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PREFACE

The ultimate goal in national health development is to enable people to reach a
level of health that at least enables them to participate actively in the social and
economic life of the community in which they live. To attain this objective, existing
health systems must be reoriented to achieve equitable reallocation of resources for
health resulting in total coverage, accessibility to primary health care services, effective
referral to secondary and tertiary levels of care, and effective community involvement in
the promotion and maintenance of health. '

Reorientation of national health systems, toward these objectives, requires careful
judgement in the light of the economic, political, social, and cultural circumstances in
each country. Such reorientation may include changes in policy and health planning,
organization and administration of health and related services, financing and budgeting
systems and procedures, and selection and application of appropriate strategies and
technology. To effect such changes, managers at all levels in the health system need
solid factual foundations for their policy and operational decisions. Health systems
research provides the means to analyse and interpret the masses of data routinely
available, and also to generate the detailed data that are often required for specific
decisions in health management.

There has been substantial agreement throughout the decade on the definition of
health systems research, its scope and its distinctive characteristics. In summary, health
systems research is problem and action oriented, participatory, multisectorial,
multidisciplinary and provides decision makers, managers and community members with
information to make more rational decisions about health and health care. Health
systems research has been shown to be applicable and useful in countries at different
levels of development and in different cultural contexts. At each level in the
management hierarchy (i.e. policy and planning, programming and operational levels)
health systems research has been proven to be a useful management tool.

Despite its proven usefulness, there is currently only limited use of health systems
research in managerial decision making. The Technical Discussions ai The Forty-third
World Health Assembly on the Role of Health Research in the Strategy for Health for
All by the Year 2000 (Geneva, May 1990) identified as one of the three major challenges
for the development of health systems research "how to enhance the demand for health
systems research". Also, the Commission on Health Research for Development made
mention in its report "Health Research: essential link to equity in development" (Oxford
University Press, 1990) that country-specific research that can inform decision makers on
health action is most seriously neglected and it identified as constraints "low appreciation
and weak demand among policy-makers, poor public understanding, conflicting priorities
of funding agencies, and deeply ingrained disciplinary and professional attitudes that
hamper its acceptance..."
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To increase the awareness by decision makers, ministries of health and health care
managers, of how health systems research can assist in policy formulation and health
systems management, the World Health Organization published as early as 1984 a Public
Health Paper on "The Uses of Health Systems Research". The paper presented a series
of composite, hypathetical examples reflecting everyday experience in primary health
care and discussed how different research approaches and methods could be used in each
of these situations. :

Moving from theory to practicé, the WHO Programme on Health Systems
Research and Development took the initiative of identifying concrete "real life" examples

The focus of these case studies is neither on the methodological approaches used
nor on the technicalities of protocol development and implementation, but on the use
of the research results in decision making processes and on the contributing and
constraining factors in this process. If health systems research is to be accepted as a
managerial tool or an instrument for more informed decision making, then it should be
made clear why and how it makes a difference, which developments followed the
research, which decisions were taken on the basis of the research findings, which process
of social change was initiated and/or facilitated through the research, and why all this
happened ...or did not happen.

This concern about the use and development aspects of the research was the only
criterion used to select the present case studies. Obviously these studies do not pretend
to give a complete and representative overview of health systems research within or
outside the Organization. More case studies are needed to ensure that as health systems
research grows the new work builds profitably on the old. In the meantime there are
already many lessons, positive and negative, to be learnt from the present set of case
studies.

This is illustrated by the comments and observations of four reviewers' which are
included. Coming from different backgrounds, disciplines and work settings, these
reviewers have highlighted those aspects of the case studies which seemed to them of
most significance. ‘

'Dr Bui Dang Ha Doan, Secretary General of the Federation for International
Cooperation of Health Services and Systems Research Centres

Dr V. Neufeld, Network of Community Oriented Educational Institutions for Health

Dr L1 Duran, National Institute of Public Health, Mexico

Dr L. Owuor-Omondi, African Medical Research Foundation
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Professor Michael Davies was invited to take a critical look at the collected
material and to draw from it some lessons for the development of health systems
research in the 1990s: his observations form the introductory chapter.

