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Introduction

Three dates have been important in stimulating the development of comprehensive health
systems.

- 14//, tne year in which the World Health Assembly launched its programme to
achieve health for all by the year 2000 (the "health-feor-all” concept);

- lv/8, when the International Conference on Primary Health Care adopted the
beclaration of Alma-Ata, in which primary health dis seen as the best approach feor
implementing that concept; and

- 1981, when the Worlid Health Assembly enunciated the strategy that such
implementation would require.

Thisz Global Strategy for Health for All by the Year 20001 calls on countries to
develop heslth system infrastructures based on the primary health care appreach,

The Strategy spells ocut the international actiom that should be taken to reinforce the
national action, mnamely: exchange of informarion; encouragement of research and
development; technical support; training; promotion of coordination both withia the health
sector ana with other development sectors; and fostering of the essential elements of
primary healeh care in the various countries,

The gemeral alm of this programme of organization of health systems based on primary
health care, as defined in WHO's Seventh General Programme of Work (1lY84-198%).¢ is:

“to promote and support the appropriate organization and effective operation of
comprehensive health systems that provide the essential elements of primary health
¢are to entire populations, along with referral and specialized support, when
necesgary, and that involve cosmunities and health-related sectors in responsible and
cooidinated ways.”

Health Bystem

"The health system infrastructure provides the human and material means for delivering
heglth care, but its impact on health depends on the substance of what is deljvered”
(/th General Propramme of Work).

A health system can be presented in the form of five boxes - see figure 1, The first
box, by far the biggest, coemprigses individuals, families and communities. There is
increasing awaraeness of the crueial rele that these individuals, families and communities
can play in health promotion through adoptiug healthier 1ife styles and in other ways.
Several types of groups - self-help, alternative care, mutual aid, religilous, women's and
youth groups — are ¢rganized with explicit or implicit health goals.

The next box consists of frontline (basic health) personnel, usuvally full-time,
working from dispensaries, health centres, hospitals, outpatient departments and other
facilities. Community health workers, who are in some countries selected and supported by
communities, form a link between boxes 1 and 2.

The intermediate level (first referral level} = box 3 - provides the main and direct
support to the frontline workers, The national level institutions (tertiary care) provide
more specialized care than regional ones,

The activities belng carried out to implement the strategy are grouped under three
hegdings;

(1) Strengtheniné of the national capabllities that will enable the country ¢ organize
its health system, wmodify its policy when necessary, introduce the requisite
Structures and mechanisms, and allocate adequate resources for implementing the
primary health care approach {part 1i, section 1);
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Figure 1
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(4) provision of primary health care to the entire population by way of a reorganization

(3)

r reorientation that will make the health system both more efficient and more

effective, proper emphasis being given to strengthening the first—line hespitals (part
1L, section 2);

develepnent of local health systems in which the community plays its part alongslde

the health-related sectors; by which programmes can be planned to meet the priority
health needs of that community; and through which can be created a suitable
infragtructure for the delivery of those programmes (part Il, section 3).

Section 1 provides an overview of the situation in countries,

I. THE PRESBENT S ITUATION

Towards the end of 1982, countries began the review of their health situations, using

a2 common set of indicatorxs. The findings formed the basis of a report that was reviewed

by

the Thirty-seventh World Health Assembly in May 14984 (the “global monitorimg”

report),

Thk PLUTUkE What were those findings? On the positive side, it may be said
THAT EMERGES that the political will to artain the goal of health for all

undoubtedly exists in the large majority of countries. Many of them
are indeed taking action to achieve full coverage of thelr population

by primary health care. The right of people to take part in developing
the naticnal health system - and their duty to do so0 — has galned wide
Yecognition. the intersectoral activities required for health
development are being encouraged. Key areas in the delivery of primary
nealth care are being streugthened. There 1s certainly progress in the
necessary training or retraining of health workers., 4And there is a
srowing trend towards greater intercountry cooparatien, especially the
sharing of informatien and technical know-how and towards agreement on
ways of solving priority problems,

*x % %

THk DIFFICULTIES What problems cameé to light? The plcture is not entirely rosy.
ENCOUNTEREL Many countries are still without well-defined plans of action thet

specify targets and objectives, indicate the time—frame, and include a
financial masterplan. Many technical and managerial problems are still
unsolved - as 1is, dindeed, the all-important question of financial
regources. 8Some countries do not even kanow how much they are spending
on health in general, let alone on primary health care. Moreover the
data requitred for many of the social, economic and health indicators to
Agsess progress are not always avallable. The creation of health
system infrastructures based on the principles defined at Alma=-Ata
raises practical problems, not Jleast of which is the need to mpake
people more aware of the decisive role they can play in maintaining
their own health. There is also the difficulty of reorienting the
training of health workers towards those matters that are of most
concern to the people they are to serve. Increased recourse to various
types of auxiliary health worker, and to health workers who themselves
have been selected by the community, is vital for extending coverage.
Yet health systems are currently organized in a way that precludes
optimal vtilization of such workers.

The health systems of many countries were pever conceived in
terms of levels of care, where the first (peripheral) level serves as
the basis of the system, the other levels providing technical and
administrative support., First-line or district hospitals may not have
the operational capaecity reguired tfor effective first-level referral,
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Coordination - both within the health sector and between the

health and other sectors — needs improving. There is alsc the problen
6f integrating “vertical” programmes into the general system,

Management of services is often weak, and the information on
which it depends is frequently not obtalnable, One management problem
increasingly encountered fg the sghortage of drugs. The cost of
transport, and the distances between health units, hinder supervision.

bespite extensive promotion of community invelvement over the
lasr decade, the orientation that would epable health workers and
health gervices to implement the concept is far from satisfactory,
Health ingtitutions are peared towards providing services to those who
ask for them - instead of reaching out to find a selution to the health
problems of the community as a whole.

Little emphasis has hitnerto been placed on the abllity of health
systems to influence health-related behaviour, i.e., lifestyles,

In many countries the economic recession 1is curtailing the
resources available for health work, In the 4U poorest countrxles,
which din 19/0 had a per capita income of less than US $200 but an
aggregate population of approximately 1200 million, the annual growth
rate during the early years of the decade was only l.l1%. Inflation has
further exacerbated the sgituationm. As a result, the real income of
large numbers of people in most developing countries has declined even
further — and so have the resources for their health services. It isg
true that in the oil-producing and newly industriglized countries those

resources have increased considerably, bur more effective ways of
deploying them have still to be found.

In the developing countries particularly, it 1s obvious that the
health budget receives only 5 modest ghare of national resources,
especially governmental resources. However, even in those developed
countries where health-related activities traditionally recelve
privileged treatment (8% to 1UZ of the pross national product), the
level of health fig not always fully satisfactory; nor is there any
noticeable correlation between the resources allocated and the
regultant health situation.

In the great wmajority of countries where long—term trends have
been investigated, the financial requirements of the national health

system arve found to be lncreasing faster than the gross national

produet - a differenrial growth in the order of between 24 and 10Z,
depending on the country and the year. Frojections baged on the modest
differential of 4% per annum show that even to maintain the status quo
would by the year 2000 regquire an allecarion to health work of a
proportion of the gross national product uearly twice the present
allocation. But even this forecast is too optimistic, =since the aging
of the population will Iincrease requirements and hence average per
capita costs. Urbamization, anmd the tendency for the nuclesr famlly to
replace the tradirional extended family, will further swell thoge
costs. Allocations to healtir work would therefore more thap double,
merely to continue the present services. It would ba difficult for
even a wealthy country to allocate 15% te 20% of its gross national
product to health-related activities; and certainly no developing
country could afford to do so,

The present imappropriate use of resources is therefore a mallter
tor concern. Most countries, developing and developed alike, centinue
to devote a large proportion of their resources to sophisticated and
expensive curative technology that benefits only a small segment ¢f the
population. Considerably less attention is given to those basic care
and prevention programmes that can be carried out with well-known and
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readily available technology. Moreover the needs of the urban poor are
ignored by health Jinstitutions, and that at a time when the rapid

growth of cities makes It dImperative to reorganize urban health
services.

Nothinyg short of a different strategy will permit developing and
developed countries alike to achieve greater social justice in health
matters and to keep the relevant expenditure within bounds.

II, ACTIVITIES AND TRENDS

Oxganization and Development of National Health Systems

Twplicit inm the health-for-all strategy is the gtrengthening of
ministries of health as the focal point for national health development.
A WHO/DANIDA workshop in 1982 exasmined the organizational options for

these ministries. Participants from eleven countries® discussed
their national experiences, related their organizational successes and
failures, and considered variouws solutions. The ground covered

included; planning for primary health care, both horizontally and
vertically (with special attention to resource allocation); manpower
development; decentralization of ministry of health gacrivities;

internal coordination; intersectoral collaboration and its
mechgnisms; and structuring of the mindstry of health to enhance its
capacity for handling primary health care. The resulting guidelines
were being adapted and wsed in 1984-19%85 at regional and country
level. If extrabudgetary funds are fortheoming, at least two reglonal
workshops will be held — one for Larin American countries, the other
for the French-speaking countries of Africa., Two or more institurtions
will carry out analytical studies and develop a training programme.
National imitiatives (including orientation seminars/workshops for key

staff) are being supported. A synthesis of the information obtained
from these and related activities will be disseminated.

Interregional seminars on primary health care were held in China

(June 1982) aad in Sri Lanka (August 1954).5 Ministers of health and
senior health sdwinistrastors, together with high-level representatives
of other sectors discussed inter alia :

- action for social development, including the participation of
women in health development, improvement of thelr status, and

extension of literacy;

- rele of food and related subsidies in improvimg the health status
of the population;

- primary health care as related to the health needs of mothers and
children;

- development of manpower for the management of primary health care,

Political commitment to primary health care iz exemplified in the
south-East Asia Reglon, where all countries have formulated

health-for—all strategies and nost of them have szigned the regiomal
Health Charter,

That political decisions in the African Region are begimning to
be translated inte practice is clear from the nature of natiomal
programmes and the trend in budget alleocations. Dialogue between the
Regional Office, political leaders, heads of state, mninisters of
foreign affairs, and ministers of health is continuing with a view to
ensuriny the primary health care appreoach. WHO support will be given
in formelating action. 4 high=level seminar on the training of
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intersectoral teams in primary health care development was held in

July/August 1984; nine ministers and 12 directors of health services
were inveolved.

in the Eastern Mediterrancan Repion teams are visiting countries
ro develop on & national basis the WHO gupport programmes necessary for
attaining Health for All. They have alsoc introduced a comprehensive
training programme for senior managers in all aspects of the menagerial
rrocess for health development, including reorientation of health
systems based on primary heslth care.

The rising level of commitment in the Western Pacific Region 1s
shown by the number of countries that have reallocated resources LO
finance health-for-all progyrammes. The increased provision will be
used to acquaint health workers with c¢ommunity participation, and
workers Iu other sectors with health development; and to strengthen
different levels of the health system, e.g., in relation to heglth care
delivery hospitel planning and design; and peripheral  and
intermediate health facilities. The constraints are related to
intersectoral coordination, management practices and gkills, and
shortage of resources (both manpower and money). They are compounded
by adverse sgocioeconomic conditions in many countries of the Region,
which hawmper long-term development. Nevertheless, the following
Programmes Are notawokihy:

- In China, siuce 149482, a study tour was organized for senior
provincial health administrators to Thailand, the Philippines and
Japan: and a group of senior administrators from Capital
Hogpital, Beijing, has visited the United Kingdom and the United
States of America to study modern management trechniques and the
redevelopment of older hospitals.

- In Kirivati, a National Healtrh Services Programme Plan for
1982-1986 was formulated in 1982, with the participation of
gectors other than health, and representatives of the community,

- In Laos, a programme review was conducted (June 1%8B3) along with
WHO and UNICEF, Among other things, agreement was reached on a
five-year primary health care project invelving 50 districts and
100 communes.

