republic, Colombia, Thailand, Viet Nam, China, Philippines and Sri
Lanka) . The remaining 51 (72.8%Z of all countries reviewed) had rates varying between 40 in
Mali to 59 in Guatemala.

The eleventh global indicator relates to the adult literacy rate for both men and women
exceeding 70%. Of the 66 countries reviewed (94.2%) for which adult literacy rates were
available, 18l (27.2%) reported male adult literacy rates exceeding 70%, and nine2
(13.6%) reported female adult literacy rates exceeding 70%. Only four countries, Bulgaria,
Portugal, Thailand, Philippines, claimed both male and female adult literacy rates in excess
of 70%.

The twelfth and last global indicator relates to a gross national product per capita in
excess of US§ 500. For the 65 countries reviewed (92.8%) for which figures were available,
43 (66.1%) were reported in 1979 as having a GNP per capita less than US$ 500. This
represents 61.4% of all countries reviewed.

2. OPERATIONAL REALITIES - CONCLUDING COMMENTS FROM COUNTRIES AND REGIONS

A recent report from the Gambia stated that one of the principal functions of PHC is to
forge a bond between rural and urban interests, a bond that will ensure a dialogue leading to
mutual understanding and a fairer distribution of the national wealth - or poverty for that
matter. But between the political commitment and implementation at the village level there
is a whole host of impediments and bottlenecks. It was for example relatively easy to
organize village committees, to get them to select village health workers and even to train
these workers., However, the crunch came after the honeymoon had passed - with the problems
of remuneration, provision and fundin% of supplies and drugs on a regular basis, and
continued evaluation and supervision.(322)

The various levels of health care, primary, secondary and tertiary, are closely
interrelated and supportive of each other. But for success at the primary level many
elements are needed. These include decentralization, good management, adequately trained
personnel, adequate supervisory and referral mechanisms, sufficient financial and material
resources, cooperative action between the various development sectors and channels of regular
communication at all levels. In the absence of these kinds of elements, successful
implementation of HFA strategies is not possible. For example, at community level a
profileration of community health workers can be produced who are "undertrained,
under-supervised and under-utilized".

The goal of HFA/2000 is probably the most optimistic statement of purpose ever made by
the world community. It has the potential of becoming the powerful driving force for the
reduction of conditions that cause ill-health. While it involves a finite framework - the
process is essentially a continuum involving a progression of steps or achievements.(11)

How do countries and regions themselves view PHC and the "steps'" necessary to the

achievement of HFA? "PHC is essential health care and a new turning point in all planning
for the future at all levels" (Sierra Leome). "PHC is a new horizon for the next step"

1Zaire, Zimbabwe, Zambia, Cameroon, Congo, Honduras, Bolivia, Peru, Dominican Republic,
Colombia, Bulgaria, Portugal, Burma, Sri Lanka, Indonesia, Thailand, Viet Nam, Philippines.

2Bulgaria, Portugal, Thailand, Philippines, El Salvador, Peru, Dominican Republic,
Colombia, Lesotho
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(Bolivia). "PHC requires political will and enthusiasm" (Uganda). "PHC is no longer the
exclusive responsibility of health personnel. Agricultural, fisheries, cooperative workers,
local authorities and political organization, have a direct responsibility at local level"
(People's Democratic Yemen). "PHC is the spearhead of positive social action with
far-reaching effects for the majority of the population" (EMRO)(10)  Many countries in
Europe have already reached the target of full primary medical care coverage for the
population. The task is now to convert this medical care into the broader, more
comprehensive and ecologically satisfying health care.(12)  "The real cost of not
instituting a PHC system will be the continuing high levels of unnecessary sickness,
disability and death of the people" (Ghana).

Even if the objectives of HFA are not 100% achieved by 1990 or 2000, despite all the
efforts, we shall at least have had the merit of taking up the challenge. By setting up
mechanisms for ensuring the work already begun is carried on, we shall safeguard the
community's future and the continuity of health development (AFRO).

Regarding the role of WHO in supporting the efforts of Member States to achieve HFA, it
has been said that the label is no longer that of '"development assistance" but rather of
"development collaboration" and cooperation with countries in equal partnership for health
and for world health.(59) Country efforts to implement HFA strategies have been described
as a vigorous march which will dislodge all obstacles in its way and one in which WHO must

stand by to render first aid to those whose vigour may be temporarily undermined
(Zambia).

Notwithstanding the considerable difficulties and specific constraints outlined, it
appears that considerable vigour is evident in the march of the countries reviewed towards
the goals of HFA/2000.
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