Yvo Nuyens

Programme Manager
Health Systems Research
WHO, Geneva
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INTRODUCTION

THE EVOLVING SCIENCE OF HEALTH SYSTEMS RESEARCH
A. Michael Davies”

. "Health Research", according to the 43rd World Health Assembly, "is a process
for obtaining systematic knowledge and technology which can be used for improvement
of the health of individuals or groups. It provides basic information on the state of
health and disease of the population; it aims to develop tools to prevent and cure illness
and mitigate its effects and it attempts to devise better approaches to health care for the
individual and the community."! Much of the range of this definition is included in
health systems research.

What is health systems research?

Practitioners of health systems research are particularly concerned with providing
information which can be used to make rational decisions in health planning and
management at different levels of the health system. They are thus involved in the
development of rational systems of information on health and disease of populations,
with examinations of the structure and functions of health care, with issues of
management and costs, and with questions of effectiveness and efficiency. These studies,
if they are to be scientifically valid and useful, must have strong roots in knowledge of
the natural history of disease (epidemiology), the effect of intervention and treatment
(clinical medicine) and the health behaviour of groups and populations (social sciences).
Early investigators in the field came from epidemiology, economics and environmental
health, and examined questions of health systems from their own professional point of
view, using the tools of their expertise. As the movement toward health for all spreads,
and with it the realization of the interdependence between the environment and human
behaviour and health ecosystems, the skills of other scientific disciplines have been
recruited. Today, health systems research is, par excellence, a multidisciplinary field, the
scientific tools in a particular case being determined by the research questions being
asked.

The range and scope of health systems research are rapidly expanding and there
is as yet no general consensus as to its boundaries. Different investigators tend to focus
on different aspects of health systems depending on their interests, and much of the
research done is published in professional journals of the parent disciplines or fields,
such as sociology, medicine, epidemiology, management, tropical medicine and so on.

“Jerrold Michael Professor of Public Health, Hebrew University of Jerusalem, Israel.



* Nor is there general agreement as to what constitutes health systems research. Many
would restrict the term "research” to the testing of scientific hypotheses and would
exclude such topics as audit of health care or routine gathering of health information.

There would not be agreement among research scientists, for instance, as to
whether the study of factors contributing to the attrition rate of nurses is "health systems
research”, however important it might be for the provision of services.

In the present phase of development of this new science, our own tendency is to
be as eclectic as possible and to cast the net widely. The systematic gathering of
information and the production or adaptation of any knowledge which can contribute to
the improvement of health of a community is a part of health systems research.

‘ The momentum toward health for all is leading more and more to planning by
defined health targets with recognition of the need for research based on target-oriented
studies. The target, for instance, could be the immunization of 90% of infants against
measles within five years. The health information system would contain elements
designed to monitor the process. A research question, relevant to the target, which in
the past might have been "why do mothers not bring their babies for immunizations”, now
becomes "what must be done to ensure that babies are brought for immunization?" The
previous question has not gone away: it ceased to become an end in itself (as so often
happens in discipline-driven research) but a stage on the road to reach a defined health
goal. Some would call this "action-oriented" research.

Health systems research has already demonstrated its usefulness in the
improvement of health care and reduction in costs of services under widely differing
conditions. Examples of policy decisions deriving from health systems research include
appropriate stopping sites for mobile dispensaries in Botswana, reduction of outpatient
waiting time in Kenya, screening for high risk pregnancy in. Indonesia and the
improvement of equitable access to health care in the United States. Many other
examples are given in the case studies reported in this publication and in the background

document prepared for the World Health Assembly’s Technical Discussions in 1990.2

How do we do heaith systems research?