- In Papua New Guinea, a reorganization of the National Department
of Health {1983) led to a reduction in size in keeping with 1ts
new, principally adviscry, role as part of the decentralization
policy. In line with this pelicy, WHO and UNICEF supported the
development of primary health care and management training
courses at district and provincial level. A resource utilization
review was completed in April 1Ys3,

= In the Philippines, the Ministry of Health prepared its five-year
plan for 1983-1987 following the principles of primary health
care; undertook the training of some Y9000 midwives; and
embarked on studies of Aintersectoral action for health and
strengthening of district hospitals. After a succesgsful trial, a
scheme for dintegrating discrict hospltals and rural health
centres has been applied nationwide.

- In Samoa, WHO was advising (1984-19853) on s reocrganization of the
Ministry of Health that invelves a restructuring of district
health services based on primary health care,

# R Xk
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As recommended by the Joint Committee on Health Poliey in 1479,
UNICEF/WHQ workshops have been hela to help developing countries in

formulating and implementing health—for—all policies. These workshoeps
have proved wseful for the exchange of experience on how to tackle the
constraints, which fall roughly 4into three groups: (i) inadequate
appreciation of the primary health care approach at policy level,
(i1) inadequate =support for that approach, and (iii) inadequate
regources, It was recommended that all prierity health problems should
be tackled intersectorally; that there should be a permanent national
wechanism t¢ strengthen capabilities for planning, management, training
and research: and that there should be continuous collection of
information that would indicate a shifr of resources to primary health
care.

Such workshops have so far been held in Mozambique (1%80),
Senegal (1981), Ethlopia (1982), Mali (1983) and The Gambia (1985),
twanty African countries being invelved. Each participating country
sent a team composed of a seniox health official directly responsible
for developing primary health care; an official at the same level of
responsibility from a2 relevant non-hbealth =zector: the UNICEF
representative; and the WHO programme coordinator. Each team had
previously inmvestigated policy, prograwming and implementation in
accordance with a common framework of pre—established research modules,

The purpose of the workshops i1s to mobilize national and

internaticnal staff to deal with the concrete information required to
make primary health care a reality.

A working group in the African Regional Office (December 1983)
took into consideration the recommendations made in the Ethiopian
workshop and experience gained in organizing similar activities
(especially those activities undertaken with 10 French-speaking

countries and eylminsting in the Mali workshop)., The following points
emergad;

(1) Primary health care reviews by countries are essential,
since they provide countries with valuable information on their
own situation (what has been accomplished, what still needs to be
done, and where the disparities lie).

(2} The presence of rescource people from orther countries of the
reglon not only acts as & catalyst but is instrumeptal in

suugesting options and outlining country-specific preparatory
activities.

(3) Thelr presence is necessary 'during the entire survey/review
period. (In the c¢ase of the 10 French~gpeaking countries
wentioned above, the resource people left before the survey was
undertaken; as a result, whereas some countries went ahead with
the surveys, others did not.)

The working group recommended that each country should take stock
of the progress it had made; should carefully document any
breakthrough achieved, the solutions found to problems, and the reszults
of action research in critical areas, especially these identified at
the Ethiopian workshop, namely: experience in integrated development,
allocation of resources and costing, evaluation of community health
workers amd information on their training and utilization (in
patticular, remuneration) and  ¢oordination with nongovernmental
organizations.

It proposed the followinyg preparatory activities and methodology:
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(1) A multisecroral team should be formed by each country (a
team including representatives of nongovernmental organizarionsg)
to work out the specific steps to be taken. A resource person
from the region would be theve to give support to the national
faam.

{Z) Surveys/reviews should be underraken by each country, the
tools wsed being adapted to the country's situation. FPrivileged,
less privileped, and underserved ateas should be represented in
any sample taken.

(3) Regource persons and WHO staff ghould be invelved in rthe
conduct of the survey.

(4) Countries should be requested to document the sharing of
progress on the issues identified at the Ethiopian workshop.

Support has been provided by UNIUCEF and WHMO to national
workshops, to work out concrete plans for primery health care
development. An example 15 the workshop held in Djibouti (February
1982).

A further area of collaboration between the two organizationg is
thely joint support of selected countries in the implementatlon of
national strategies. At 1ts 1981 session, the Jeint Committee on

Health Policy recommended;

"the provision of substantial assistance, over the necessarty
periods of time, to those c¢ountries with clear and continuing
narional commitwment to put the primary health care approsach into
practice”.

Such joint support entails an estimation of the involvement of UNICEF
and WHO in certaln selected countries® to ensure that the suppott by
the two organizations is effective, The main support will be pgiven to
activities that are unequivocally a national endeavour and are carried
out by natjonal personnel. Hitherte support has taken different forms,

depending on the country's needs and its health pattern. But on the
whole progress has heen slow.

In addition to such support, and to the action of countries, the
Tollowing activities are envisayed by UNICEF/WHO:

(1) analysis of whatever up-to-date information is avallable on
the development and implementation of health policies In certain
gelected countries and on their infrastructures and technologlcal
programmes; and preparation of country profiles showing progress
in implementing the primary health care approach since 1978, the
year of the Alma—-Ata Conference;

(2) colliaboration with countries to pippoint the ecritical areas
for further country action and support, using the above-mentioned
countyy profiles az a guide;

(3) preparation of plans for follow-up action by countries and
for the supporting role of UNICEF/WHU.

These activities were agreed on at a consultation imn Jamailca
(July 1954)7 in which kay nationals and UNICEF /WHO staff
participared, The consultation foumd that, although governments have
made some progress in extending the primary health care approach to
neglected areas, there were still major obstacles to its full
realization, Among  them was the faet that in many countries
responsibility for implementing primary health care rests Loo
exclusively with the formal health sgeector, the broad multisectoral
implications being little realized. Moreover there are organizational
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and managerial constraints; linkages within the health sector are
often weak, decentralization to middle and local levels is limited, and
managerial skills are lacking. As for resources, the consultation
found that not only is there an absolute shortage of financial and
human resources, but that what resources there are have yet to be
qualitatively adapted to the primary health care approach. It noted
the need for more active participation by communities, amnd for & chaopge
in attitudes and behaviour, particularly among professional health
workers. It stressed that external aid, including UNICEF/WHO inputs,
must be fully in accord with national pricrities.

* & %

Ministries of health are currently concerned with establishing or
strengthening the mechanismg that will give political and technical
gupport to their policies and ensure wmore effective coordination within
the health sector itgelf, with other development sectors, and with
individual communities. Among such mechanisms are the natiomal health
development networks, which besides giving techanical support to
ministries of health, health councils (see below) or similar bodies,
can provide the necessary liokage between the technical and the policy
level. The networks are seen as conslsting of existing national
institutes, departments, schools and organizations. Support to their
development has been given by WHO in the form of missions, consultants,
and financing of certain activities.

A consultation in Sri Lanka (November 19%32) grouped 13 countries
with experience in organizing such networks. ? It made
recommendations on  their structural features; the leadership rele

required of ministries of health; the areas for specific technical
cogpperation (both  between countries, and with WHO or other

international agencies); and the action to be taken by the countries
participating.

These recommendations are being followed up. The experiences of
participating countries and the constraints they encounter are being
collected for information purposes, Support will be given to other
countries wishing to establish similar networks. And promotional
action will be carried out under various programmes (e.g.,
intersectoral action for  health, health systems research, and
orientation of health systems) in order to encourage the action of
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national decision-making bodies. A publication willl be prepared and
distributed describing the mechanism, the issues involved, the

experience of different countries, and the action needed to establich a
network.

- In S5ri Lanka itself, for example, the National Health Development
Council, wunder the chairmanship of the Prime Minister, has
provided clear poliecy guldelines for health development;
monitored the progress of the national health development network
and 1ts six standing committess; and evolved an  extensive
coverage by both modern amd traditional syscems of health care,
the physical infrastructure of which 1s well developed. (In &5ri
Lanka wmodern medicine meets about 734 of total requirements in
basic health care, while the jindigenous sgystem of medicine -
limited to curative services and operating through a aetwork of
dispensaries and eight ayurvedic hospitals — covers the remaining
25%.)

WHU, UNICEF, SIDA/SAREC, DANIDA, and others, provided assistance
to Angecla, Ethiopia, Democratic Yemen, Sri Lanka, Tanzanla, and Zauwbia
during 1Ys84. Although each country has its own specific programme, the
activities carried out by the networks and by collaborating institutes

have Included among cothers:

(1) Training and orientation, which includes workshops to
prepare certain types of health personnel for primary health care
work, e.g., community health workers and traditional birth
atrendants (Tanzania), those whe do the training (Ethiopia),
community health workers (Zambia), and district health mnanagers
(571 Lanka and Democratic Yemen). Also included are symposia,
seminars, and orientation gessions for managers and
decision~makers at various levels; a consultation with
parliamentarians (5r1 Lanka); a symposium on health development
(Ethiopia); and a meeting of reglonal medical officers
(Tanzania).

(3] Research and development, to investigate critical areas in
countries' health programmes but alsc to test innovative
approaches to health delivery, e.g.r

- the detection and contrel of noncommunicable disenses
(hypertension, rheumatic fever, diabetes mellitus, ete,) by
primary health care = project Invelving 35 villages and
carried ¢ut by the Ministry of Health, universities, and
research institutes (Tapzanla);

- the prevision of additional quantities of selected
essential drugs in order to obtain a measurable impact on
certain priority problems (Zambia);

- alsp in Zambia, the launching of & malaria control
programme based on surveys undertaken by the Ministry of
Health and the Tropical Disease Research Centre;

- the trying out of different patterns for strengthening
district management (Sri Lanka);

- the inclugion of health and nutrition data in the national
household survey carried out jointly by the Ministry of
Health and the Central Statistics Office (Ethiopla}.

More recemtly, support has been gziven to Angola for the
detailed planning of the research programme of the National
Institute of Public Health (in health system coverage, community
participation, health system management, and inforwation systems).
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In the Western Pacific Region, eight c¢ountries undertook
research and development (R&D) projects in primary health care in
the rural atreas, of which the Philippines and Papua New Guinea
were the earliest.

- The R&D projects ia the Philippines and Fapua New Guinea
have provided the major basis for national policy formulation and
management guidelines for primary health care development and
implementation and have been very active in providing techaical
cooperation with the other developing countries. The Philippines
completed the evaluation of 1its project, and the document
produced is now being used ro develop training wmaterials. The
Papua New Guinea project has just recently completed its
implementation phase and the final evaluation is in progress
which is expected to be coumpleted at the end of 1985, Papua New
Guinea has expanded its R&D areas to other provinces.

- In Papua New Guinea, the R&D project in New Ireland
Province has developed a mechandsu through which community effort
can he systematically channelled in the implesentation of primary
health care at the periphery,

- In the Republic of Korea, the R&D projects in several
functional areas of primary health care have been carried out.
Te name a few, the integraticn of primary healcth care in Saemaul
Undong (new village movement) at the community level: R&D in the
implementation of school health programme based on primary health
care approach; and R&D in the integration of community health
practitioner training in basic nursing curricula;

- Kiribati, the Lac People's Democratic Republic, and
Malaysia continue to implement R&D projects, while a county in

China, and two areas in Vanuatu, initiated new R&D projects in
the rural setting;

- Fiji completed the evaluation of its primary health care,
one  of the most significant results of which 1s the
recommendation to modify the training of the wvillage health
workers and to standardize the manuals. The R&D projects in New
Ireland Province of Papua New Guinea and in Fiji have contributed
significantly to the efforts of the other South Pacific countries
by receiving visitors and utilizing field staff from other
countries in the spirit of TCDC.

(3) Informacion and documentation 1s required eon experience
with national health  development networks or analogous
tiechanigsms, which will be particularly useful to countries that
are trying to institute similar functional arrangements. A
report based on such experience, and praoviding practical
information, has been compiled and will be widely
disseminated,lV National health development networks also have
made it their responsibility to furnish informatiom (e.g., on the
regults of research) to such groups as professionsel health
workers, decision-makers, and the general public. Journals and
newsletters have been published (Ethiopia)ll and reports and
pamphlets circulated (Sri Lanka, Tanzania and Zambia).

