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SUMMARY | CONCLUSTONS AND RECOMMENDATIONS

The third meeting of the Consultative Group en The Organization of Health Systems
Based on Primary Health Care was held in New Delhi, India from 13-17 March 1989. Four'
izszues of current concern in the Programme’s work were discussed:

health financing and management;

urban primary health care

- quality assurance in health systems hased on PHC; and
- the promotion of health in public policy

The Consultative Group noted the achlevements of the programme, and recognized the
essential nature and growing importance of the Programme's work in achieving the .
implementation of the PHC strategy. The Group strongly expressed the view that support for
eountries in the argsnization of health systems based on primary health care should be
pursuad through an integrated appreoach to the strengthening of heslth services.

The Group observed that an adversarial relationship often axisted between the needs of
health programmes, on the one hand, and those of finance and planning ministries, on the
other. Experience in some countries has shown that successful policy for improving health
status requires speclal gkills, which draw upon the scientific expertise of health
professionals, and can antlcipate economic counter-argument from finance and planning
agencies. To mediate between the interests of health programmes, and those of central
government finance agencies, skills in health economics, development planning, and
pelitical sciences are all required. Strengthening of WHO capacity to provide support to
developing countries necessitates developing WHO's own capability in such areas.

The continied predominance of biomedical issues in much WHO-supperted training anﬁ
research was noted by the Group, whe fel: that WHO was moving too slowly to recognizé the
potential of health systems research and policy analysis in promoting and defending health
interests.

Better communication, and jeint working arrangements among individuals and instititions
constitute impertant suppert meéchanlsms for the Programme’s work, The PHC collaborating
centres are a means to inerease skill and information flows to and among those lavelved in
PHC implementation. Schools of publie health, universities and management institutes were
211 potential resources, and the Programme was urged to éncourage countries to make better
use of thelr institutions and local skills.

To guarantee that informatien is made generally available, WHO should ensure that its
own networks contribute to country support, by increasing the availability of technicél
infermation to PHC managers, and improving the eollection, dissemination, presentatlon and
relevance of such informatiom.

Better integration among WHO's own activities is needed if theirx potential effect is to
be maximized. Health systems development units in WHO view the organization of health
systems in an integrated way, and their catalytic potential should be strengthened. Some of
the FProgramme's tools, such as the PHC review process and the district focus, were felt by
countries to be valuable mechanisms for facilitating comprehensive delivery and monitering
of health care. The Group proposed the expansion of these reviews to more countries, with
the development of appropriate follow-up processes.

The Group was of the opinion that the breadth of the Propramme’'s concexns make ity
present regource base appear very inadequate, and it felt that an improvement in fund&ng
would allow a more than preportionate increase in country support activities on the above
lings. The need for sdditiomal resources te strengthen activities was essential to allow
accelerated progress with the four issues presented and reviewed. The Group expressed
surprise that policy analysis In general, and a major health economics component in
particular, were not more prominently represented in the Programme.




As 8 result of these discussions the Consulctative group made five general
recommendations directed to the strengthening of the Propramme, and also made
recommendations specific to each of the four reviewed components of the Frogramme's work.

GENERAL RECOMMENDATIONS

Recognizing the importance of the SHS programme and the essential nature of its
concerns to the realization of the goals of Alma Ata, the Consultative Group saw the need
for increasing the role for the Programme's work, The Group recommended:

L. That the Programme should strengthen coordination at all levels whth other WHO
programmes, to achleve batter integrated support to countries for organizing thelr health
systems based on primary health care, Areas in which toels and metheds for such
coordination have already been developed, include the PHC review process, and the distriet
health systems approach.

2. Additional resource support should be sought for the programme, by:

a) enhanced mobilization of external technical and human resources, Including
collaborating centres, schools of public health and universities, and in
supporting countries to develop and usze local networks of their own institutlons
and regources; and

b) increasing the programme'’'s financial resources from the regular budget, and the
fullest mobilization of extrabudgetary support, including donor agencies.

3. The programme's capacity to support countries in the analysis and development of
major health pelicy issues, Influencing health care and health status should be
substantially increased. Additional resources in health economics, management and political
sclence are required as a principal component of this improvement in capaclty, Tto support
countries in the appraisal, formulation, implementation, and defence of thelr PHC strategy.

4. An enhanced role in the synthesis and documentation of metheds, training materials,
and country experiances is needed, beth to reach larger audiences, and to increase the
range of technical doecumentatien support. Materials should be carefully tailored to the
needs of specific countries and users. Support is needed for new mechanisms, including
local adaptation, to ensure wider availability of such materials to key researchers, policy
makers and implementers of PHC strategy.

5. At its regular biennial meetings the Consultative Group sheuld review the
Programme's emphasis and progress in Implementing the recommendations of the previous
meeting, and will make recommendations for change. Individual memebers of the Consultative
Group should be regarded as part of the enlarged group of technical suppoert for the
Programme, and have agreed to be available for advisory purposes,

ISSUE-SPECIFIC RECOMMENDATYONS

(i) Financing and management

The Group recommended that:

1. The Programme should take a leadership rele in prometing awareness by governments
and internationsal organizations of economle iggues affecting the health sector, to ensure
adequate financial support and efficient allecation of resources.

2. Monitoring of macroeconomic policies and its effect on health status and health
services and provide early warnings to the global community of the serlousnessz of the
economic situation and its health impact in developing countries, should be undertaken.
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3. Increased technical support should be provided for the appraisal of financing, !
resource allocation, and management eptioms, including evaluations of fee-for-service.
developments, in countries with shortages of the relevant skills, and for related health
systems research,

4. The programme should continue and enlarge its role in supporting increased training
oppertunities, in line with the propesed asctivities in the programma statement "Healeh'
Economlcs - A Programme for Action”, whieh distinguishes training needs in four areas:

(i) familiarization seminars for policy level persomnel from health, finanece and
planning ministries together; [

(ii) training courses on programme cost analysis for managers with implementation -
responsibilities;

(1ii) wraining in improved accounting and financial management for diztrict level .
manapgement teams; and

(iv) orientation in health economics and epidemiology for trained economists.

(i1 PHC in urban areas

The Group recommended that:

L. WHO must take the lead in promoting activities to bring together all concerned.
agencies for collaberative efforts te work with national governments, municipal and local
authorities in developing health, with primary health care as its strategy, in urban
areas. Aetion at the plamning level in cities should be emphasized. Health should become
a unifying theme in urban development, in both the industrialized and the developing world.