Research is "the art of the soluble” wrote the Nobel Laureate Sir Peter Medawar®
and the success of the investigator depends on his or her ability to define the problem
to be studied as a discrete question capable of comprehension and solution. Frequently
research problems are phrased in terms that are too general. "How to improve the
health of women?" is an important question but not researchable in its present form. It
will be necessary to divide "health of women" into its many component parts, such as
"how can we reduce maternal mortality?", and define what we mean by improvement for
each part before we can design the research programme. The design of an intervention
strategy to diminish maternal mortality and morbidity in Malawi had first to define
prolonged labour as a major problem and then focus on a method for early detection of
abnormal progress of labour which would, presumably, lead to appropriate treatment.
Putting into operation of a method of graphic recording of the progress of labour (the
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partograph) became the circumscribed objective of the research and this could be clearly
defined and measured. The ability to break down a complex problem into defined
questions which can be measured and studied is the art of research. Principles can be
learned in formal training but there is no substitute for "hands on" experience in the
design of a prudent research protocol.

As the health target and its components come more and more to direct the
research questions, there will be an increased need for the use of research methods
outside the experience of an individual, and the design of research may require the skills
of several academic disciplines and multidisciplinary teams. The programme to control
Chagas disease in Venezuela, for example, focused on the improvement of housing. The
research programme was based on an understanding of the epidemiology of disease, on
the development of socio-psychological tests, on the construction technology of houses
appropriate to the rural society, and on training for personnel. The social sciences were
central to the research but without the other knowledge and skills, within a goal
orientation, the result might have been merely a scientific publication rather than an
action programme and a change in policy.

It is a sine gua non for health systems research that the studies have scientific
credibility. The study design must not only be scientifically sound, it must also appear
to the observer to be well grounded. The results t0o, must be believable and acceptable
within the constraints of professional and lay biases as well as local beliefs and politics.
Without credibility, research findings and policy advice may not be acceptable to
practitioners and decision makers. The attempt to control malaria in Sri Lanka through
community action is an example. An added danger is the converse: that the results
could be wrong but yet form the basis for policy change. This point is important for the
future acceptability of health systems research in general and its status in the eyes of
decision makers.

In biomedical research it is generally accepted that the process is complicated and
difficult to comprehend without special training. Many questions of health systems
research, in contrast, appear deceptively easy. Simple inspection of, say, the workings
of rural health clinics, can point up many deficiencies, and "common sense and
experience” can suggest solutions. Only after more careful analysis does it become clear
that the situation is very complex, that the causes are many, with factors outside as well
as inside the clinic, and that solutions will have to take many agents into account and be
introduced slowly with careful evaluation. Often, too, a problem, for example the
development of a stable vaccine by cold chains or by genetic engineering, is solved to
reveal the next problem, that of deficiencies in the service network. It is a truism that
many parts of research which are thought to be complex and which require work by
scientists in laboratories are, in fact, simpler of concept and execution than those which
involve analysis and changes in human behaviour. It is much easier to produce a new
vaccine than to immunize the infants of a poor- country.

Another reason why it is important to get the question right and get the science
right is the need to involve all those concerned with a specific problem in the research
process. Health systems research is a participatory science and its practical success in
operational terms will depend to a large extent on research being done also by "us", the
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health service managers, the providers and consumers and not only by "them" the
recognized investigators. Early studies of the risk approach for prenatal care showed the
ability of traditional birth attendants and midwives to measure simple indices of risk of
poor outcome of pregnancy. On the basis of this information they could make the
managerial decision as to whether to deliver the baby or refer the woman.* This kind
of example has been multiplied many times, particularly by nurses and other field
workers and has shown that when health personnel collect health information (formally
called "statistics"), and use it to identify problems and make decisions, then the quality
of both the data and the care given is improved and so is their ability to participate
actively in service research. ‘ :

Several of the case studies in this publication illustrate the value of such
"participatory research” and like the risk approach studies, referred to above, involve
ministries of health, decision makers, traditional leaders, care-givers and voluntary
organizations in defining and prioritizing health targets and research routes. Active
participation of ministries and managers greatly facilitates the framing of the research
questions as well as the translation of the findings to policy. Health systems research
conducted by research workers in isolation from decision makers is likely to be ignored
or, at least, much delayed in implementation.