{4) Monitoring and evaluation. Commitment to full
implementation of primary health care dimplies a parallel
commitment to evaluate progress towards that goal. Reviews have
been undertaken by Ethiopla, Tanzania, and Zambia to:

- measure the extent t¢ which well-defined targets for
improving the acceptability, utilization and impact of the
health services have been attained;
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- identify obstacles to continued progress, and pinpeint
those elements of primary health care which are daeveloping
well and according to plan;

- validate the routine data obtained on the implementation of
primary health care;

- gather data that does not npormally enter a country's
information system, for example data not easily codified;

- eénable high-level programme managers Lo review with field
staff macters of general policy regarding implemenration
and its constraints,

UNICEF has been involved in these reviews as have other
bilateral agencies that provide support, e.g., DANIDA (in
Tanzania), SILA/SAREC (in Tanzania and Zzambia) and the
Netherlands (in Gambia). The report on each npational review is
published by the country concerned.

Kk X

National health councils are encouraged as providing a foruw for
higxh-level multisectoral advice on a whole range of questions affecting
health and development. The health development network brings to the
healch ecouncil technical suppert that is wgultidisciplinery and
continuing iIin naturej it also develops the specific planning
techniques and technologles required to translate broad policies inte
implementable plans. The national health couneil facilitates politiecal
decigione on health policy, strengthens the pelitical cosmitwent to
primary health care, and provides Intersectoral support for its
lmplementation.

In countries of the South-East Asia Region, for example, a number
of ad hoc bodles have been established - national health counclls,
national health development committees, and health-for-all committees
with an interministerial composition. Some countries (e.g., India and
Thailand} have apecific targets in their national health plans for
coverage of disedvantaged sections of the population. In 5ri Llanka,
the National Health Council is composed of nine uministers, with the
Prime Minister as Chairman. Its role jis to be the policy—making body
under which there is a National Health Development Committee (NHDC) to
provide high=level functional collaboration and intersectoral
coordination. In order to obtailn technical support for the NYDN, six
Standing Coumittees have been created for various aspects of health
development, iIncluding Health Manpower Development and Training,
Primary Health Care, Health Research, Drug Policies and Management,
Traditional Medicine, Technical Cooperation Among Ueveloping Countries
(TCLC), and Appropriate Techanology for Health (ATH), The Standing
Committees are guided by an "NHDN Secretariat” which iz a special unit
in the Ministry of Health. This process ensures that health concerns
are safeguarded in all decigion-making related to economic
development. National seminars have bpen held for Members of
Parliament and an interregional seminarl? in August/September 1984
brought together high level participants from various sectors in twelve
countries to learn together from the Sri Lankan experience.

 ® ®
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Adoption of the health—for—all concept and the primary health

carée approach requires that the natiomal health system be recriented
towards an appropriate infrastructure. This reorientation ealls for
fairly simple but scientifically sound and well-organized knmowledge on
the part of those responsible for system design ar country level: they
must be acquainted with the coamponents of basic health systems, their
structural and funetional interrelationship, the political and economic
conditions Influencing them, and possible mechanisms for initiating and
maintaining the reorientation process.

WD BS1TRG

Studles recently undertaken have resulted in Etwoe reports:
"National health systems and their reorientation towards health for
a2ll:; Guidance for policy-making" and “health systems support for
primary health care”, based mainly on material collected for or
resulting from the Technical Discussions at the 1981 World Health
Agsembly. Both reports. were forwarded fto WHO's regional offices to
facilitate the continuing processes of review and reorientatiom of
national health systems. They were recently used by the Advanced
Kesearch Institute for Healrh Services Systems in the Netherlands as a
conceptual basis for the improvement of health systems in developed
countries, and by the North American Group for Comparative Studies on
Health Systems. They have also served as background marerisl for a
study group on the applied research needed for the reorientatiocn of
health systems.

There are several examples of such reorientarion:

- In the European KRegion several countries, from all four
subregions (Nerth, South, East and West), have been intensively
teorienting their health services to emphasize primary health
care. Priority has been given to stimulating this development in
the countries where certain problems demand imgmediate atteantion,
namely; Algeria, Moroceco, Portugal and Tutkey. But there is
atill wueh to be done. For imstance, the self-confidence of
public health nurses and health visitors may be low; teamwork has
not always been developed; collaborstion among the various
health-related sectors, particularly the health and the social
services, may be deficient; nor is enough research being carried
out, The puiding principles in the Oxganization's policy
documentsld are being used in varyinog degress, dependiog on the
health status of the country concerned. In Morocco, for example,




WHO/SHS /85, 4
page l4

COLLABORATION
BETWEEN THAINING
INSTITUTIONS

ma jor changes followed the adoption of a five-year plan and the
carrylng our of a primary health care project in twe pilot
areas. It is hoped to repeat this experience in Algerla, Turkey,
and northern Portugal.

- In Bangladesh, as the result of a decentralization of authority,
fresh enthusiasm has been aroused for atrengtheaing the primary
health care programme by means of the thana health—complex
geheme, (Some 260 thanas were given increased administrative and
finangeial authority and renamed upazillas.)

- In Bhutan, the Govermment inm 1983 launched the npational
development strategy {the "Bzonglak Plan"), based on
decentralization and self-reliance. Under this strategy, the
basic health unit, which covers a population of 3000-5000, is the
backbone of primary health care. In all, 53 basic health units
have already been establisghed, and rhere 1s a plan to convert all
40 of the country's dispensaries into such units. Between five
and ten pew units will be set up every year in order eventually
to cover the entire country, depending upon the avallability of
manpower. The standard staffing of a basic health unit is: one
health asclstant, one basic health worker, and one auxiliary
nurse-midwife. -

- In Saudi Arabia, the health system iz being reoriented by the
establishment of a Department of Primary Health Care withia the
Minisrry of Health; the development of regional primary health
cave units; and the planning of reglonal workshops.

- In Papua New Guinea, the health care delivery system has
undergone the process of decentralization to reorlent the system
toe effectively support the developmental activitles at the
periphery so that the essential elements of primary health care
be delivered to the people as closely as posaible;

- In the Philippines, the mninistry of Health has decided to
implement the re-structuring of the health service delivery
system in accordance with research findings Iin primary health
care development in Leyte Province, and the study on hosapital
utilization. This implies decentralization of planning and
tinancial control from the reglional office to the provinclal
offices and the integration of the administration of curative and
preventive health services at provincial and district level.

& k Xk

A matter of current concern to most counttries is how to reorient
various types of health worker, particularly at wmiddle level, rowards
primary health care. A few institutes have developed training modules
and have already conducted a nwaeber of sheort training courses.

A consultation hosted by the Andrlja Stampar School of FPublic
Health in Yugoslavia {(1983) brought together 17 imstitutions with a
view to exchange of informatien on traieing programmes and learning

material, and discussion of primary health care in general. A plan of

action was prepared that will enable institutes to keep in comtact with
one another and to share expertise and informatiom on & continuous
bagls.

The participants im the c¢onsultation (notably the designated
coordinators of activities) have since been implementing that plan and
have kept WHO regularly informed. The object is: (a) to strengthen
training institutions as regards management training for health
workers, particularly those at wmiddle level; (b) to @maximize
resources, both within and between countries, through the TCDC
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process.l4 Support will pgo to (i) strengthening of the training
capabilities of the institutions; (ii) development of

teaching/learning material; amd (iii) research on the role of
middle~level managers. Country workshops have been held to which
participants from institutions in other countries have been invited inm
the spirit of TCDC, A meeting was held in Khartoum in December 1983 to
revigse educational modules for middle-level nacagement in primary
health ecare, This was followed by a meeting in New Delhi, hosted by
the National Institute of Health and Family Welfare, in which
institutions were encouraged to support each other with their relative
expertise.

In the African keglom a conference is foreseen in 1985 that will
bring together nurse teachers from both Euglish~ and French—speaking
insritutions with a view to strengthening professional links and

collaboration.

The Regional OQffice for Africa will study in particular different
health staff profiles; coverage; community perception of health
(i,e., identification of peeds, priorities, requisite kpowledge, and
gociocultural issues); the equitable sharing of financial resources;
and a more rational design of health ecare facilities. Training
institutions at all levels will be helped to include the elements of
primary health care in their programmes,

E

Support has heen given to a number of countries for studies on
health facilities. The reports on those studies were discussed ar
national meetings, which produced recommendations feor practical
improvements in the participating countries. Case studies have been
completed for Algeria, Cuba, Senegal, Sudan and Venezuela, Volume 4 of
the publication Approaches to planning and design of health care
facilities in developing areas is mnow available.®” Volume 51° is

entirely devoted to a cross-national analysis of the above studies, and
blends the experience of countries with basic concepts of health care
systems,

To facilitate self-relfance and development of skills in this
ares, support is beilng given to a network of national tralning centres
(following the recommendations of a WhO interregional geminar held in
Londen in October 1983). A loose-leaf kit of materisl for use by the
centres has been produced by WhO, in collaboration with the Medical

Archirecture Besearch Unit of the North London Polytechnic and other
institutions.

WHO's 1984-1985 programme and plan of action for logistics in
support of primary health care is intended to foster national efforts
to establish & well-organized logistic system that will ensure that the
right items are available in the right place, at the right cime, and at
the lowest possible cost, starting with community-based facilities and
working up through intermediate, central and internationmal level. The
target is that, by the end of 1989, 50% of developing countries should
have formulated clear plans for a well-organized and well-maintained
system of logistic support.

In 1984 work was directed towards information, training and
research. The aim was to ensure the provision of drugs and equipment,
mainténance of that equipment, and maintenance of the apprapriate
facilities. A study on logistic needs for primary health care support,
particularly at district level (including transport and radio
¢ommunications) has been initiated., It ianvelves the preparation of a
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dual=-purpese problem—selving wmodule (guide) on logistics for wuse in
gelf—-evaluation; a Joint WHG/country evaluation in selected
arcas/districts; and an information document (guilding principles) on
radio communication and transport in support of primary health care
that can be of use to national decision-makers. The work will
culminate in an interregiomal weeting in 1985, which will set the scene
for future effort.

A directory of organizations, institutions, groups and individuals
concernad with the development of appropriate health and heglth-relared
technology 1s maintained by WHO, At present it comprises 418 entries
from 83 countries, WhU's information system in this area is regularly

updated; it includes a comprehensive bibliography om the subject from
all over the world.

The ATH Newsletter is another instrument for disseminating
information on appropriate technology. Judging by the increasing
demsand for it, the Newsletter i1s an effective way of increasing
practical understanding of the primary health care strategy at all
levels, It emphasizes decentralizatlon of knowledxe and resources;

alternativea for communlty action; and community econtrol of the
technology used.

A ptudy on the use and misuse of health technology has been
undertaken (jointly with WHO's programme of healcth laboratory
technology). The first step was a critical review of the use made in
general of ¢linical laberatory metheods.

In the African Region, a first conference on the technology of
applied and operational research has been held for 15 French—speaklng

countries. It discussed (i) wethods for developing applied research to
solve priority primary health care problems; (11) case studles of
selected projects that demonstrate the wugse of research for
decision=makers; (iii) resources for traiming in applied research and
technical support for projects.

An information document ou the selection, utilization and control
of health technelogy has been finalized and will be widely

disseminated, The intent is (i} to promote the glebal <ollectrlen,
elaboration and exchange of information on needs in health technology,
and its assessment, selection, utilizarion and control; (11) to
support developing countries in adapting and wtilizing methods for the
gelection and control of such technolopgy with a view to inecreasing
their self-reliance in thls area and improving the cost—effectiveness
and coverage of their health care systems.

% k X

There is genmeral recognition at national, reglonal and global
levels of the need rto invelve key development gectors 1in health
development. But intersectoral coordination and cooperation 1s a
complex issue, and many countries are finding it difficule to
implement. Nevertheless some bxreakthroughs have been made, both irn
individual countries and at rexional and global levals.