2. The Programme should increase its role in analysing, documenting and disseminating
positive and successful innovative programmes which have improved the quality of urban 1ife
and health status. To this end, WHO should support the provision of treining materials and
orientation activity for municipal health personnel. :

3. Problem-solving reszearch and development activiries in the eritical areas of urban
health development should alse be supported. Joint action Invelving communities, urban
health servieces, environmental and social services, to alleviate poverty, should be
promoted.

4. Methods of risk-identificatjon and risk-management for vulnerable urban Eroups,
particularly in inner city areas, should be developed. o

(iii) Quality assurance

The Group recommended;

1. The promotion and advocacy of quality evaluation methods in health care at all
levels should be encouraged, and a commen glossary of terminology developed.

2. Support should be mobilized for research and development of methods for quality
assurance, and specifically support for plamming, implementation and documentation of
action research in selected districts in a small number of selected countries, :
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3. Preparation and distribution of case studies and examples of training materials on
quality assurance, based on country experiences. In addition, support for country
adaptation of materxials through worksheps and collsberation with WHO Health Learning
Materials programme.

(iv) Health in public peliey

The Group recommended that the Programme should:

1. Provide documentation on the experiences of countries in ¢ontaining the negative
effects of development policies en health, particularly the institutional arramgements and
the processes used. Develop and disseminate methodologies for assessment of the health
impact of development programmes; and develep a directory te enable Ministries of Health,
comnunity groups and the media to have easy acecess to specific case studles and
information, as a means to create further awareness and action.

2. Support countries in undertaking research and pelicy analyses to assess the health
impact of development prejects. The Programme szhould also strengthen institutions in
countries for improving and developing methodolegies for poliey analysis, for calculating
the risks in develepment choices and for undertaking problem-oriented research.

3. Mobilize support for institutions (training and research) to develop materials and
support educational and promoticmal activities te lmprove understanding of the
relationships between economic gains and health risks in public pelicy.

4. Promote and advocate through the convening of national and international conferences
and symposia ways and means of mitigating the negative consegquences of development policles
¢n health, in collaboration with international agencles including demor countries, to
ensure that their programmes protect health and do mot contribute to unnecessary merbldity
and mortalicy.

OPENING OF THE MEETING

The third meeting of the Consultative Group on Organfzation of Health Systems Based on
Primary Health Care was held in New Delhi, India from 13-17 March 198%9. At the Opening
Session Dr U Ko Ko, Regional Director, welcomed the participants., He traced the
development of health services, emphasizing events in developing countries from the early
days of this century to the time of the Alma-Ata Conference. Dr Ko Ko emphasized the key
role played by WHO, beginning in the nineteen fifties, in gathering together international
expertise to a common forum to address pressing health preblems in newly emerging
countries,

While recalling the commitment to HFA/2000 made by Member States at the Thirtiech World
Health Assembly, and the Declaration of Alma-Ata, he reiterated the underlying principles
of the PHC approach and reminded the group of the Riga meeting in 1988 wherein progress
achieved was reviewed and a ten-puint action programme was formulated.

The Reglonal Director placed before the group these actlon areas and emphaslzed that
all of them have a bearing on the four issues selected for discussion at the meeting, and
then he proceeded to highlight key factors that influence development of health systems
based on primary health care. He urged the group to have this tetality in a clear
perspactive so that their recommendations would be within the framework of health systems
basad on PHC.

In her address the Honorable Minister of State for Health and Family Welfare, Ms. Saroj
¥haparde reaffirmed that am integrated and comprehensive approach for health and human
development, especially in closely related health seetors such as drugs, pharmaceutlcals,
agriculture, rural development, education, housing, water supply and sanitation, preventlon
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of food adulteration, ete., are the key factors for achleving the Health for All by the
Year 2000, o

Since independence considerable progress has been achieved in India in the promotion of
health. Programmes like family planning, and the control of communicable diseases have
proved to be s phenomenal guccess. Although reduction in birth rate over the years hag
fallen short of the plammed targets, the programme has made a significant impact on
fertility control. It is estimated to have prevented over 95 millien births in the country
so far. Simultaneously a gizesble infrastructure consisting of primary health centres,
sub-centres and community health centres has been established to provide minimum basic
health care based on PHC approach at the doorstep of the underserved and unserved. ‘The
Government has sccerded an important role te the Indian system of indigencus medicine in
the delivery of primary health c¢are and envisages its eventual integration in the overall

health delivery system in the context of the national goal of achieving HFA by the Year
2000, il

The Minister emphasized that the World Health Qrganization is playing an important and
crueial role in providing a commen framework to formulate policies, strategies and plans of
actien for primary hezlth care. This
role includes promoting world wide understanding that Health For All by the Year 2000 is
feazible through the primary health care approach and by facilitating ccordinated
development of strategles to reach the desired target.

The Ammex te this report eontains the List of Parriclpants. Dr Quamina was elected
Chairman and Dr Mukherjee Rapporteur.
o

BACEGROUND TO FROGRAMME'S ACTIVITIES

Since WHO's inception the role of the programme has evelved through several distinet
stages, in response to changing needs and continuous scrutiny, Underpinning these shifts
in emphasis has been the continuing concern of the programme with the appropriate
organization snd effective management of health systems designed so that all have aeccess to
regularly-available health care.

Four related phases in the programme’s activity are discernible: i) early emphasis on
health "systems", from 1948 to the mid 1950s; ii) focus on the need to integrate mass
campatgns into national health services, to the 1960s; iii) the development and planning of
basic health services infrastructure, to tha wid 1970s; and iv) the primary health care
approach, formally lsunched in 1978 with the declaration of Alma-Ata,

Other major initiatives have originated in the programme during this time, and
subsequently have diffused through all areas of health action and thinking. These include
appropriate technology in health, the use of norms and standards in healrh systems
planning, and the primary health care strategy itself.

Continuing elements in the programme have been the concern with the development of
health systems infrastructures, and in providing leadership in the search for new
structures, methodelogies and skills for implementing FHG.

PROGRAMME'S CURRENT ACTIVITIES

Three pillars of the PHC approach were identified at Alma-Ata: universal coverage
according to need, community invelvement, and linkages between health and other sectors in
the development process. Monitoring of progress since 1978 shows that needs for esseptial
care remain unmet in many countries. Response to the economic crisis has entailed cuts in
government heslth spending, and ummet need has grown. Folicy commitment, resource support,
and management capacity have commonly been imadequate to allow Ferceptible progress in.
implementing PHG.