The active participation of health providers of different levels in health systems
research is greatly facilitated by prior familiarity with research and its methods and some
exposure should be a part of the training of all health professionals. Research workers
themselves, in institutions and universities, must participate in the creation of a climate
of understanding of research and encourage the collaboration of managers and care-
givers in research activities. ‘

How to "sell" health systems research?

From a formal point of view there should be no difficulty. Since the Alma Ata
conference’ each Member State of WHO has undertaken to develop health policies as
part of its commitment to health for all. Health policy must be based on accurate
information, including accurate information on the state of health and on the
effectiveness and efficiency of the health services. Available information is rarely
adequate and research is needed. Those countries which are poor are in even greater
‘need of research than the rich: health plans based on ignorance must perforce operate
on a trial and error basis, wasteful of the few resources that exist.

From a practical point of view there are many obstacles to the transmutation of
‘declarations of the need for policy and research into an ongoing activity. Science can
help solve many problems but will only be applied usefully if there is political will for the
improvement of health and active commitment to the development of research
-programmes. How to achieve this and the implications for national development strategy
are matters outside the scope of this introduction. They were debated at length in the

Technical Discussions of the 1990 World Health Assembly.!



Several of the case studies illustrate common barriers in conceiving and using
health systems research. One is the fixing of policy before research findings are
available, as in the attempt to improve child health in Ethiopia and in the decision as
to the method of health insurance taxation in Korea. Another, and perhaps the most
common, in these and other studies, is the interaction between general politics and
health policy. Political considerations may prevent adoption of recommendations
deriving from health systems research or lead to 2 priori decisions irrespective of the
effect on the health system. Sometimes this is due to non-consideration or ignorance of
the health consequences of such decisions even where health is not of secondary
importance. Involvement of decision makers in defining research questions and
participating in the research process has been referred to above as has the need for the
active engagement of the research establishment itself. There is frequently a gap
between realization of the need for knowledge and the funding and promotion of health
systems research by government.® Decision makers must be convinced of the practical
value of research, and experience in many countries has shown that supply creates
demand. Concrete examples of research which improve health or the efficiency of health
services or which contain costs are welcomed by governments who are then more likely
to seek research help with future questions. Unfortunately the opposite is also true and
unacceptable health systems research efforts may well diminish the favourable climate
needed for research to flourish.

The establishment of this favourable climate is a long drawn out operation and
is a part of the general development process and the research policy of the government
concerned. Promotion of trained investigators and facilities to support them is, of course,
fundamental to any research activity. The inescapable links between health and develop-
ment and science and technology were spelled out in the Technical Discussions,' ¢ and
are strikingly documented in the report of the Commission on Health Research for
Development.’

Lessons from case studies

The three requirements for the conduct of nearly all research are resources,
infrastructure and manpower. They do not of themselves guarantee success but must be
linked with many other factors. Case studies in this book and review of other studies
and conferences in several countries illustrate a number of lessons for the facilitation of
fruitful research. These include knowledge, attitudes and mechanisms necessary to
fertilize the soil so that health systems research can grow. The most important of these
are:

- the existence of an overall health plan at national and peripheral levels to give
general directions and priorities as well as to demonstrate the political will of
decision makers. Without policy guidelines, at the operation level, it is difficult
to focus health systems research and unlikely that the resuits of research will lead
to action;

- involvement of decision makers and health professionals in the joint formulation
and planning of research projects. This will increase the probability of defining

5



research questions correctly and utilizing the findings for policy change;

- development of organizational links between universities, research establishments
and the health system, the better to mobilize scarce human resources in defining
and using health systems research. This should include mechanisms for
facilitating collaborative research between different sectors;

- mechanisms for the wide dissemination of the results of research and for the
translation of health problems into research questions;

- creation of an information base of resources, skills and research activities within
the country with links to other national and international bodies for information
and collaboration. Some of the answers to a specific research question may
already be available; ‘

- ongoing programmes for education of the public, decision makers and health
personnel in science and technology and the uses of research; and

- improvement of general éducation, and particularly the education of all health
‘ professionals, so as to instil a critical approach to problems and basic skills in
problem solving.