The subject of the Technical Liscussions at the 39th World Health
Assembly din May 1986 1is Intersectoral CGCooperation in Narilonal
Strategles for Health for All, Articles will appear in the monthly
journal of the National Council for International Health (Washington,
D.C.), dealing with central issues that are to be discussed at the
Technical Discussions. An Anmouncement on the gubject, outlining the
critical issues that will be discussed, is available. The HBackground
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Document will map out the broad 1linkages between health and other
development sectors and analyze the impact on health of the policies
and programmes of other sectors. Also included will be a synthesis of
concrete country experiences, both positive and negative.

HHD 85 1ET

A fact—finding imquiry into the contributions of other sectors to
health development led to a consultatjion 1in Kerala, 1India (1982),
invelving Iudias, Jamaica, Norway, Sri Lanka and Thailand. Assessaments
carried out in various countties on the health componant of integrated
rural development projects culminated in a consultation in Nepal, also
in 1982, Follow-up measutes are being taken throughout the regions, as
described below,

In the African Rexion, guidelines are required for policy
analysis adapted to tegional conditions. A meeting was held in Swaden
(March 194%4) between Dr Kaduma (Centre for Integrated Rural Development
for Africa - CIRDAFRICA), Dr Dahlgren (Swedish Ministry of Health) and
Dr Pannenborg (Netherlamds Ministry of Health). Its purpose was to
share methodology and to discuss a framework that could be used for
policy analysis in three or four African countries.

The Afygican Reglonal Office has prepaved, with support from
Headquarters, a document on health, entitled: “Health Development in
Africa, an Addendus te the Lagos Plan of Action”, which has been
transmitted to the QAU for presentation to the Meeting of Heads of
State and Governments in July 1985,

A high level wmeeting is being planned by AFED involving seven
countries (anglophone and francophone) from 9 to 11 October 1985, AFRO
has lovited 0AU and ECA to co-sponsor this meeting., Ministers and
declsion-makers from key sectors will be invited.

As & result of the joint PAC Reviews, almost all countries have
identified possible intervention strategies involving key sectors. One
such ¢ountry is Gambia where they would like to procesd immediately
with formulating, together with some key sectors, a few critical

interventions, to be implemented in some priority development projects
and within primary health care.
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An asgsessment of rural development projects in a group of
countries in Africa has been undertaken with FAY, with a view to
Btrengthening their health component. Health development wags also
ingluded in the programme of a workshop organized by FA0 in Zimbabwe
(1984).

In the Region of the Americas, a working group made concrete
proposals for accelerating work at country level. They include close
work with the Latin AMmerican Institute for Economic and Social Planning
(ILPES) in studyimg the impact of rthe economic crisis on the health
sector. In addition PAHO has developed with ILPES, a proposal for a
3~year study of iutersectoral action that will involve  both
institutions in an actlion research activity in Bregil, Papnama and
Venezuela, to examine in xgreater detail the Ilinkage between the
socioeconomic environment aand healch. The primary nature of this
project is one of institution building; 1t is designed to strengthen
government decision-making processes for better management of health
aspects of development and lmproved planning methods. It also includes
direct sgupport, a pilet phase and direct ctrainlog, A gtudy on
intersectoral action in relation te health and social development 1n
Costa Rica hag just been completed, in which a coumprehensive analysis
was made of the interplay of experiences in the non-health sector and
their effect on patterns of ‘health. The consequences for the health
sector of macro—economic adjustments to meet the economic crislis were
alse studied. Attention was given to mechanisms for Intersectoral
coordination that have proved exceptionally effective.

The current ecconomic crisis was also the subject of a working
paper submitted to the Directing Council of PAMU; "The economic crisis
in Latin America and the Caribbean and its repercussions on the health
gector”, The Directing Council adopted a resolution in this connexion.

A reportl7 on Cootdination of Social Security and Public Health
Institutions was approved by the thirtieth meeting of the Directing
Council of PAHO in September 1984, This report summarizes the
development of the coordination process and of the different
coordination and integration mechanisms set wup during the period
1979~1984 4in 16 Latin American countries im which Minigtries of Health
and $ocial Security Institutions share resgponsibilities for the
provision of health services.

The review made highlights central elements of the coordlnation
procesgs, the formulation of policy, the financing of health services
and thelr delivery, and the coverage of these services; speclal
emphasis is placed on the levels of coordination that will permit
progressive jmplementation of national policies and strategles, and on
the contribution of technical cooperation in the strengthening and
furthering of the coordination process iwn order to carry out the
national uvndertaikings ta provide health care for the entire population.

In the South-East Asia Reglon, the National Economic and Seocial
Development Board of Thailand, in an attempt to combat the all too
frequent hierarchical and sectoral approach to social development, in
1980 initiated a social development project that radically alterse the
character of planning and delivery of health and other social gervices
throughout the country. The approach utilized by this project has been
applied in Korat Province. It provides for intersectoral cooperationm
amony sevetsl ministries (Public Health, the Interior, Education, and
Agriculture and Cooperatives) at all levels of govermment; involvement
of the public iu the development process at village level; and the use
of social indicators for planning projects and allocating resocurces.

The S5EA Kegional Uffice Planming Group on Primary Health Care has
identified intersectoral actlion as one of the priority areas in primary
health care. As a result, an interx—country meeting on the Role of
Intersectoral Gooperation in Primary Health Care 1s planned from
40 October to 4 November 1985,
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As a follow-up to a study undertaken by the Marga Institute in
Sri Lanka, ¥ action research is being undertaken in disrricts. The
relationships betwsen the health and non~health sectors are beiny
studied im comnection with the causes and conditions of the prevailing
health situatioms. Programmes of intersectoral actiom will then be
introduced in two locations, rural and urbaa.

Short visits have been made by regional office staff to
Bangladesh and Thailand to study integrated rural development. The
study included agssessment of current intercectoral action at national
and distrietr level, with & view to evolving a better mechanism,

At district and wmore peripheral levels support is given by
otganizing seminars or workshops and by assisting training and
management in health and health-related fields. Support is alsgo
provided for establishing village health committees and for studies to
strengthen both the role of cowmunity health leaders/workers and the
self-reliant planning efforts at village level.

In the [European Region, Swaden places emphasis on the
relationship between health and such risk factors as the physical
environment, housing and unemployment., Its work has been reported to
othey ecountries. Similarly, the WNetherlands has been active in
developing a methodology for making projections of alternative
strategies for health development (the "scenario” approach).

Cage studies on Inequalities in Health Care, being undertaken by
the Nordie c¢ountries, are to be discussed during a meeting on Sccial
Injustice and Health Care, in July 1985, This wmeeting is being
organized jolutly by the European Rexional Qffice and rhe University of
Leeds.

The Regional 0ffice has undertaken research and development with
& number o¢f countries, culminating ic a workshop in Copenhagen
(December 1984) on the health burden of soeial inequalities.

The Nordie School of Public Health (GHtebors, Sweden) and WHO
have organized joint workshops for nationals from both Nordic and
developing countries. The outcome 1is reflected in a publication on
intersectoral action for health.l? The Nordic School of Publie
Health is also co-sponsoring a meeting with the European Regional
Office on Inequalities in Health and Health Care, in Gothenburg, from
28 to 30 August, 1985. This meeting will prepare for a meeting of
Nordie politicians and researchers from various sectoers that will be
held on 1Y and 20 November 1985, The main objective of this meeting is
to discugg approprlate support for Intersectoral Action for Health.

At the same School of Public Health a semipnar was held (January
1985} based on case studies from the five Nordic countries. It focused
on national pelicies, factors making for differences in health status,
and health care for certainm population groups, and it came up with
sound practical sclutions. Participants with experience in the

intersectoral dimension of health problems from other WHO regions also
attended,

In the Eastern Mediterranesn Region, experience drawn from the
Joint nutririon support proxramme in Sudan (Red Sea and Equatoria
proviuces), ian which an intersectoral approach has been ewmployed, will
provide useful lessons, This 1= alse true of Somalia, where
coordination between the health sector and that of women's affairs is
of particular importance. Intersectoral action for health was the
Lopic of the 1984 Technical Discussions in the Regional Committee.

Demoeratic Yemen, reviewing national experience in primary health
care, found that intersectoral cellaboration and coordination wers
particularly weak at national level, although somewhat stronger at
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wovernorate or more peripheral levels. An integrated gocioeconomic
development mission to the island of Socotra (November 1984) paved the
way for a workshop im 1985 to acquaint non—health sectors with the
primary health care approach and devise ways of stremgtheolng
intersectoral cooperation.

Two case studies are being undertaken — one in Bahrain, as agreed

upon duripg the Consultative Meeting on Intersectoral Action for Health
(29 april to 3 May, lY853), and the other in Pakistan.

In the Western Pacific Region dintersecteral coordination is
recognized as central to primary health care. Tonga is a good example
of this approach. Coordination was required after the 1%82 hurricane
and was continued in the development of a nutrition programme, in which
Ministry of Health initiatives met with a good response from other
ministries. In 1983 there was multisectoral participation im a
programme fotr the promotion of breastfeeding. There was similar
multisectoral participation in the first national seminar on primary
health care held in Tuvalu (August/September 14982j. The d1island
councils play a key role in community development activities, which
include the health sectoer.

The mechanism for planning with attention on intersectoral amd
community representation received gpecial attention for strengthening.
Toe this end, a meeting was held ia Manila on the development of
intersectoral collaboration for the allocation of health resources.
Five large countries participated, namely, the FPeople's Republic of
China, Malaysia, Papua New Guipea, Philippines and the Republic of
Korea.

ihe above activities were followed up at global level through the

Working Grouf on Intersectoral Action for Health, and a publication on
the subject. 0

Work with otner United Natioms agencies (especially the ACC Task
Force on Rural Development) has been particularly fruitful. An attempt
has been made to replace the couvening of meetings in capital cities by
the prowotion and implementation of practical action in communities,
even though limited in scale. The United Nations FPanel on People's
Participation (ACC Task Force on Rural Development), for imstamce, is
an Increasingly useful vehicle for intersectoral action in health
work. The Panel conducted a workshop im Arusha, Tanzania (October
1984) which discussed case studies?l of participatory rutal
development efforts involving health, agriculture, labour, women' s
organizacions, ete. The workshop, and the subsequent fourth meeting of
the Panel, agreed on a joint programme of action invelving UNDE,
UNICEF, IFAD, FAO, ILO, and WHU. To ipitiate the programme, Nigeria,
Senegal, Uganda, and Zimbabwe have been selected — countries where WHO
is successfully collaborating with women's organizations in health
development. Following an interagency mission, work in two villages in
Senegal is showing encouraging resulta.

X & &

WHO cooperates closely at country level in promoting health
systems research and in strengthening national capabilities for such
research. The regional offices provide direct technical support, while
the global level concenttates on the collection, analysis, synchesis
and dissemination of information; worldwide coordination; and
selection and conceptual development of substantive research in
pricrity areas.

The challenge for the future is to Integrate health aystems

research into all healrh development programmes at all levels, with a
view to adapting the infrastructure, and the sclence and technology, to
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local conditions. WHO's Health Systems Research programme works along
three wain lines: (i) promotion, Support and informatioﬁ;

(i1} strengthening of national capabilities; and (iii) initiation of
substantive regearch in priority areas.

To promote health systems research at country and reglonal level,
WhO %ﬁfued the publication The unses of health systems ressarch in
1984,

A health gystems research Lraining package has bean prepared that
can be adapted to the needs of individual countries. It ipmcludes =a
guide for planning training programmes, & course manual, and a gulde
for administrators and trainers (developed by WHO/AFKQ as part of the
project for strengthening health delivery systems).

The training package was reviewed at an  interregional

consultarion in Cameroon (July 1984), attended by 13 countries, 3 at
which recommendations were made for;

- generating political and managerial support for health systems
regearch and related trainoing:

- encoutraging administrative activities to promote such research;

- ensuring that tralning activities are reinforced by adequate
training material.

Ag Tegards substantive research in pricrity areas,
state—of—the—art reports have been made on primary health care in urban
areas, and on social control of technolopy.