How does the programme respond?

§ix broad categories of action are uged in ecarrying out the programme’s work.

1. Support to individual countries in strengthening their health infrastructure.

2. Promotion amd advoeracy of new directions and visions in the organization of health
systems for PHC.

3. Search for new organizational strxuctures, technolegies, methodclogies and skills
for PHC implementatiocn.

4. Intensified collaboration in implementation of selected activities on prlority
igzsues.

5. Information collection, synthesis, dissemination in xelation to all of above
asetiona,

6. QGenerating and mobilizing resources,

Detailed examples for each of the six action ateas are given in Working Paper 4. These
{llustrate the diversity, in both type and comtent, of the programme’s concerns, Such
diversity is necessary to implement the broad scope of the pregramme’s respensibility. Of
equal importance is the programme’'s capacity to adapt toe the chamging circumstances of
countries' needs, and to changes in 1ts own capacity. '

To provide focus for the diseussions of the Consultative Group, four issues of current
concern in the programme'’'s work were identified. These are:

health financing and management
urban primary healch care,

quality of care, and

promotion of health in publie policy

The issues selected emerge from their importance in countries and the need for current
WHO activities to be strengthened in these areas. The four issues are not, however, an
exhaustive or exclusive summary of the programme’s priority smetivities. The Initiatives on
District Health Systems, and Health Systems Research are reflected in the examples but not
selected as an issue for detalled review by the Consultative Group. Similarly, the
programme of Management, Maintenance and Repair of Health Care Equipment is not featured as
a separate issue for this meeting. These initiatives which are alse priority activities
have been recently discussed in detail elscwhere (Harare 1987, Riga 1988, for Distriet
Health Systems; Botswana 1988, Global Advisory Committee on Health Systems Research; and
Cyprug 1986 for Equipment.)

ISSUE 1: HEALTH FINANCING AND MANAGEMENT

The Consultative Group moted that the real value of Primary Health Care expenditures
has been sharply eroded in most developing countries in the decade since Alma-Ata.
Paradoxically, their potential cost-affectiveness is well decumented, and is acknowledge by
all shades of political opinion. Critical issues relate to the level of resource support,
the pattern of resource allocation, and the quality of resource management,
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WHO has provided technical support in health economics in the form of guidelines (e.g.
("Planning the Finances of the Health Sector"), seminars and specialized censultancies.
The importance of econemle and financing issues will contimue to grow, however, and the
programme’s priorities are summarized in the recent statement "Health Economics - A
Programme for Action". Options for further action and the possible WHO/SHS role were:'
discussed in relation to these three critical issues.

Critiecal Issue (1): Levels of Funding and Sources of Finance

Government expendltures for health have commonly been falling in real per capilta terms,
while overall demand has increased, Development expenditure for health has become
increasingly dependent on external support., The recurrent budget for government health
cere has in some programmes been reinforced by external assistance, but has born the major
share of real cut-backs. This has meant sharp reductions in the real earnings of health
workers, Other recurrent items of expenditure, such as for drugs, maintenance and
transportation, have been spread so thinly that the continuity - and thus the credibility -
of PHC provision has been interrupted.

Alternative sources of financing have been pursued, The Introduction or increasze of
fees for govermment-financed health care has been widespread. Certain controls of private
practice have been relaxed, particularly regarding the level of charges. Voluntary
insurance schemes, ranging from community eharges to Health Maintenance Orgamization,: have
been established. Each mode of financing carries distinctive implications for rhe type,
location and accessibility of health care. Cost-recovery may widely be traded off against
equitable access to PHC, except in uncommonly well-designed programmes. The effects of
changes in the mode of financing on quality, access, avallability and sustainability canmot
eagily be predicted,

Discussion of recent experience in the Cambla centred on the implementarion of charges
for preseribed drugs. All revenues collected remain in the heaslth sector, and the ,
government guarantees that the regular budget allocation for health will not fall below the
base year percentage as in 1987. Utilization fell initially, but recovered within weeks
though inadequate revenue is being collected to constitute a revolving fund. A zerious
problem has been deciding on which patients should be exempt from payment - the list has
Increased continucusly. Health insurance prospects for the Gambia were found inappropriate
in view of the small (<18%) percentage of regular income earners in the population, and the
snticipated administrative costs of neans-testing.

In Kenya, fees for government health services are widely accepted in principle, but
implementation arxrangements and alternative additional sources of fipance remain under
review. The existing National Hespital Insurance Fund may be givem an enlarged role,

Inefficiency (low net yield aftéer deduction of administration eests) and inequity in
access have led Canada to reject user fees. Sharp reductions in access to health care in
rural China were reported, follewing the withdrawal of public subsidies.

In Korea the 1989 extension of health insurance coverage to the entire population was
described as trading off some efficiency loss in favour of greater equity. Upward pressure
on total health expenditure is expected.

In Canrda, personal health care falls within provincial jurisdietion but the federal
spending power 1s unrestricted. The federal govermment has used that power to influence
provineial health insurance programmes, currently through a system of equal per capita
block grants. In exchange, for these federal transfers, provincial hospital and medieal
Insurance plans must satisfy five criteria: umiversality, comprehensiveness, portability,
public administration and accessiblity. User fees have been eliminated. The system is
funded by general taxation, the mest important component of which is a progressive income
tax, Canada thus has a system of universal, first-dollar, public health insurance for =ll
necessary hospital and medical services.
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The tax-based system of the British National Health Service has provided an effactive
mechanism for overall cost-containment, as judged from the percentage of GNP allocated to
health in a system which provides equitable access to a comprehensive range of services,
and where user charges are relatively low or mon-existent.

Various cost-sharing schemes are in practice in Yugoslavia, where the share of health
spending in GNP fell from 6% to 3.5% betwsen 1976 and 1986. In some areas health care
providers and consumers decide together on financing arrangements, reducing the
administrative costs of health delivery.

Options foxr actiom

Betrter Information, at macroe and micre levels, on the sources and levels of financial
support for PHC is needed at all levels. Documentation of resource trends still require
gpeclal studlies in many countries. Simple flow-of-funds summaries of what momles come from
which soureces are nesded from district to natiomal levels to help establish lecal
menitoring mechanisgms,

There 1s & shortage of empirical material en the consequences of organizational change
on health services and healcth startus, Where financing and administration changes are
implemented, the effects of these on a) service utilization patterns, b) cost recovery
levels and ¢) the use of net revenue, need to be analyzed and published.