Postscript

These are early days and the range and uses of health systems research are still
being explored. A long iterative educational process lies ahead, both to learn the
applications of health systems research and how best to sell it to policy makers. The
partnership between those who do this kind of research and those who use its products
must be strengthened so that research is done by "us", all health professionals, together
with "them", the researchers, and not by "them" alone. Essential to this process are
success stories of research findings which have led to policy change and improvement of
health. Publication of case studies, such as these, is an important contribution to the
ongoing dialogue. ‘
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TROPICAL DISEASES






MALARIA CONTROL THROUGH COMMUNITY ACTION AT THE
GRASS-ROOTS: EXPERIENCE OF THE SARVODAYA MALARIA
CONTROL RESEARCH PROJECT (SMCRP) IN SRI LANKA

FROM 1980 TO 1986 :

RATIONALE

The conventional malaria eradication strategy in Sri Lanka focused to a large
extent on how to enhance the effectiveness of vertical control programmes. Most efforts,
as in other developing countries, concentrated on insecticide spraying to eradicate the
vector. However, in recent years this strategy has been faced with increasing difficulties
due to growing vector and parasite resistance to available insecticides and drugs, the
rising costs of these means of intervention and, not least, people’s resistance to repeated
spraying of their homes. In fact, due to lack of co-operation, only 54% of the targeted
houses in Sri Lanka were fully sprayed in 1985.

The shortcomings of the traditional malaria control strategy have led to the
development of more community-oriented approaches, for example, integrated vector
control (IVC) and a primary health care approach to malaria control in which community
involvement and decentralized decision making are essential features. Since 1984, WHO
has recommended a primary health care approach to malaria control and Sri Lanka has
been among the developing countries to attempt this shift in emphasis. The need to
evaluate the role of non-governmental organizations and their potential for contributing
to a community-based system of malaria control and surveillance has also been
recognized.

In Sri Lanka two out of every three persons are at risk of malaria. Such figures
and the previous experiences with conventional malaria eradication led a popular non-
governmental organization, the Sarvodaya Shramadava Movement (SSM), to become
involved in establishing malaria control and surveillance mechanisms in selected areas,
based on community participation and the traditional cultural values of the Movement.
The present study examined the contributions made by this self-help movement to bring
about control mechanisms in line with the principles of primary health care within
epidemic villages in Sri Lanka; mechanisms which are effective, viable and
complementary to the efforts of the national anti-malaria campaign (AMC). The study
assessed various types of vector control interventions in terms of efficacy and suitability
for community participation and information was collected on bio-environmental and
socio-cultural issues.

The research project was therefore of high relevance not only for Sri Lanka but
also for other malarious countries faced with limited resources. Its aim was more to
examine the pros and cons of a basically different approach to malaria control rather
than to identify shortcomings and suggest solutions for the existing national anti-malaria
campaign, as it functioned in the late 1970s and early 1980s. However, far-sighted health
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planners in the Ministry of Health may have foreseen the change in malaria control
strategy which was to come about in 1985 and therefore given their support to the
research project. ‘ ‘ ‘

The decision by the Steering Committee of the Social and Economic Research
Unit (TDS) within WHO’s Special Programme for Research and Training in Tropical
Diseases (TDR) to fund the research project was based on the proposal’s relevance to
the goals of the Special Programme, especially the design and use of cost-effective and
acceptable disease control programmes and policies. The innovativeness of the research
approach, which was considered of value both to Sri Lanka and to other countries, was
another important consideration. '