In the African Region a systematic effort is being wmade to help
countries establish central departments that will have responsibility
for: {i) Thealth systems research; {i1) data analysis; (iii)
planning, iImplementation, management, and evaluation of research
projects; anod (1lv) coordination with other sectors. The national
programmes being promoted focus on analysis of the existing health
gystem, identification of community needs, appraisal of health care
delivery and coverage in tural areas, and the fixing of research
priorities in the light of these factors.

& study group speclalized in health systems research was set up
in 1980. It met in Antananarive in February 1981 and Braszaville in
February 1985, The last meeting recommended, Inter alia, that a
central HSK unit be set up within each country's department of health;
that an HSR manpower training course be developed; and that Member
States be encouraged to allocate part of the health budger ou & regular
bacis to HSR activities. Institutions have been identified to support
this undertaking.

The network of national research centres has been extended into
Ethiopla, Ivory Coast, Kenya, Mozambique, Nigeria, Zaire, and Zambia.

A special effort has been made to strengthen national research
capabilities, WHU contributed Us $100 000 to the launching, together
with 5ILA, of a three-year research programme in primary health care in
Ethiopia. A network of subregional centres to back up the repional
programme, and tacilitate the choice of subjects for research of
regional interest, will be put 4into operation withia the next four
years.

A training course on methodology was held in Quagadougou (1980)

and a nmulridisciplinary group* met to study problems of evaluation,
information systems, and fipmancing (19%381). Other mnational or

intercountry workshops and courses, including courses on research
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methodology and management for trainers, were arranged for participants
from English—speaking and French-speaking countries of the African
Region.

In the HKegion of the Americas, a health services research
programme has started thar emphasises the strengthening of local
capabilities. The Organization iz ecollaborating ia various surveys and
studies, notably on drug administration in hospltals, supply
adwinistration, infection control centres in hospitals, and appropriste
technology for maintenance of health facilities, A regional workshop
(Washington, 1%8l) was attended by specialists in health (including
epidemiology)}, socioloxy, systems engineering, economics,
administration, and research.

The Organization has cooperated with Peru and Uruguay (backed
financially by the World Bank and UNDP respectively) in general surveys
of health services and establishments with a view te reorgaanization.
It has also provided technical and financial support for a study on
utilization of health services covering 2000 households {about BOUU
people) in Antigua, Dbominica, Saint Christopher and Nevis, and Saint
Lucia. In compliance with recommendations made by the regional ACMK, a
survey on health systems research was undertaken in 17 countries (13
Spanisgh~speaking and four English—-speaking Caribbeam countries). It
showed a general trend of sustained growth, the figures for research
projects rising from 188 in 1974 to 392 in 1983, i.e., their number
more thapn doubled. The results of the survey were discussed at a
workshop ou trends in health services research (Mexico, 1984), which
made concrate recommendations covering definition of research
priovities, suitable approaches, relevant methodologles, and strategiles
for the mobilization of resources.

In the Scouth-Eagt Asia Region a subcommittes of the regional ACMR
established a conceptual framework for health systems research that has
been widely distributed to Member States and is being used extensively
in their meetings.

National focal points for health systems research were
established in bBangladesh, Burma, Indla, Iodonesla, Mongoella, Nepal,
5ri Lanka, and Thailand, with focal points at state or provincial level
in Ipndiaz and Indonesia. In collaboration with biomedical research
inatitutions, and WhU's Health Literature, Library and Informstion
Services (HELLIS), they have produced informatjon on health systems
research In mést countries of the Regpion.

An  intercountry consultative meeting was held to introduce the
concepts, principles and methods of health systems research inte the
educational curricula of health and health-related personnel. Suppert
was given to national meetings to promote awareness on the part of
policy—makers, administraters, and scientists. In order to obtaln
maximum community participation, a scientific working group on
behavioural research developed specific projects for certain high
priority preoblems in primary health care. kesearch grants have been
attributed for such gsubjects &% nutrition, maternal and ¢hild health,
health manpower development, immunizarien, health educaticn, and
financiog of primary health care.

A regional plan of action (supported jointly by governments, WHO,
and other agencies) was formulated for the period 1983-1985. 1t seeks
to strengthen national institutional npetworks, promete collaborative
regearch, and create the necessary multidiseiplinary and nultisectoral
basis. Oune of the elements empinasized in the plan of action - research

Inte health behavicour — was the gubject of a nationsal workshop in Nepal
(January 1983). &
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In the European HKewxion, the regional ACMR recommended that WHO
Should activate and support health services research wherever 1t was
lagking in the Region. The Study Group on Health Services Hesearch
(Mirren, Switzerland, Januwary 1983) reviewed previous work, analysed
its impact, and studied factors hindering the development of a regional
strategy, the role of such a strategy, and the targets to be set. The
latter covered decision on health policy; budget allecations to health
researchy focal pointg at national levely research policy and
funding; and the position of the research worker. The regional ACHMR
recommended that the Study Grouwp should continue to identify targets
that were relevant to community needs.

Equity din health has been accepted as a research priority of
increaging iwmportance, since it is recognized that wunemployment and
poverty, at least in socially wulperable groups, are important risk
factors for health, A programme on social egquity and health started in
1942, An advisory committee ou this programme met in Octeober 1983 to
review national experience.

Mechanisms for setting natilonal regearch pricrities were studied
by a working group on the management and structure of health policy
research (Rome, October 19483). Apn  analysis of three countries -
Austria, Czechoslovakia, and Denmark - was taken as a basis for
exanining the structure and management required to bring research more
¢closely into line with the provision and practice of health care.
Following a recommendation by the regional ACMR that a atudy should be
made of theoretical models related to the sclentific analysis of health
and health care, workshops were held on the relevant paradigms,
methodologles and organization (Berne, 198l; Paris, 198Z2; and Ulm,
Federal Republic of Germany, 1983); proposals were made for
investigations to fill the gaps in knowledge.

An interpational course on research in primary health care was
organized for postgraduate research workers (Kuopie, Finland, 1980) and
an jipternational wotkshop on health services research metheodolopy,
relevant to both developing and developed countries, was conducted
(November 1984} by the WHU collaborating centres for the classificarion
of diseases (Moscow) and for primary health care (Alma—-Ata). In
recognltion of the lmpertant role of the social sciences in health
systems research, & European Society for Medical Sociology has been
established, which will focus on the soclal aspects of the
health-for-all strategy.

In rhe Eastern Mediterranean Region the emphasis is on research
that will facilitate the implementation of national and regiomal
gtrategies for health for all. A training course on the methodelogy of
health gervices research was organized af the University of Nottinghawm,
United Kingdom (14980), attended by 18 nationals from five countries of
the Region. Support has been gilven to national courses on methedology,
uging learning material from earlier courses, and the guldelines
prepated by the Regional 0Office for Africa and the project for
strengthening health delivery systems in central and western Africa.

The establishment of a network of research &nd training
institutes in primary health care is under way. The gelection of the
institutes, which will c¢ombine operational research with the training
of different categories of health workers at intermediate and local

level, has started in Jordan, Sudan, and certain countries of the Gulf
Area.

To buila up national expertise in managing research programmes
and centres, a workshop (1981l) was devoted to the orgaulzation of
research ab wpatiopal and dinstiltutional level; research planning;
evaluation of research proposals and scientific activities] staff
development; regearci: information; and management techniques,
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Following the recoumendation made by the regional ACMR thar
gpeclal emphasis should be given to research in primary health care, a
task force was convened in October 1482 and defined four priority
toples: (1) primary health care coverage; (2) wobilization ot the
compunity; (3) reorientation of health professionals; and (4) factors
influencing the effectiveness and acceptability of primary health care
workers at community level, The task force drew up a number of
detailed research protocol outlines which by the end of 1983 were
forming the basis of full-scale projeets in Egypt, Joxdan and Yemen.

In the Western Facific Region a task force, and later the
Subcommitiee on Health Services Research of the regional ACMR, reviewed
progress during the period of the Sixth General Programme of Work
{1978=-1983) and set priority areas for the Sevenrh General Programme,
namely: health «care organizaticen and management; health care
Tipnancing; legigslation and peolicy-making; intersectoral and sectoral
cocrdination manpower utilizaticn and training (dncluding educaticonal

technology): design of health care delivery; communlty
participation; and logistic support systems.

Malaysia, the Fhilippines and the Kepublic of horea have
completad research om which to base the further development of theilr
hospital services in support of primary health care, A study on the
functions and problews of health staff st the periphery has been
completed in Papua New Guimea. The Korean Institute for Populetion and
Health, Seoul, {designated as a WHO collaborating centre for research
and health) was enabled teo complete a health resources allocation meodel
that will permit long-term forecasting of wmanpower and other
requirements, In the solomon Islands a thorough evaluation was made of
the primary health care/village health aid programme. In FLji an
evaluation of the primary health care programme has started.

Support was given to the Republic of Korea for a national
workshop (October 1980) to create awareness of health services research
and develop the ability to carry it out; the participants were senior
and middle—level public health workers, In the Philippines & national
workshop on biomedical and health services research methodology was
conducted (August 1982} and in Fiji a subregiconal worksheop, for South
Paeific countries, on health services research in family health
programmes {July 1983), In China & natlopnal tralining course on
research methodology and information analysis was held for the staff of
the four WHO collaborating centres on primary health care and for staff
of health administrations in other countries (Uctober 19#83).

Suppert was given te the Republic of Korea to evaluate the roles
and functions of the community health practitioners, and the efficiency
and effectiveness of the programme in relation to primary health care
coverage and consumer satisfaction. The study further attempted o
assess  the curriculum management of the training programme and
educational input.

In the Philippines, support was given to assess the performunce
of the public health nurses in primary health care delivery and to
agsess the adequacy of the training programme in primary health care
for basic nursing.

A register of health systems research programmes, started in
1977, is being periodically wupdated. A bibliography on this type of
resegarch has been developed in eollaboration with the Medical School,
University of Singapore, and arrangements are being made for irs
updating. New Zealand has dratfted a guide to health services research
that has been distributed to other countries for possible wuse 1in
developing their national regfsters.

w Ak &




WHO/SHE /85,4
page 2b

The challenge for the future is to ensure that health systesms
research becomes an integral part of all health programmes, Three
lines of development will be followed:

(1) Promotion and support, which will entail:

()

planning on the part of countries for a coordinated
development of health systems research, e.g., determipninog
the location, structure and functions of the agencies
responsible for the research; and formalizing the
requisite iofrastructute of human, technical and waterial
IEesources;

laproving the interaction between decision—makers,
regearchers, and professional bodies by way of bilateral
exchanges, sharing of information, and the assessment of
priorities and feasibility;

establishing effective administrative  strategies for
carrying out research pelicies at management,
intersectoral, institutional, and operational level;

introducing mechanisms to ensure that funds are allocated
in the budpet, are properly used, ana are forthcoming for
as long as 1s needed to bring the research to its fipal
stage, i.e., utilization of results;

evaluating the results of research and translating them
inte policy options;

emphasising the feedback of research results to health
professionals, to policy-msakera and care providers at

various levels, to trainers of health personnel, and to the
public;

explorinoy the possiblliries of, and the limits to,
transferring the results of research from one country to
ancther. '

Strengthening of national capabilities, which will require;

development of guidelines on the planning of training
programmes and on training material that can be adapted to
the needs of the individual country;

training of teams of treiners who can develop national
capabilities for health systemg research;

introduction of the concepts and wmethodologies of such
research dinte the curricula of training programmes for
other health or health-related disciplines;

further exploration and implementation of the concept of
ingstitutional networking, gince tew institutions
individually can provide all the disciplinary inputs that
will be required;

creation of tralning opportunities in disciplines (e.g.,
social and behavioural seciences, or econpmics) that are of
prowlnyg importance in health care;

training that forms part of the carrying out of resezx~=h}
each research project being used as an eoppertunity for such
training;
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- linking of researech trainping programmes to the realitles of

service (this applies both to basie training and to further
training in a system of continuing education};

- intvoduction of a research fuaction imto the role of the
various professions; and establishment of the career
profiles, contracts, and tenure that will encourage &
permanent commitment to health systems research;

- development of mechanisms by which the work of orientation
and training can be monitored.