Finaneial flow studies were reported to have been important bases for reviewing optleons
in Kenya and the Gambia. It was suggested that in order to provide a minimum acceptable
level of funding for preventive and prometive activities, separate budgetary provislon of a
guaranteed share of the total health budget might be considered.

Critical isgue (ii): Resource allocation practices

Patterns of resource allocation in the public secter have become Increasingly inimlcal
to PHC in many countries. At the level of intersecteral allocations, directly productive
sactors have typically been favoured in contrasgt with "social” sectoers such as health
("Health Economics - A Programme for Actlou", page 6). The 5% of GNP target level for
health spending remains way sbove actual achievement in many countries. Within the healcth
sacter, tha concentration of resources at tertiary levels of care and in urban areas
remains and often continues. Historical trends, rather than population-based measures of
need, usually determine how the recurrent budget is allecated. Inefficient and inequltable
patterns thus persist.

In discussion, it was noted that economic restructuring policies contained some
positive opportunities to review resource allecatlon patterns. Manpower commltments,
however, were commonly rigid and difficult to change; but rationalization In
rharmaceuticals had produced savings in Kenya and other countries. Donor concentration on
development activities, as oppesed te recurrent budget support, had in zome countries
aggravated the problem of adequate funding of the current activities. Greater flexibility,
and better coordination between donors, and with government, were commonly needed.
Potential "efficiency savings" in major cost ecentres should be pursued, as studies in some
countries have shown large scale wastage. Studies of resource allocatlon practices in the
hospital sector in Latin American countries have identified potential savings averaping 40%
of total expenditures, some U$510,000 million annually.

Options for action

Interseetoral regouvree allocation decisions can be influenced by better decumenration
of the case for health spending - including demonstrationm of the cost-effectiveness of
health spending as & way of reducing morbidity and premature morality. Within the health
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sector, sllocative norms which relate to need can be developed and tested. The Group
stressed that decision-makers in the health sector should recognize that success In
maintaining financial support from govermment depends Iincreasingly on economic arguments.
It is hecessary not only to learn the terminclogy of cost-effectiveness, but to demonstrate
that effieciency in health services is being measured, evaluated and improved. Rational
approaches to rasource allocation must become widespread in management thinking at all
levels, Major training and orientation within the health sector, and mobilization of
economic skills in universities, planning and finance ministries, is needed. Much greater
self-sufficiency in this area should be putsued as & short-term objective in many countries

Critical Issue (iii): resource management

Incentives for efficlent, cost-congsclous management are often absent in the public
sector. Whilst the logle of programme budgeting remains compelling, experiences in many
countries show Its costliness and slowness to produce measurable improvement. The
importance of improving financial information, as a step tewards better resource
management, was acknowledged, but existing accounting requirements had frustrated attempts
at programme budgeting for health in the Gambia. Simpler approaches, beginning with the
identification of expenditurxes on & facllity-by-facility basis, are needed. Identificatrion
of operating costs for each health facility or "cost centre®, fully attributing the wvalue
of supervision, pbarmaceuticals supply etec., can be done guickly and without intevfererce
with accounting procedures. Use of financial information in conjunetion with health -
activity data allows managers a} direct support for better decision-making, and b) indirect
support (through demonstration of improvements for greater decentralized authority by
manage. s,

Imy diseugaion It emerxged that experiences with administrative and financial
decentralization have sometimes been negative. Unless local capacity and accountablllty
are developed, and peopular involvement is secured, there are no guarantees against
irresponsibility in decentralized decision-making,

Options for action

Promote cost-conscicusness by allewing mansgers greater discretion and Establishing
local accountability in budget management, Emsure existing accounting system is working as
it was intended to work. Implement simple information systems to link cost and output
recerds at health facility or distriet level. Monitor ways in which simple performance
data contributes to decisicon-making and change. Decentralize within the district - e, g .
in pharmaceuticals ordering with "shadow budgets" for health facilities.

Summary and areas for Aetion

The Consultative Group pave strong endersement to an incressed role in health econemics
by the Programme. Health financing and resource use are issues of major concern in
countries at all levels of development. The profile of countries’ economic problems differsz
widely, reflecting differences in their income levels, political orientation, and the -
public/private mix of their health systems,

It was stressed that health financing is net an end in itself, but a means to the
attalrment of countries’ health objectives. Different instruments of financing, resource
allocatien and financlal menagement (e.g. fees, insurance, plamning norms and management
systems) may contribute to health objectives in very different ways. Possible trade-offs
between objectives such as quality, equity, accessibility, and the balance hetween
preventive and ¢urative care, have to be considered. Clear statements of health objectives
are needed te ensure that financing Instruments support health objectives and not
vice-versa, Health economics can help to identify and quantify these choices,
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CGiven the great variety of alternative financing, resource alleocation and management
machanismg available, & broad strategy of option review and appraisal should be adopted.

Progpective assessments of health financing options ghould be made, which include:

- the level of costs and the prinecipal cost-bearers,
for each alternative;

- the degree and acceptability of adwministratrive change; and

- the likely changes in the level, quality, mix and
acgessibility of health services, and the effect on
health status, as well as the wider szocial consequences of sueh
changes,

Betrospective reviews should be undertaken after the implementation of change, in a
timely and econcomical manner.

Skills in health econemics and financial management are in short supply, and are
concentrated in a amall number of high income countries. Training support is needed to
accelerate greater natiomal self-sufficiency in these areas. A breoader introduction of
health economics into the training curricula for health workers is required,

More frequent and more focused exchanges of eountries’ experiences in health financing
angd efficiency prometion are needed.

ISSUE 2 - PHC IN URBAN AREAS

The average annwal rate of growth eof pepulation in the world during 1985 to 1990 Ls
1.6%. This rate for urban populations iz 2.4% and for rural populations is 0.9%. During
the years 2020-2025 the world’'s population growth rate will average 1%, with 1.9% for urban
areas and -0.4% for rural areas. In developing countries between 1990 and 2020 urban
populations in Latin Ameriea will increase to 85% of the total, and South Asia and Africa
will almost double from 30 to 60%. In many countries, principally developing ones, 50% of
the urban residents are peoor. The health consequence of thils process, particularly in
low-income populations, is becoming ever more critical,

Despite the fact that cities have received more than their fair share of national
health tesources, these have not been allocated in either a rational or equitable manner.
Indeed, In some cases national and ecity authorities have hesitated te provide basie
services to people In unauthorized peri-urban settlements for fear of cncouraging greater
rural-urban migration.