OBJECTIVES

The objectives of the research were defined in 1981 by the responsible institution,
the Sarvodaya Shramadava Movement, as follows:

- determine how villagers can identify breeding sites of the mialaria vector
‘ Anopheles culicifacies throughout an annual cycle;

- determine how traditional healing medicines or methods prevent people from
‘ being exposed to malaria infection; ‘

- determine the kind of practices, customs and artifacts which the culture has
‘ developed to reduce malaria infection; ‘

- determine how community action can best reduce effective vector breeding sites
and the frequency of exposure to vectors capable of transmitting malaria.
The objectives were later revised and expanded to include those listed below
although it is unclear who instigated this considerable expansion and why:

- bring malaria control at the village level under the ambit of primary health care;

- expand the scope of the community-based surveillance system to cover all illnesses
and other health-related events in the relevant households;

- determine the management capacity of a non-governmental organization to
implement a community-based primary health care programme including malaria
control.

IMPLEMENTATION

The project plan consisted of a preparatory phase, an exploratory phase and an
implementation phase, and extended over a period of 36 months.
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Data collection was done by trained Sarvodaya workers with assistance from
community workers. They carried out parasite surveillance using fortnightly fever surveys
of all households, and three-monthly blood surveys of all children aged 1-10 years in the
project villages.

This information was supplemented by vector surveillance in soine of the villages,
by searching the identified vector breeding sites for mosquito larvae once a week.
Samples of adult mosquitoes were also obtained weekly through human bite, cattle bite
and flit catch techniques. In addition to a preliminary census of households which gave
basic entomological information, all health related events in the households were
recorded each month by the Sarvodaya workers on family records. Vector reduction
interventions were introduced and monitored in some villages.

The various interventions were introduced alone or in combination in different
villages - Table 1.

Table 1: Classification of Project Villages

Test Villages 40 General surveillance

villages

8 Control villages

W N =

. Normal AMC operations
. Routine Sarvodaya work
. Symptomatic treatment

for malaria by Sarvo-
daya workers

. Parasite surveillance

by Sarvodaya workers

Normal AMC operations
Routine Sarvodaya work
Symptomatic treatment
for malaria by Sarvo-
daya workers

Parasite surveillance

by Sarvodaya workers

Normal AMC operations
Routine Sarvodaya work
Symptomatic treatment
for malaria by Sarvo-
daya workers

Parasite surveillance

by Sarvodaya workers

5. Vector surveillance
by Sarvodaya workers

6. Vector reduction
interventions by
Sarvodaya workers

Vector surveillance
by Sarvodaya workers

AMC = anti-malaria campaign

The investigations of traditional cultural practices with regard to malaria control
were carried out separately by sociology graduates. In the early stages of the research the
sociologists did participant observation, staying in each project village for two weeks at
a time. However, none of these sociologists were continuously employed in the project
for more than a year. Many of the data generated through the project are not available
as the investigators took their reports and field note books with them when they left the
project. At present the project has two sociologists working full-time in a limited number
of villages. They have conducted in-depth interviews with Sarvodaya workers and other
village leaders, including various categories of indigenous medical practitioners. Only
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very preliminary findings of these ethnographic investigations are at present available.

OUTCOME

Only some of the surveillance procedures described have been successfully carried
out in the various villages. The community organizers found it difficult to cope with
some of the requirements. For example, the family records have not been continuously
maintained in most villages, rendering it impossible to analyze the data. The
interpretation of the entomological and parasitological data generated so far within the
project has also been very problematic.

However, vector surveillance seems, according to the research team, to have been
fairly successful. The communities have taken a considerable interest in knowing where
the mosquitoes breed and why they breed in such large numbers during certain months
of the year. School children in particular have become active agents of vector
surveillance. The community organizers themselves have gained competence in larval
collection, adult mosquito tests, identification of mosquitoes and in understanding where
mosquitoes breed. More specifically, larval collection was found to be easier to carry out
than adult mosquito tests which require direct supervision by the entomological assistant.