(3) Promotion of substantive regearch in  priority areas
{including innovative methodolopies) that will cover:

- regearch on health-promoting behaviour and lifestyles;
- research on the economic aspects of health care;

- crucial areas 1in the health-for—all =strategy (e.g.,
intersectoral action, community involvement, social eguity,
social control of techpologiles, primary health care in
urban areas}, where the most essential research findings
are still Jlacking;

- newv methodologies, Cafay participatory ragearch,
gcenario=writing;

- the potential of disciplines such as political science,
sociology, anthropology, geography, social pesychology, and
commuuications science.

4. Intermediate Level Support for Primary Health Care

The increase in the activities undertaken by village and community
health workers makes many new demands on existing health centres and
referral facilities. 1If the necessary technical and material support
s to be fortheoming, it will often be necessary to modify both the
patrerns of work and the attitudes of health workers. They must be
more invelved in health promotion and preventive work, more gensitive
Lo cowmunity needs, and better equipped for motivating the community,
and workers outside the health sector, to undertake health action.

Changes must be carefully adapted to each country's culture and
health system. A variety of 1nnovative efforts are therefore being
supported in selected districts of a number of countries. A framework
for analysis and action to improve primary health care gupport at
district Jlevel &nd below has been prepared. A number of countries
(e.g., China, Ethiopla, Mongolla, 5ri Lanka, Tangania, Thailland,
Zambia, Zimbabwe) are undertaking situation amalysis, planning of
action, mapagement Cralning, and practical field studies to improve
programme effectiveness. An essential step is to involve workers at
health centres and district hospitals, community representatives, and
others in the process. A number of such workers from a dozen countries
met 4in Zambia 4in late 1Y83 to exchange early experience, review
progresy, and discuss further action, including the dissemination of
the practical lessons learned.

Several countries (among them Tanzania and Zanhia) are working on
improved health recording and reporting systems, and are testing them
in selected districts,

Comprehensive wmanagement development is being undertaken in a
number of countries in the Western Pacific (including China and geveral
Pacific islands}, with particular attention to the intermediate level.
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The Regional Uffice for GSouth-East Asia has assisted group
educational activities 1in district health management in India

{Gujarar), Mongolia, Nepal and Sri Lanka over the past few years.
Fellowships have been provided so that middle-level health managers can
attend the short courses organized pericdically by ESCAP. Botswana,
India, Papua New Guinea and Sri Lanka are decentralizing responsibility
for planning and wmanagement te¢ district level and iImproving the
capacity for local management by means of in-service training, In Spi
Lanka, although physical facilities for healch services are
satisfactory, there are difficulties in manning those facilities owing
to the continuing brain drain, WHO's main task has therefore been to
support the development of health manpower at all levels. Since the

greatest need is at the intetmediate level, prierity has heen given to
training middle—level health managers.

In China, after the visit of a team from the Regional Office for
the Western Pacific, a project for developing =six model health

"counties" was established in 1983, financed by UNDP,

In the Solomon Islands, attention has bean given since 1982 to
the Jeaderxship role to be played by the provincial and area coumcil. A
first primary health care workshop and a wanagement course for
provincial health officials were conducted in early 1983, Ry 1984-1985
support was being given to strengthening the health administration at
provineial level. Promotional activities are being continued by way of
primary health care workshops. Alse at provincial level the
strengthening of management is receiving support in Laos, where health
infrastructure and primary health care is being developed in 50
districts and 100 communes.

Az experience accumulates ip the Iluplementation of the PHC
approach in various countries, the nmeed for health system support fer
PHC is becouing increasingly apparent. Taken up by the Aga Khapn/WHO
sponsored conference on the "The Role of hospitals in Primary Health
Care”, Karachi, Pakistan, Noveamber 1981, this concern continued to be
reflected in the main topiecs of the International Conference on
"Hospitals and Primary Health Care" organized by the Indian Hospital
Agsociation under the aegis of the International Health Federation in
New Delhi, January 1985, and the 24th International hospital Federation
Congress in San Juan, Puerte Kico, May 1985.

hospitals constitute a major part of the health system's
infrastructure and appear to have an exceptional importance at the
first referral level which 1s the main interface between peripheral
local health services and the national health system. As a result of
an informal planning meeting held in Geneva in June 1984 on “The Role
of the First Referral Level in Support of PHC" rthe ritle of the
proposed Expert Coumittee for 1985 was chapged to “the Role of
Hospitals at the First Referral Level” and focused on hospital support
for primary health care. This Expert Committee was held in Geneva,
Decembar 1985, following preparatory meetings in Fabruary and July 1985,

In the Eastern Medlterranean Regiom, concern with health service
management and the role of hospitals in health systems based on primary
health care led to an intercountry workshop in Nicosia, September 1985,
on Health Management in Hospitals as Referral and Supportive Centres to
PHC Services”, A follow—up workshop for 1986 on practical and country
specific solutions is planned.

Iranslating PHC pripclples imto practice, the European Regional
Office is moving trom concepts and philosophies to organization and
functions and in 1984 has appointed a Medical 0fficer for Hospitals in
Primary health Care. A Consultation held in February 1985 assessed the
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present sgituation of hogpital related activities and priorltized
foresean activities of EURO/WHO's hospital programme. It proposed to
include streogthening iInteractlions between the hospital and PHC
services as a substantial part of this programoe next to direct

hospital related issues guch as cost—effectiveness and information
gystems.

A workshop on "The Establishment of Social Medicine Division in
Hospitals” was held in Athens in March 1985, and three working groups
were convened on: (1) The ifmpact of medical decision-making on costs
(Londen, November 1985); (2) Planning methods for the hospital sector
(Kiel, FRG, November 1985); (3) Impact of demographic morbidity and
social changes on the fupetions of hospitals (Stockholm, December 1985).

In the South-East Asia region, a seminar in Ulan Bator, Mongolia
(August 1984) provided an opportunity for Bhurtan, Indonesia, the
Demeocratic People's Republic of Korea, Mongolia, Nepal and Thailand to
exchange information and t¢ analyse (a) the organization and management
of the health infrastructure, and (B) Iintersectoral collaboratien at
comeunity, health facility, and first referral levels. A visit was
made to the WHU-supported wodel primary health care project at Huvsagul
Aimak, which srarted in 1983 with training, service, aad reasearch
components. Mongolia intends to extend the Huvsgul Aimak project to
other areas of the country.

Following the 1984 Resolution $EA/RC,37/K3, “Strengthening of
Referral Systems for PHC", SEARO 1is promoting and supporting the
brovision of Pl to entire populstions through reorientation,
recrganlzation and more effective functloming of health service systems
with emphasis on strengthening of first-line hospitals. Through the
reglonal prograume i1n PHC, technlcal cooperation was provided by
developing a conceptual framework of comprebensive referrald Bupport
systems for PHC. An informal consultation formulated country actions -
cum = research plans for 1986, District hogpitels in Bhutan were
improved amd expanded to enhance referral support for the basic health

units, and a model degignm for an integrated district health gystem wase
developed there,

Specifie activities dincouded a Regional Conference on FPHE
networks in New Delhi, January 1985, where reorientation of health
systems for referral support and intersectoral coordinatien was a main
topic of discussion. Support for participants te the International
Heaith Federation sponsored a conference on "Hospital and PHC” in New
Delhi, January 1983, and an informal consultation on "Referral Support
for PHC in New Delhi, August 1985, This was followed by preparation of
country action-regearch and support for implementatien,

Several countries (including the Philippines apd 4ri Lanks) are
integrating hospital and community health services that were previocusly
separate. The integration of distriet hospltals and rural health
cefntres in the Philippines will be wonitored in 1985, A review of the
role of hospitals in support of primary health care at intermediate
level has been initiatad,.

In the Western Pacific regiom, between October 1%83 and February
1884, an assessment was made of Fiji's long—term nesds for tertiary
care at a natienpal referral hospital, and of the physical facilities
and potential for expansion of the Colonial War Memorial Hospital. A

master plan was submitred for re-development of the hospital, along
with guidelines for any new development.

A series of workshops were conducted in the People's Republic of
China, Malaysia, Papua New Guinea, and the Kepublic of korea to improve
and develop the technical and administrative support systems for
primary health care by strengthening the variows levels of health
faciliries which include planpning, design, management and maintenance
of health facilities and equipment.
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The role of the provincial hospital in primary health care was
identified as the focal point for technical training and jas a backstop
measure ian patient care In the primary health care infrastructure in
Papua New Guinea and the Philippines.

Te help overcome the deficiencies in expertise in the field of
biomedical and hospital engineering, the iIntercountry project on
hospital management, design and maintenance collaborated with 14
countries 1in the repalr and maintenance of medical equipment and
implementation of ap in-service training programme in the Western
Pacific Region,

Special attention is given to improvement/development of the
first referral level including support for training courses for health
and hospital admioistration and wmanagement, especially at district
level; integration of curative and preventive services and the
strengthening of referral and supervisory services to support further
PuC development as well as re-development of older hospitals and
applicetion of modern management techmiques,

Hospital utilization studies and courses in hospital planning and
nanagement were conducted, The Natiooal Institute of Hospital Services
in the Seoul National University Hospital was desigaated a  WHO
collaborating centre in 1984,

In 1986-1987 WHO's objectives will be: to determine the further
activities needed to clarify the gupport role of the first referral
level: to find the most appropriate ways of providing support for
governments and district authorities in readjusting the functions of
that level} to help institutions to ecarry out the necessary
reorganization and fraining; to collect, analyse and make available
such country and district experiences as emerge from findings of the
expert committee mentioned above,

® R %

Since a main raison d'8tre of primary health care ic to ensure
equitable distribution of health resources and health coverage of
populations in their entirety, the programme naturally focuzes on the
plight of underserved urban populations,

WO BETI R4
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A framework has been produced for identifying needy groups and
analysing the related information, Preparations have alse been made
for a study of the structure, functions, and managerial processes of
municipal health departments.

Following preliminary discussions in 1980 and a consultation on
the subject in Janoary 1981, attention was given to the preparation and
organization of Intercity workshops. Subsequently, UNICEF and WHO
jointly reviewed wurban primary heslth care and in July 1983 held a
heeting on the subject in Geneva. The reactions to the report of this
meeting were presented in a preliminary compilation of Iinformation at
the end of 1983,

Jolnt UNICEF/WHO activities provided a basis for updating this
compilation and for a state—of-the—art report on primary health care in
urban areas by the end of 1984, The two documents describe intra-urban
health differentials and what dinnovative action has been taken to
eliminate problems and reduce the gap. They were reviewed at a joint
consultation in Guayaquil, Ecuador (October 1984), which alse reviewed
experlence of how urban health systems have extended primary health
care inte low dnceme areas, and suggested follow-up action for
countries, UNICEF, WHO, and other organizations.23 1In 1985, cities
wlll be visited to determine the concrete possibilitlies for cooperation
with pergons and institutions in implementation of the UNICEF/WHO plan
of action, and at the same time find institutes that can prepare case
studies on problem identification, organization, and financing of
primary health care in urban areas.

- There 135 a project in Secul, for example, for the preliminary
collection of baseline data on two urban populations, of
contrasting socioeconomie characteristics, living under different
environmental conditions, and consequently presenting differences
in health status and in access to health services, The project
is a necessary first step in the process of strengthening the
health service Infrastructure; and It confirms yet again the
need to disaggregate information when characterizing a population
if services are to be designed that are in line with people's
demands and needs.

- At the other end of the spectrum is the report from Metropolitan
Manila, where the reorientation of wurban health services,
initiated in 1982 in four low-income areas of the city, has been
gradually extended to other low-income areas and 15 heading
towards total city coverage, The Philippines convened a national
workshop on primary health care which was attended by the eity
health officers of major cities of Metro Manila. The Manila
experience is now belng used as a bpasls for health development in
other urban areas of the Philippines.