In this context the Congsultative Group reviewed critical issues and options related to
ratiomalization of existing services, making them more accessible and relevant to the needs
of the most deprived, the creatiom of new types of social support based in communities and
ereating opportunities for people themselves to play a much greater role in contributing to
their own health and well-heing. The Group cutlined the eritical health issues emerging
from the unprecedented growth that is occurring in urban areas, particularly in the less
developed countries of the world., Broadly, these issues concerned resrganlzation of health
gervices, community organization suppert, social service support and some specific issues
related to urban peverty e.g., acecldents, crime, prostitution, etc. Action options For
each of thesze issues were pointed out,
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Czitical Igsue (i): How to reorganize the existing urban health care services .

In many countries, the urban health care services are neither accessible to large
proportions of the most needy population neor are they appropriate to their needs. o
Aveilable health serviees neglect health promotion activities, including those involving
environmental issues. Health personnel often lack motivation and their attitude towards
the poor is often harsh. Mereover, many health care workers are mnot oriented towards . .
community-based care and thus de not encourage community participation. There is also
&vidence to indicate considerable wastage of resources, for example through relative
over-preseribing, over-staffing and inefficiency. Coordination ameng agencies involved in
urban heglth is limited. PHC is relevant in an urban comntext every bit as much asg in the
rural. Several eities, such as Manila (Philippines), and Yantai in China have launched
primary health care in urban areas. Recent development activity im Harbin eity, China,, has
been concerned with the seciceconomic conditions of poor communities., But generally urban
PHC receives less priority than other health services, and health resource distriburien
remains inequitable. A PHC approach emphasizing equity in health and social serviees has
not been taken seriously by health related authorities. Leadership development, pulilic
information and education is lacking,.

Options for action

The alarming growth of shanties in cities and the increasing numbers of urban poor. who
have limited access to health and health-relsted services calls for more concerted efforts
both by gevermments and by intetrnational agencies and NGOs to find solutionz ro improve the
health of the urban poor. f

Urban PHC needs to be seen in the broader context of urban planning and development.
For this there may be & need to restructure and strengthen lecal authorities/municipalities
and to promote intersectoral approaches. The health sector must provide lmportant inppts
inte the urban plamning process (ineluding healthy enviremment) which is often lacking &
present. There 1s also a need to pay special attention to housing, safe drinking warer and
sewage/waste disposal systems in urban poor areas which have a direet impact on health.

In the restruecturing of the health services organization, consideration may be paid to
the special needs of the urban poor and particularly the newly ‘socially displaced’ _
migrants for whom provision of small health centre facilities and services would be more
appropriate than the costly sophisticated large heospitals.

To enzure that sven the poor can avail themselves of the highest health technologies, a
suitable centre/hospital referral system should be established. More basic care should be
provided to the community through outreach and mobile health services.

There is a need for more country-specific information on current urban health care.
crganization with an emphasis on orientation towards PHC as 2 means of generating good
examples of the changes required. More focused experimentation into methods of :
strengthening urban health care planning and menagement is alse required, within the
context of equitable alleocation of resources not only within urban areass themselves but
also the country as a whole. The Consultative Group emphasized that urban health systems
and local municipal management should be restructured emphasizing decentralization of.
services., There is a great need for coordination on urban health planning te cover
low-income and disadvantaged groups of populations, Standards of ecare, basic
hezlth-related needs require strong attention. Prometion and serious action is needed on
family planning as more than 50% of urban growth is due to the natural increase,
particularly in slums and low-income areas. Community outreach programmes have to be
intensified and the working pattern of health centres and health institutions need to be
oriented to the communlty-based health need. Health services should know how to deal with
the changing needs of populations specifically in poor urban areas.
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Critical Tzszue (ii): How to support commmity corganization and action aimed at improving
health status

The struggle for survival on the part of the wvery poor in urban settlements is often
characterized by individual effort on behalf of Immediate family members rather than well
thought-out activities undertaken by communities on their own behalf, Even vwhare elements
of community organization exist, awareness about effective and feasible waya to deal with
common diseases and improve health is often low.

The group emphasized that in many instances community organizations, women's groups,
community health volunteers, religious groups and others have not been mebilized for healrh
development and primary health care. In medical and nursing schools, field work and
training has been limited to the institutionsl training and social workers have not been
much involved in community moebilization on improving health status.

Options for action

Where community organizations exist, there is an obvious need to create awareness and
interest about health and the pessibilities for communities to tackle the health problems
with which they are famillar. Much woerk needs te be done to develop effective training
metheds for health persemnel so that communities are approached im appropriate ways and are
supperted throughout the preeess from problem identification to implementation of planned
Inteprventions. There iz alse need to identify appropriate mechanisme for community
declsion-making and action, Provision of information by municipal autherities sbout
availability and allocation of resources is an Important process in ensuring realistic
expectations,

Even though community organizations are not as strong in the urban areas as in the
rural, there do exist many, like women's groups and religious organizations that would nead
strengthening through training and provision of facilities leading to neighbourhood or even
street health centres/clinics. Jakarta, Indonesia, has mobilized its women’s organization
on health actiens for the poor sections of the city, extending health development to the
home of poor families. Im this context traiming of community health volunteers, as in rural
areas, may be congidered, and self-care and self-help movements should be emphasized.
Community leadership must be promoted, faecilitated and strengthened as part of the
decentyallization procegses,

Voluntary crgsnizations and women's groups are in particular important in promotion and
development of persennel and community health workers and hence there must be a close
working relationship between them and health services.

Critical Issue (1il): Developing commmity-based social support serviees as an important
contribution to health development

Poverty 1s the primary problem linked to inadequate health or urban poor inhabitants.
The overerowded urban environment lacks adequate public health care, potable water and
sanitation., This urban environment also fosters unique urban health problems brought on by
peor living conditions, unemployment, insecurity of land tenure, poor shelter, industrial
pollution, crime and drug abuse. City services are inequitably distributed to urban
residents.