Experiments in Vector Control
Three methods of vector control were used in the experiments:

1. Elimination of vector breeding sites through draining or earthing of unnecessary
‘ water bodies, using Shramadana labour;

2. Introduction of an indigenous species of fish with proven larvivorous tendencies,
in suitable water bodies in the relevant villages; and

3. Application of Monoxci, a non-toxic larvicidal agent designed to suffocate the
larvae by creating a monomolecular film on water, in appropriate permanent
water bodies in chosen villages.

Method 1, using Shramadana labour to eliminate vector breeding sites, showed
mixed results. Shramadana is a characteristic feature of the Sarvodaya Movement and
‘means "donation of labour". Experience showed that the Shramadana approach to vector
control is acceptable to the local people but there are some operational difficulties. The
peak demand for Shramadana labour clashes with that for agriculture. Furthermore, the
‘high incidence of malaria in the relevant season constitutes an obstacle to the
mobilization of communal labour for vector control. Except for the year of 1984, the
villages with a Shramadana intervention showed lower densities of larvae and adult
'mosquitoes than the control villages. It is not known why the year of 1984 produced
different results. In general, the results were not very consistent, but it would seem that
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there was a gradual reduction in vector density following Shramadana interventions.

In the case of Method 2, the research results showed quite marked differences
between the test and control villages. Densities of larvae and adult mosquitoes was
considerably higher for the control village than for the intervention village.

The results of Method 3, application of Monoxci, were somewhat confusing. As
expected, the density of all anopheline larvae was higher in the control village than in
the intervention village in 1984 and 1985, but the pattern was reversed in 1986.
Moreover, contrary to the expected pattern, the intervention village recorded a
consistently higher density of Anopheles culicifacies larvae than the control village in all
three years. As for the adult mosquito count, although the number of all anophelines
found was consistently higher in the control village, the opposite was true in respect of
the adult Anopheles culicifacies count.

Finally, in both years for which data are available, the intervention village
recorded a consistently and significantly lower malaria incidence compared to the control
village, as had been expected. \

The research results were not very conclusive. The research team cautions that
especially the parasitological data may have been biased due to the variation in method
of surveillance used each month. The data showed many gaps and inconsistencies. In
contrast, the fish programme seems to have produced the most consistent results so far.

In conclusion, there is considerable scope for modifying the surveillance and
vector control procedures currently in use in the project and their methods of
implementation. The present surveillance procedures, especially the mass blood survey,
may be too complex and demanding for village level workers to carry out. There is a
need for further simplification of parasite surveillance. However, notable progress was
made with regard to community-based vector surveillance and the potential of this
surveillance as a warning system for epidemics is promising. It still remains though to
determine the appropriate mix of source reduction and source control methods suitable
for each village situation.

Sociological Investigations

In this preliminary study it was found that the local peasants thought of malaria
as one of several related conditions characterized by repeated attacks of fever and fits.
There was a clear understanding of the periodicity and seasonality of the disease.

The remedies consisted mainly of herbal medications made of locally available
plants. Certain practices had developed over the years which, apparently, had the effect
of minimizing the villagers’ exposure to the disease, i.e., mosquito-repellent smoke and
cattle rearing. The study suggests that further attention be given to such practices and
the possibility of incorporating them in a primary health care approach to malaria
control.
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Non-governmental Organizations an mmunity- Malaria Control

Although the management capacity of nongovernmental organizations with respect
to primary health care, including malaria control, was one of the objectives of this study
it does not seem to have been studied in a systematic way. The results indicate that
organizations such as the Sarvodaya Shramadava Movement usually do a better job of
promoting community participation than government agencies. Non-governmental
organizations have the capacity for successful mobilization of rural communities, and can
be innovative and highly responsive to the local needs. However, the ability of a
community-oriented non-governmental organization to attract and keep technical
specialists may not be sufficient. The rapid turnover of technically competent staff is
likely to be an important problem affecting programmes initiated by such organizations.
The present research project has been a case in point.