- The Guayaquil (Ecuador) programme for low—income urban areas
started in 1%80 in a limited area with 42,000 people, now covers
170,000, and is expected by 1985 to cover 300,000 out of the
city's 600,000 urban poor. Its main feature is the development,
testing, and wide replication of low-cost service modules, in
witich the communiry health workers (health promoters) have the
key place., They belong to the community; and they are entrusted
with promotional, preventive, siwple curative and referral
functions, and with the vrespounsibility for describing and

continuously monitoring the health characteristies of thag
community.

- The projects in the Cono Sur pueblos juvenes of metropolitan Lima
started in 1%78 and at present cover 500,000 low-iacome people
cut of the 2,500,000 living in marginal areas (50% of the city's
total pepulation). The projects arve firmly multisectoral, beilng
managed by an exegutive coordination committee that includes
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rapresentatives of the health, labour and educarion sectors.
Among the projects' achievements is the elaboration of working
tools for the community health worker who must carry out family
education and follow up the health of the infant risk group
{0=5 years). OUne such tool is a growth and development chart for
children, which has been adapted for use not only on the projects
but 1Iin all health establishments, et first, second and cthird
level of health care. Another achievement has been to provide
health education for preschool children that covers 90% of what
i a large group at risk. Notable in these projects have been
{a) the extensive degree to which the community participates in
pranning, programming, and evaluation (mot only through health
promoters but cthrouwgh leaders st all levels): and (b)) the
impressive intrasectoral coordination. ‘

Addis Ababa is a city with ifmmense and complex problems, since
its poor population is large. The city's primary health care
progtamme has been in operation since 1983 and includes all the
main elements of such programmes. It is based on a precise set
of targets, to be achieved by 1987, which include: improvement
of the infant wmortality rate from 130 per 1000 ko 75 per 1000,
and of child mortality from 92 per 1000 to 50 per 1000; mastery
¢f oral rehydration techniques by 90%Z-1004 of mothers; growth
monitoring of 90% of children up to three years; immunization
coverage of 8BUZ; and availability of solid waste management to
70% of the population {the present level is 34%).

In the large low-income population of Guatemala City (240,000
people out of a total of 1.3 willion) the infant mortality rate
can be as high as 113 per 1000 {(the average rate for the country
as a whple is &5 per 1000), In geperal, the risk of disease and
death is great. Respiratory infections, gastroenteriris, certain
immunopreventable diseases, perinatal mortality, and malnutrition
are all highly prevalent. S3ocial and environmental conditions
are well below the average for the city. The Govermment and a
pumber of collaborating organizations are stepping up their
effort in these low-income areas, the emphasis being on maternal

and ¢hild health, commenity action, and mulrisectoral/multiagency
collaboration.

The Government of India, recognizing the growing problem of slums
and shanty towns, has recently decided to strengthett the primary
health care services and infrastructure in cities that have a
total populatien of morve than 100,000 and where the proporticn of
low=income population is 402 or more, Every effort will be made
to identify high-risk communities and groups. The basic unit of
service is the "health post”, staffed by a woman veluntary worker
for every 2000 people, an auwxiliary male purse/nurge midwife and
a male multipurpose worker for every 10 000, and a nurse
supervisor and a female medical officer for every 25,000 to
30,000, It is proposed that private medical practitioners,
voluntary organizations, industry management and unions,
education perscnnel, and engineering and agriculture depattments
should become actively involved in the programme,

In Brazil, the cutrent health policy is to give priority 1o those
in greatest need In the bilg ecities, This policy entails the
reorientation of existing services and Institutions towards
primary health care objectives and the merging of new Initliatives
inte the present system. The programme has been astablished at
national level but 1s expected to be adopted by state and
municipal authorities.

In Colombia, there has been considerable expansion of primary
health care projects in large and nmedium—sized cities. The main
object at present 1s to reduce Ipefficiency and improve
effectiveness. One recent sSuccess has been the countrywide
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vaccination campalgn, organized in conjunction with a national
radio network and a newspaper: it achieved & 20% increase in
{mmunization, and gave sgubstantial stimulus to community
participatien, Current strategy emphasizes 10 basic targets {(the
"ten enemies of health™). Among the obstacles to Ffurther
progress are the abgsence of a poelitiecal decision to reallocate
funds from tertiary to primary care, and the lack atr health
centre level of a local programming process, i.e., the authority
and the information to make intelligent wuse of available
resources.

In the Philippines, the projects of the Dbavao Medical School
Foundation in Davao City (island of Mindapnas) and of Alay Kapwa
Kilusang Pangkalugugsn Inc. in Quezon City (Luzon) are examples of what
nongovernmental, non-profit-making oxgapizations can accemplish in

cellaboration with religious organizations and the geovernment, The
emphasis iz on careful and systematle preparation at communiry level as
a way of gaining people's confidence, learning about their needs, and
preparing them to take over the wmanagement of affsirs; basic and
continuing training of community health workers: provieion of
essential services; and monitoring of progress., Voluntary service is
emphasized.

Ancther project in the Philippines {5 unusual 4in  thar it
specifically concerns the dicabled in s deprived urban community. In
1961 the Philippine Nationmal Commission concerning Disabled Persong, as
part of the national effort during the International Year of Disabled
Persons, initiated a series of city-level yehabilitation activities,
In Bacolod City (Negros), a group was organized, the Volunteers for the
Kehabilitation of the Handicapped. Togyether with the National
Commission and with assistance from UNICEF, it initiated a survey of
the disabled that led to a pilot project based om the WHO approach teo
community-based rehabilitation. This programme — maximizes the
gself-reliant reoles of community and family inm relatiom to the physical,
emctional, mental and social needs of their disabled. Service to the
disabled begins with trained local volunteer supervisors and the
family, systematically seconded by ocut—of-community support services.
It ¢am be an sffecrive solution to the problem of disabled children in
a low—income urban community.

3. Primary Health Care at Local Level

There are two tendencies that must be c¢closgely monitored, namely:
(1) to think of c¢ommunity involvement as the panacea for all problems
of scarce resources; and (2; to coufine community involvement to
time—~limited action directed towards a single problem., Such tendencies
way be useful as entry points, but they are not enough to promote
self-gufficlency and self-reliaoce. Often indeaed they have the
opposite effect.

WHG  has wundertsken a comprehensive series of activities to
strengthen community invelvement by wey of information, education,
training, organization, and research. lis present work is focused on;:

{1} promotion and support of research into community involvement
in order to ascertain the crucial issues and find solutions;

(2) support to countriegs in developing or raeviewing thelr
policles, progprammes, and experience in community involvement:

(3} support in evolving structures and processes to facilitate

community involvement, dincluding mechanisms to bring in specific
groups;

(4) support in enabling the community to dliagnose its problems
and mobilize {1ts resources, including health education and
otrrganization.
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During 1984-1985 the regional aims were!

in the African Region, to increase compunity capabilities for
planning, iwmplemention and evaluation through dissemination of
experience, training programmes for personnel at every level, and
national and intercountry meetings;

in rthe Agericas, to evaluate and adapt experience in primary
health <care, giving special attention to projects in health
education and to community participation;

in South-East Asia, to ensure commuplty lavelvement in the
planning, implementing and evaluating of primary health care by
training health workers in the concepts and methods of the
behavioural scleaces;

in the European Region, to review and evaluate the porential of
consumer movements for self-help and self—care, and develop
community involvement by studying existing mechanisms, and
evaluaring the relevance both of community-oriented educational
programmes and of projects for strengtheniug social and community
structures;

in the Eastern Mediterraneamn, to promote the development of
community-—managed institutions;

in the Western Pacific, in continuation of the national geminars
and workshops that have lald a solid foundation for community
action, to enhance (he self-rellant attitude of communities
through sweh bodies as village welfare groups and women's
committees or grganizations,

The following exaaples from individual countries are worthy of

in Burma, peolitical ang coomunity leaders play a direct role in
iwplementing and monitoring the Pecple's Health Plan. Committees
for implementing primary health care have been formed 1n various
townships and village tracts, Township wmedical officers are
responsible for preparing plans of action for their respective
areas. Moniteoring and assessment of achlevement is carried out
periodically. Involving the community fin the management of the
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primary health care programme has mobilized more resources and
has wmotivated communities to strengthen the network of health
units. Station Ttheospitals, health centres, aid poste for
voluntary health workers, and hosplftal wards have in the maio
been built thanks to public donations and community labour.

- In Mongoliz, specific conditionms (a widely scattered population
and a long cold season) ¢all for an approach sulted to an
lgolated population. To achieve self-management in health care,
the prerequisite 1s wmaximum community participation and the
training of community activists, The Huvsgul Aiwak model
(mentioned above) is suitable for Mongelia and it could also be a
model for other eountries with scattered populations.

- In the Caribbean area, a workshop in Antigua (June 19%84)
discussed and adopted the first Caribbean strategy and plan of
action for community participation and gommunily health education.

At global level, WHU has supported the Internatifonal Council for
Adult Education in producing a popular booklet on community favolvement
in primery health care intended for medium—level adult educators and
community health workers, It is an outcome of the Councll's study of

adult education programmes that have been successful in promoting
community involvement.

A bibliography of essential published documents on community
involvement in primary health care was published early in 198326
Material describing experience with such involvement iz  belng
disseminated in the African Region, where the setting up of village
health committees will be promoted. A study will be made on the
behavioural aspects of the way a community percelves its priorvity
health needs. :

Community health workere, their activities, their relations with
the community, and their effectiveness and lmpact, are the subject of
an interreglomal study that began in 1979, It has so far covered 13
countries and it has included in-depth studies in individual countries,
with periodic workshops to compare results (Jamaica, 1980;
Philippines, 1983). The next phase will be to;

(1) help countries to analyse the functioning of community health
workers, identify the shortcomings or weaknesses, and take the
necessary action to strengthen thelr performence;

(2) support them in developing a monitoring =and evaluation
process for continuous appraisal of such workers;

{3) strengthen health centre staff apd supervisors so that they
can give mote effective support to the community heglth workers
by means of supervision, training, and utilization of simple
management tools;:

(4) support health centre staff iu motivating and mobilizing
communities apd in utilizing their cowmunity health workers to
bast advantaue;

(5) disseminate widely the experience of countries with community
health workers, stressing in particular the critical issues and
the options that are open.

The countries originally partiqifating in this research and
development activity will continue,? Uthers will join them,
Support will be given to enable each country to!
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(=) =assess the support given by health centres to community
health workers in two selected distriets per country;

{b) undertake the training of supervisors (10 supervisors per
countryl;

(e) stremgthen the performance of community health workers by
means of the health centre staff (all community health workers in
the specifiea two districts, and covering a population of
approximately 10 000).

In 1964-198> the Reglonal Qffice for Africa was collaborating
with countries that wish to organize reorilentation couwrses for
commupnity leaders, or trainimg courses for community health
pronoters/trainers.

In the Solowon Iglands a first national seminar om primary health
care (October 1977) gave 4impetus to the training of village
health workers. After an evaluation of the primary health care
programme in 1%82, promotional activities were intensified and
primary health ¢are workshops were introduced at provincial level,

Bhutan has introduced a programise for voluntary village health
workers, and it is now in operation in five districts. The
workers are gselected by the community and are given three weeks'
training in health promotion and simple first-aid techniques,
including the use of oral rehydration salts. Efforts are being
made to evolve a mechanism to form the link batween staff of the
basic health unit and the community health activities.

In Papua New Guinea, the selection, training and supervision of
ald post ordexlies is being laproved. More volunteer village
aides will be trained to provide essential health care for the
population in remote areas,

In Burma, there are now 227 townships in which primary health
care 1z being implemented s#5 & planned programme. Coverage of
new townships has expanded to nearly 100%, and there is at least
one community health worker on duty in each village tract.
Another type of volunteer, the “ten-household health worker"”, was
recently instituted to supplement the work of the communitcy
health worker, The number of community health workers trained
has increased so much that the distribution of kits for them
cannot keep pace.