Options for aection

Wide recognlition of the ¢entral importance of poverty alleviation needs to be pursued.
Income-generating projects would considerably alleviate some of the health problems present
in poor urban areas, Additional income for families would have a positive cyclical effect
allowing proper nutrition, shelter, purchase of drugs and health care, and would reduce
unenployment-related health problems. Industries have to be stimulated and involved in
health development actlvities and to this end their role in health, to create a healthy
working envivonment, to protect the workers and their family as well as the community that
they live in, should be emphasized,
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However, breoad-based comrunity scecial support gexrvices are also required to complement
and even facilitate poverty alleviation services such as community creches can facilitare
income-generation by women whilst, at the same time, Improving the nutritional status of
young children. Legal advice services may prevent financial exploitation of the poor .
through rent conttol whilst the granting of legal status to recently arrived families can
ensure thely access to services, including health care, which they might otherwise be
denied,

Innovative approaches to impreving living conditions, jointly with people’s involvement
on critical issues such as water, shelter and environmental health, would have a sound.
impact on theilr health status.

Cricical Issue (iv): Special issues related to urban poverty

The health situation that arises from rapid urbanlzation reflects the problems of
poverry. Accldents, crime, drug abuse, prostitution, abandoned and street childran, and
youth unemployment are among the special issues related to urban poverty, all with serious
health consequences. The AIDS epidemic and its spread to many countries particularly in
urban settings has threatened the lives of people and this requires special attention and
information on education to be given to the publie.

Options for action

In many instances, city authorities need assistance in identifying apecisl problems and
problem groups and in developing effective intervention programmes. Support in developing
and strengthening peliclies for action is needed. Of necessity these must include a wide
range of sectors., Experimentation inte new approaches involving target groups themselves,
will be an impertant activity.

As a significant proportion of the slum population work in industriesz lecated in the
cities, the occupational and work-related health services including health insurance,
accident prevention, social security benefits, ete., need to be restructured, strengthened
with the benefits extending also to the family of the worker.

Universities, medical schools and other training institutions must orient their
students inte research studies for the continuous assessment of the healtrh needs of the
slum populations. This would involve training within community settings. The Orangi project
in Karachi has brought together student teachers to train communities in participating.in
the development of sewage, drainage and water supply, with support from a non-govermment
organization. Other examples of community-based envirommental improvement are in prugress
in such cities as Rie de Janeiro.

ISS5UE 3 - QUALITY ASSURANCE TN HEALTH SYSTEMS BASED ON PHG

In the decade since Alma-Ata most countries have made considerable improvements in
their health systems, greatly increasing the coverage of the population with basic
services. However, these improvements have not been uniform efther between countries or
within them.

In recent years these gains have been threatened by the consequenceg of economic
stagnation and decline resulting in diminishing resources for healcth ecare and, in turn,
decreasing quality in the performance of health personnel. In many countries this is most
evident in the basie health services which are provided in the netwotks of health posts,
health centres and f£irst referral hospitals which are the prinmelpal providers of care to
countless millions of people.
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At the same time, world health leaders have strongly reaffirmed their conviction that
primary health ecare Iz the only feasible means to achieve the goal of Health for All (Riga
and Forty-first Wexld Health Assembly 1988). The challenge is to accelerate PHC
implementation by strengthening systems of health care which are truly based on PHC
principles,

Thus beyond the issue of Improving the qualicy of delivery of the essential elements of
PHC, which are the principal ingredients of basic health services, there lies the challenge
of creating systems of health care which reflect the principles of equity, accessibility,
emphasis on preventien and premotion, Intersectoral action, community invelvement,
decentralization, integration of programmes and ceordination of separate health
activities. In this context the quality of primary health care depends on the development
of appropriate managerial processes and gkills.

Relevance of Quality Assurance as a Tool for Iwmproving PHC Implementation

Recognizing that quality assurance in the context of the organization of health systems
based on PHC iz a largely neglected subject the Consultative Group devered some time to
discussing the relevance of the concept,

Te date, most experience in the applicatienm of quality assessment and assurance has
been gained from its application in the field of clinical practice in the industrialized
countrieg. In recent years the concept has been applied more broadly, for example at
patient satisfaction in general practice. The Group heard examples from India, Mexico and
Indenesia illustrating attempts to introduce the concept in developing countries.

The Indonesian experience, in particular, showed the importance of laying stress on
assurance of qualicy rather than merely its asseggment.

Following an annual self-assessment of health centre performance staff decide on how to
make improvements. In addition, incentives such as special prizes are given to the best
performers. Over a three year period in eone district the number of high standard health
centres tripled,

The Group agreed that quality assurance ig an important and relevant concept. However,
experience in the clinical field shows that congiderable caution ig needed in its
application, Since human beings are the mogt important determinants of quality there is a
danger thar quality assesswent might be counter-productive unless the process actually
involves health personnel and 1s perceived as being positive rather than threatening. For
this reason It is important for persomnel to be imtimately invelved in defining the
standards which are to be used in assessing quality. Thus not only should standards be
country specific but there should also be considerable flexibility within countries te
ensure that standsrds are relevant to local circumstances. In view of the importance of
community invelvement in PHC it is essential that the community’s veice should be well
represented in the quality assurance process. Mechanisms such as the UK Community Health
Councile show how this can be achlewved,

In relation te health systems based on PHC it was pointed out that gquality assurance
should be directed towards the entire national health system in order te aveid unfair
eriticism of lewer levels of the system whilst problems at higher levels go unnoticed. It
was also stressed that assessment of quality of PHC must be based on relevance and impact
on the entire population to ensure centimied focus on the ultimate goal of Health for All.
In this connectlon it was noted that there remains widespread Ignorance and
misunderstanding about the PHC strategy. Attemprts to assess quality in the absence of
action to improve awareness and knowledge would be a fruitless effort,
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In the light of the above two critical issues were identified for further disecussion,
Theza are the identification of appropriate methods and methods for quality assessment and
asgurance and the identification of activities which, in themselves contribute to quality
improvement. -

Critical Issue (i): Appropriate methods and mechanisms for quality assurance

Country specific information is needed on the organizationsl processes required to
enable a truly PHC-based health aystem te funetrion effectively as well as development. of
performanee indicators including impact and cost-effectiveness measurements. Many
countries also require better information about minimum standards of basic health care
activities which are both necessary and feazible st the variocus levels and types of health
institutions which exist.

A practical starting point might include & definition of basic guidelines for practice
in relation to management of common illnesses and injuries, including aspects such asg
history-taking, clinlecal examination, appropriate laberatory diagnostic procedures,
standard treatments, and nursing care, Each of the essentizl elements of PHC could be.
gerutinized with a view to defining specific erirteria for basic curative and preventive
activities.

|

An additional set of criteria, for assessment of technelogy as well as for the design
and condition of health facilities and the surrcunding enviromment, also need to be
developed given the strong Influence of these on the abllity of personnel adequately to
perform basic health care procedures,

Provided such an exercise is participatory, with the close involvement of persomnnel at
all levels, it could serve as a useful stimulus to defining more elearly how primary health
care should be implemented, in addition to its assessment,

Current methods for assessment include special health services studies, patient
surveys, household surveys and use of health information are likely to he both inadeguate
and inappropriate for assessing the quality of health systems. The need for participation
by both health persomnel and communities imply the need for new methods and mechanisms to
be developed, Such methods would lay emphasis on process, i.e,, how activities are carried
out, =zimece it is the performasnce by human beings which effer the greatest potential for
improvement Iin PHC Implementation.

Options for Action

Wider prometicon of the concept of guality sssurance in relation to health systems is
required as & stimulus te both discussion and experimentationm in countriles. Incorporation
of the subject in both basic and in-service training of healrh persemnel would be an
impeortant contyribution,

Action research as a means of developing criteria, methods and mechanisms for gqualitcy
assegament and assurance will be impeortant. In view of the importance of the district
health systems approach 1t would be appropriate to start by integrating a simple guality
aszsurance procéess In one ot two whele districts and graduslly refining it during a short
period of learning-by-doing. Cautious development of the process upwards through the
entire health system could then proceed based on the lessons learnt.

Critiecal TIssue (ii): Activities which directly centribute to Quality Assurance

The Group strongly emphasized the fact that quality assurance must bhe a teol for
Improving quality of PHC implementation. Improving the knowledge and skills of all
contributors te health development can make a majer impact in this respect, Whilst health
personnel are the most important target group, provision of information and even
orientation training for community members should alsc be considered.
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A stronger PHC orientatiom to the basic traiming of health personnel is essential
whilst continuing education pregrammes should be created and strengthened so that
multidiselplinary health teams can have regular opportunities to come together, in thelr
districts for example, in order te exchange their experiences and learn new ways to improve
the organizatlon of their health asystems. Support from higher levels, sueh as through the
praduction of PHC Newsletter should be encouraged.

Action research, involving persomnnel in districts is an important means of local
problem-selving. Provided such activities are well supported by the national level the
lessons learnt from such "learning-by-doing" can be used to define more specifically job
descriptions and basie procedures to the benefit of the health system as a whole.

ISSUE 4: HEALYTH IN FUBLIC POLICY

In many eountries economie ceonditions have undoubtedly centributed to improving the
quality of life and the health status of the population. In some countries health
lmprovement has taken place in splte of economic hardship.

Nevertheless, to promote economic development policies have also had adversze effects on
the health status of populations Iin both industrialized and developing countries.
Production methods and rapid urbanization have affected the social and physical
enviromments inm which people live today. For example, air pollution as a result of
Industrial emissions is increasingly responsible for health problems such as resplratory
dizeases of an acute nature, and for problems that manifest themselves after an appreciable

length of time has elapsed. Such 1s the case with chronic brenchitls, cancer, hereditary
disorders, etc.

The effects of development policiles can also be seen in changes of 1ife patterns that
are responsible for an increase in the population suffering from mental stress affecting

different age groupsy, the prevalence of cardiovascular disease, and a host of occupational
diseases.

In addition, development pclicies have contributed to the emergence of disadvantaged

groups that are suffering from preventable morbidity and unnecessary mortalicy. Bacause
poverty is the underlying cause of most ill health in these population groups, the
individual is left with very few eptions. Policy options themselves have to be analysed

and adjusted and it is now epportune to styengthen concern with health objeectives in publie
policies.

Critieal Issue {i) Policy Analysis

The Comsultative Group recegnized that many of the development policies whieh have an
adverse impact on health have been in place for many years and are firmly entrenched in
national planning systems. Other policies threatening health have a much shorter history.
Included in the latter, are policies deployed in recent years to weather economic crises
and to mitigate the long term consequences of such crises, Illustrations of the latter
were provided from country experiences; for example, in a country facing economic recession
and high inflation, econemic growth is The prime coneerm and an all out strategy of
privatization with international firms is being pursued - the hazards created are not
disclosed and the effects on health status are of little concern. While struetures exist
for discussing such issues, but frequently these are not functiening. The media 1s not
always rightly informed and the messages reaching the wider public are incorrect cresting
a highly charged situation, frequently resulting in counter-productive setbacks,

Health ministries, in some cases, may lack the power te imfluence national planning
bodies or to have a say im the formulation of specific policies. in other instances they
may be invelved in formulation of a poliey, such as in India for food and drugs, but have
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no legal authority to monitor their implementation. The contamination of food with
pesticide, for example, Is a serious issue in India.

The pavrticular types of policy options possible and the political levers available to
influence the decision making process may not always be apparent to health autherities,
Developing countries may lack the resources and technical capabilities to assess the
linkages between health and development policies and to recommend alternatives, or remedial
interventions. Examples were given by the Group of how planning commissions take .
decisions that affect health negatively because health links were not obvious. Alsa,
becsuse many such meetings are attended by junlor staff from the Ministry of Health (qenior
staff rarely have the time to attend all of these meetings) important opportunities ara
missed. Health sectors are cutrrently faced with & number of major problems which further
restrict their abilities to respond to the resulting health hazards and ill-health., Thase
interrelated problems are: the magnitude and diversity of health hazards associated with
econemic development, the rising coste and Intensity of treatment, prevention and control
required for the emerglng patterns of disesases, and the econemic crises in many developing
countries which have reduced the health resources available. .

Woxk in Canada in the aress of tobacce policy, substance abuse, environmental policy
and food poliey provide rangible evidence of the positive contribution that an analysis of
health implicationg of govermment policy can make towards the improvement of the health
status of the population, The comprehensive range of options that have been
provided to decision-makers and the level and quality of such analyses have succeeded in
persuading the government te introduce wide-ranging reforms and regulations te control
their harmful effects. The Canadian experience zlse clearly demonstrates the trade-offs
and balaoce that could be introduced while nepotiating for poszsible modifications to the
development policies,

The Group indicated the need for WHO to develop and disseminate such positive examples
to policy-makers and future opinien-makers and the community. Such examples hold
tremendous promotive and advocaey value., The British example of the reprocessing of . animal
waste material leading to viral epidemies caused deep concern among the population and the
prompt and decisive action that was taken interszectorally controlled and eliminated thls
problem,

Some of these exsmples highlight yet another problem, The confliets that could arise
between other development sectors and the health sector dus to thelr goals being at |
variance with each other necessitate memoranda of understanding to resolve them., Thig
again is a case in point where education and information could play a useful part.
Reference was made to the situation in one country where the agriculture sector examines
snd stamps the food imports while the health zecter ks net invelved in this process in any
Way . '

Anocther notable issue that often arises is when one country, for economic :
considerations, adopts import or export policies that have deleterious effects on the
health status of the people of other countries, The tohaccoe and ingsecticide industries
provide many examples in this regard.