In India, the retraining of health personnel umder a multipurpose
workers' scheme has been completed 4in 329 districts and is
continuing in a further 47, WHU assistance is being provided to
strengthen the basic training programwe for community health
volunteers, multipurpose workers, and health assistants; the
Organization 1s also helpipng with the procurement  and
distribution of kits for primary health centres. A revised
tralulng programme for multipurpose health workers is belng
implemented 1in all basic training schools. 4 prograume of
continuing education for comaunity health wvolunteers (through
correspondence courses) has been launched o an  experimental
basis., Training materisl and visusl aids have been developed.

x & R
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Reports from several countries show that even workers with limited
education and little medical training can use basic epidemiologiecal
toolzs effectively. The experiance in this fileld of 2 noumber of
countries {Burma, Botswana, Ecuador, Indonesia, Iran, Malaysala,
Morocco, Niger, Philippines, Sudan, Tangzania, Thailand, and Zambia) is
described in a WHO publication,28

- In the African Reglon a mechanism was being developed during
1984-1985 for the effective supervision of peripheral health
centres,

- In Ivory Coast a pilot project was launched in 1984 to rest
information processing methods (ineluding  microcowputers)
intended to provide data on the eight components of primary

health care at the periphery, data which is needed for planning
national programmes,

Xk Xk X

The public health literature contains few empirical studies of
coverage by authors from developing countries, WHO has emphasized the
lmportance of monitoring and evaluating swch coverage, The situation
of gome countries has been analysed in 2 collaborative study, which

inter alis provides a conceptual framework for amalysing coverage, its

effectiveness, and its efficiency. Recently certaln programmes have
been particularly active in trying to measure the coverage of their
work, e.g., in immunization, and ip maternal care, The plan of actlion
to support this analysis/research has the following objectives:

(1) to collect and disseuinate examples of measurement and
analyeis of coverage;

{(2) to disseminate information on methods for such measurement
and analysis;

(3) ro support countries in carrying out measurement and analysis
of coverage at all levels and, through rhis "learaing by doing”,
to increase capabilities in chis area;

(4) to strengthen the planning, implementation, monitoring and
evaluation of national and local processes for extension of
coverage and of their component parts;

(5} to promote and support national research related to coverage,
e.¢.y regearch on its determinants and differventisl trends, and
on 1ts effects and economic efficiency.

The results of the study are now available.2?

In Nepal, a programme of integrated community health services,
especially gearaed to the needs of rural people, has made steady
progress, It Is under the direction of a Board headed by the Secretary
of the Ministry of Health and iz supported by WHQ technlcal and
financial input. The coverage of the project is belny expanded from 23
digtricts to 27 (out of the country's total of 75). by the end of the
sixth development plan (1980-1985) it is hoped to bring the remaining
48 districts iato the programme.

Kecently collaboration has expanded at plobal level (orilented
towards the develeping countries) in the matter of quality asgcessment

and agsgurance, and integrated orpanization of healtn care delivery at
the periphary.

- The BEuropean Replonal uffice has for sowme time concentrated on
the matter of quality assurance,>Y The most recent synthesis
of thought on the subject was the outcome of a meeting in
Barecelona, Spain (May 1983,
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4. PReview of Progress

In 1952 WHO undertook its first substantial review of primary
health care development since the adeption of the beclaration of
Alma~Ata, The review deseribes the efforts of no less than
70 countries to attain health for all, It highlights both the positive
trends and the problems encountered. It aroused great interest and
considerable comsent in the world press,

In the next phase of this activity, it iz planned to take a
claser look at those "highlixhts"™ with a view to isolating those
experiences that show the most promise.

* k X

As countries move on from policy and planming to action, they
are increasingly concerned with monitoring the progress of primary
health care and evaluating the results.

With the growing experience of combined reviews (e.x., in
iwmunization, maternal and child health, and other elements of primary
health care) and the interest of countries in the different types of
special review being requested by programme managers, an effort has
beg¢n made to refine and validate a form of review for primary health
care that is acceptable, economical, and broad-based. In January 1%84,
a scientific working group was convened i1a South-East Asia to discuss
the aethodology of sguch reviews, calling on experience both within and
outside the Regilon. 4 detalled evaluation of primary health care and
the expanded programme of immuenization was carried out in Mozeablque
and Thailand during 1982Z. A more comprehensive review, in Zambia,
included assessment at community level, Eleven other countvies in the
African Region have, with WHU support, undertaken broad reviews, using
4 draft set of guldelines and protetype questionnaires adapted to each
country's priorities. The process is proving invaluable to countries
that wish to identify weaknesses and introduce the necessary changes in
time, On the basis of the experience from Africa, and from other
ragions, an exawination of available material was made at the end of
1984 with a view to revision, wider dissemination and, ultimately, use,

In 1984-1985 the Regional Office for Africa was collecting and
disseminating information on assessment for the benafif inter alis of
course organizers, teachers, directors of Thealth services, and
planners. A guide will also be prepared for evaluating the extent to
which primary health care is being implemented.

Periodical assessment of primary health care is carried out in
the Eastern Mediterranean Region, among others. An example is the
assegsment carried out in 1982 in Cyprus, Somalia and the Yemen Arab
Republic,3l Such assessments lead not only to improved reorientation
but also to a more realistic use of evaluation indicaters., It ig thus
eagier to keep track of primary health care implementation in the
operational sense: one example is the three-year plan (1983-1986) of
the Yemen Arab Republic, and the “"milesteones” developed for monitoring
implementation in that country.

A  microcomputer—based information bank te store data on
innovative activities was set up atr programme headquarters in Geneva,
in 1984. The information will provide a basis for publiciziag new
ideag and disseminating descriptions of successful experiences by way
of periodical publications. These will include the present ATH
Newsletter, uodified as necessary. The information bank can alse be
used to promote financial or techunical support to counktries by
facilitating a linkage between innovative programmes (particularly
those in the least developed countries) and interested interuatiomsl,
bilateral, or nongoveromental organizarions.
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3. Integration of health Care Delivery

Countries are increasingly aware of the need not only to maximize
their resources but also to make those that are available go as far as
pessible. This means that in practlecally all countries there iz 2 move
towards providing integrated health care programmes. Integrated
programmes or gefvices (e.g., daily comprabensive maternal and ¢hild
health services) not only are wmofe cost-effective but are more
convenient for the ¢ommunlty.

Lespite widespread acceptance hy decision-makers of the idea of
integration, there has been difffculty in making the tramsition frem
semi-autonomous “vertical” programmes, coexisting with a general health
service, to an dintegrated dnfrastructure capable of effectively
providing both general and specialized health care. The operational
diffjculties experienced by countries are often compounded by the
continuing international debate on the vertical versus the integrated
approach, and by the preference of some donor agencies for specialized
programmes with an autonomous infrastructure that can be insulated from
the demands of the general health services and thus conceatrate on a
gingle get of activities.

228 back in three days to |8
M the Child Welfare Il

Clinic

W) BEL TS g

An interregional consultation was held in New Delhi
{June 1984)32 toe examine the specific experience of countries in
waking this framsition, and 4in general to explore better wayg of
laproving the coverage, ramge, and eftectiveness of health systems. The
report of the meeting, which also recommended a number of follow—up
activities, will be widely disseminated.

kX X

4 plan of action has been drawn up for introducing the wethods

and skills that will facilitate the organizatiom of integrated health
care delivery at different lewvels of care and by various institutions,
The objecrives arxe: (a) to further develop methods for easing the
integration of varied technical programmes into the infrastructure of a
health care system based on primary health care; and (b) to promote
the «collecrion and exchange of experience in the wmatter by
disseninating a suiltable wmethodological approach and by supgesting
specific integration plans that will increase the pational capability
tor organizing integrated local delivery of care while at the same time
protecting the techunical guality of specialized services.
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The outcome of the plan should ber (a) to get the processes for
local integration started in a growing gumber of countries, or advance

them where they already exist; and (b) to incresse coordination
between infrastructure and techneloglical proprammes im WHO itself,

* & %

The integration process is expected to lead to7

- more extended coverage of the population in essentisl services;

- increased economic and adnlrlstrative efficiency;

- improved effectiveness of the health care teaws, since they will
be ahle to take inte account, as a whole, the priority health

problems of each individusl, family or cowmunity;

- greater decentralization of resources and of decision-making, and
hence increased opportunities for community involvement;

- last but not least, greater convenlence for people, since to

obtain services from an integrated service takes less time than
recourse to fragmented care.

6, Information Dissemination and the Media

The review of primary bhealth care development {(see beginning of
section 4, above) served as the basls for a press kit which was
discributed worldwide at the end of 1983, and which elicited interest
on the part both of the general public and of donors. It was further
taken wup by the International Flanned Parenthood Federation,33 the
Christian Medical Cammission,34 and other organizations.

Une ¢conclusion of the media seminars on health for all through
primary health care, held in the Philippines and the Republic of Korea
(April 14983) was that the primary health care approach was in itself
pewsworthy, but that information was in short supply. It was desirable
for journalists to be acquainted early on with a country's strategy and
its implementation, WHO must play an active role in these and other
media~related activities.

The four short films prepared for the Internmational Conference on
Primary Health Care in Alma—Ata have been consolidated. The resultant
film is now available - by purchase or on loan — from WHO's Division of
Public Information and Education for Health.

&k &k Kk

The first international health seminar concerned with television,
"Health messapes on TV screens”, took place in Moscow (September
1984). It considered c¢ritically the advantages and drawbacks of
television, including its direct impact on health status, especially
that of infants and young children. 1t also attempted to define how
the poteutial offered by the medium could be optimized to form part of
comprehensive national proprammes of health advocacy; broad guidelines
for Future action to that effect were drafted.

It wag decided to promote the inveolvement of media specialists
{in particular television producers), along with health educators and
public health staff, in the development of health systems based on
primary health care; and to implement the follow—up action recommended
by the seminar at onational, regional and global level whenever
cpportunities arose.
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7. Financial Resources for Health Work

The new approach to health cannot ba implemented without a
reallocation of ftescurces. Primary health care requires financing
wechanisms in keeping with a community-oriented approact.

An  informal consultation on the economic aspects of primary

health care (Ueneva, March 1982) was followed in 1983 by a further

congultation om the appropriate ways of helping countries to fipance
primary health care and make the necessary reallocations in thelir
health budgets, Discussion centred on the various sources of compunity
tinaneing, ways of coerdinating them with goverament financing, and the
impact they had on primary health care.

A manual on planning the finances of the health sector3”? has
been used in several meetings on health financing (e.g., Manila 1962;
New Delhi 19%83) and its practical application 1is now more widely
accepted,

Guidelines for costing the development of primary health ecare
were prepared and used as the background document for an informal
meeting on that subject (Nazareth, Ethiopla, December 1983). Twelve
African, two Latin American, and two Asian countries taok part. The
report has been widely circulated.3% It coatains a summary of the
experience of the partieipating countries in costing primary healch
care and also methodologies for collecting data on such costs.
Follow—up analyses are either being carried out or are planned in a
number of the participating countries with the support of the reglonal
offices, Preparatory work for a gimilar consultation for
French-speaking countries in West Africa has started.

Preparations are under way for joint activities with UNICEF for
support t¢ countries in this area of cost and fipancing.

WHC thas contributed to the work of the European Advisary
Committee on Health Economics Programme and 2 study group om health
economice training. For planners and statisticians, a training course
on costing primary health ecare 1s in preparation. Among  thoge
participating will be a management training institute in Tanzania and
the Centre for Development Studies, Swansea, United Eingdom,

Collaboration has started with a number of institutes in
organizing traiming/orientatiom courses on the costing and financing of
primary health care for planners, economiste and esratisticians. A
draft curriculum has been prepared by the above-mentioned Centre for
Developmwent Studies,

The Health Regource Maobilization group has been carrying out
reviews of the way resources are utilized, as a step toward planning
and financiug the strategies for health for all. The countries
concerned are Bangladesi, Benin, PBhutan, Democratic Yemen, Ecuader,
Gambia, Guinea-Eissau, Lesotho, Malawi, Nepal, Fapua New Guinea, &ri
Lanka, Sudan, and the Yemen Arab Republic,

Information on successful community health financing schemes is
being ¢ollected from selected countries in all reglong., It will be
published in 1985 in the form of ililustrative cace studies.
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