Options for Actien

Analysis of public peolicy and relevant sectoral programmes and projects will have to be
undertaken so as te uncover the factors which contribute to low health status of specific
population groups., Based on thig, the necesgary poliey changes that will ensure the .-
protection and promotien of the health status and well being of the vulnerable groups will
have to be introduced. Appropriate methodologies for policy analysis will have to be-
improved, taking inte account changing clircumstances and these should be made avallable to
countries for their use in policy formulation and adjustment.
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Critical Tgsue (ii) Health Promotive Interventiong

There is strong evidence of the posirive asszociations between improvements in health
gtatus and change in secloeconomic conditions and Life patterns. Relevant factors include
literaey levels, especially of women, income levels, food and diet, and the distribution of
household lneceme, among others, The Group considered 1t important to continue to document
the cost-effectiveness of interventions reflecting different policy mixes, and to menitor
thelr effect on health status and qualicy of 1life at the household level. The Group also
stressed the importance of documenting of both positive and negative effects of development
programmes/prejects on health status, even though the negative effects tend to attract more
worldwide attentilon.

Consumer education and consumer empowerment can be a powerful means of bringing about
policy re-examination and reform. Visual and electronic media are useful instruments of
such promotion. Experience has revealed that working with prescure groups on specific
subject zuch as tobacco, and breast-feeding, has been effectiva in modifying development
policies in a number of countries. Issues of human rights as well as appeals and
challenges to natioenal pride could alse be employed for promotion and {ntroduction of
positive health interventions,

For monitering and evaluation to be meaningful, the Consultative Group emphaszized that
more sensitive indicators will have to be developed for assessing health status and
development profiles. Whereas infant mortality, literacy and life expectancy are suitable
indicaters for use in survival situations, they are less meaningful in situations which
have moved to other stages of development and are facing pest survival problems of
mortality, malnutrition and poor quality of life.

In some countriss vast sums of money are spent for medical check-ups and sereening with
little effort on the behaviour and life styles that pose threats to health status. Such

expenditures need to be contained to enable such resources to be diverted towards promoting
health.

The health sector has to assume its share of responsibility in promoting interventions
that will improve health status, For it to be able to do so effectively, the officials
concerned should be fully conversant with the relationships between economic gains and
health losses. Often the expertise of the health sector is wanting in all these

areas and they are unable to disaggregate the implications te be able to respond to the
challanges authoritatively.

For the health sector to be able to advocate promotive interventions convincingly the
machinery for its consultationm with the other sectors, such as development planning, ia
very weak in most countries, These need to be improved and institutionalized.

Options for Action

Among the most effective ways of providing policy options and political levers for
influencing decision making is to demonstrate that health status and quality of life can
improve If certain measures are taken, and the appropriate mix of Iinterventions are
implemented. Resource materials in non-tachnical language and format should be available
te inform key officials on such policy options and health promotive interventions.
Similarly certaln countries may require persons with such expertise at short notice and WHO
may be able to assist them inm obtaining sueh technical capability when needed. Similarly,
strengthening loeal institutioms, in both health and other sectors, to take an active role
in developing educational materials promoting positive health behaviour should be
undertaken. Further enlisting the support of consumer groups to encourage them to take
active role on specific issuss should be explored.
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Critical Issue (iii) Health Risk Assessement

The discussions highlighted that many ministries of health do net carry out health
impact assessments of development policies in otder te provide the required information in
time to development policy makers and
planners.

In seome instances even where assessments have been carried cut, development planners
have failed te utilize results and adequately respond to the risks involved., Theze
failures are related to the lack of simple methodolegies for carrying out health rizsk
assessments, absence of trained personnel; the poliey-making and planning process icself,
and communication hetween sectors during initial stages of programme planning,

The heslth risks of peolicies pertaining to a number of areas such as nuclear power
pollution and degradation of environment pertain to groups of countries and have ro be
addressed as glebal and reglonal issues - WHO iz in a good position to do so in a
dispaszionate mantey and to convinee countries of these joint risks.

It was pointed out that all preoducts contain a preoduction cost that iz overt and a
hidden cest that Is often a health risk. The health sector should be abile to develop
methodologies te externslize this cost.

Problem-oriented research needs te be strengthened in most countries on pollcy choices
that pese health risks., Research infrastructure, including appropriate memnpower, requires

considerable upgrading.

(Options for Action

Development projects and programmes have to be screened for potential positive/negative
health consequences. Rapid, sector-specific health impact methodologies will have to be
developed which incorporate epidemiology, risk assessment and socio-economic analysisz in
assessments which are feasible, and which require only limited fimanciel resourcesz. These
assassments should take into consideratfen indicators and approaches to identifying
vulnerable groups and the particular risks development policies pose for these groups. In
additien, mechanlsms will need teo be developed te improve the review and utilizarioen of
health impact assessments in development planning and decision making, and to develop a
legal framework.

SUMMARY AND ARFAS FOR ACTION AND SUPPORT

The Consultative Group, while discussing the area of health in publie policy and the
issues related to it, stressed the importance and urgency for the health sector to gear
itself to face the challenges before it., Health-affecting economic growth and development
poiicies will continue to be pursued. There iz an urgent need to develop courszes of action
to mitigate the unintended ill-health effects of development programmes and to make more
explicit the health losses which may be involved in all such policies.

The Group's concluding remarks also recognized that intersectoral action for health,
aspecially its cooperative and coordinative aspects, were best achieved at grassroots and
district levels where people have closer personal contacts with each other on a continuing
basis. At the national level the process ig more difficult and greater results are likely
to be achieved by a more focussed approach which concentrates on specific issues related to
ill health and their relationship te public policy.

In order for WHO successfully to provide the support required by countries the
Cengultative Group recommended that the programme of organization of health systems based
uir PHC sheould incresse its resource and expertise in order to provide information and
documentation on the posltive experiences of countries in this area; to make available
methodologies for carrying out policy and heslth impact asssessments, snd to support
countries in carrying out research and development in areas of critical concern. It was
also felt that WHO should continue its advocacy and promotional role to alert the world
community on the threat to health.
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