UTILIZATION OF RESULTS

‘ Several factors have affected the outcome of the research and the subsequent
utilization of the results. One of these factors has been the slow progress of the project
activities. The many delays were due to:

- Rapid turnover of staff. Up to December 1986, the principal investigators were
changed three times and the field coordinators five times. Furthermore, the
project committee which originally was composed of representatives of the SSM,
the AMC and donor agencies, now consists only of SSM members.

- Lack of co-operation and at times direct confrontation betwéen regular Sarvodaya
workers and technical staff recruited for the malaria control project contributed
to rapid turnover of staff and other difficulties in the project. ‘

- The novelty of the project idea, lack of prior experience in similar projects and
non-availability of any model to follow.

- Operational difficulties in co-ordinating activities spread over a large number of
villages. '

In addition, the country was suffering from communal disturbances which made
field operations very difficult.

In spite of many difficulties, the research project led to increased knowledge and
self-reliance in the project villages as well as in the Sarvodaya Movement. In one
instance, a threatened malaria epidemic was overcome by the SMCRP by applying the
‘three vector control measures developed by the research project. The ability to forecast
epidemics may be the most useful outcome of the project. However, there is at present
‘no concrete proof of either the viability or effectiveness of this type of community-based
effort in the prevention and control of malaria epidemics.
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POLICY IMPACT

The government anti-malaria campaign (AMC) was directly involved in the
planning stage of the Sarvodaya Malaria Control Research Project. There was even a
certain degree of overlapping in staff during one period when the principal investigator
was recruiting retired AMC personnel to the SMCRP. This investigator was to a large
extent influenced by existing AMC arrangements when it came to developing the
technical capabilities of the project staff and evolving procedures for malaria
surveillance.

Unfortunately, an undesirable gap also developed between local Sarvodaya
workers and the outside technicians and experts. The Sarvodaya workers were people
with strong roots in the local communities and long experience in responding to needs
identified by villagers themselves. The technical project staff enjoyed higher salaries,
better working conditions and had more authority in project matters. Furthermore, the
fact that the project invariably addressed the problems of malaria in all the villages was
against the basic Sarvodaya philosophy of responding to needs identified by villagers
themselves.

Eventually a complete split between the AMC and the SMCRP came about. The
rapid turnover of staff in SMCRP was no doubt a significant factor as was the fact that
the previous director of the AMC, who was very enthusiastic about the project, had been
recruited for a WHO post outside the country. Another contributing factor may have
been that the project area did not correspond with any of the administrative subdivisions
under the AMC, thereby making collaboration administratively difficult.

Although the strategy of the project was well in

line with Ministry of Health policy and activities after
1985 (e.g., community participation in malaria control,
training of traditional healers in diagnosis and
treatment of malaria), the research results have had
very little impact on national policies. Part of the
reason for this was that the project, according to the
Ministry, expected the community to carry out tasks
which were far too technical and scientifically
demanding. An example of this was the evaluation of
different vector reduction methods which the Ministry,
because of the technical nature of the task, felt was not
appropriate for the community. A WHO mission, in
fact, supported the Ministry in this position, stating that
while the medical side (fever surveys etc.) was working
well, the entomological operations (surveillance as well
as source reduction measures) were not adapted to
local conditions and were inefficient. An additional

"..this case study
cautions us against
assuming that involving
the policy makers in the
planning and
implementation is all
that is required to
ensure utilization of
findings. The
experience shows that it
is equally important
that a continual
dialogue be maintained
with potential users of
findings."

problem was that the project was using a product, Monoxci, which had been rejected as
useless by the Sri Lankan regulatory authorities on the basis of scientific investigations
and recommendations from the Ministry of Health. Eventually, the project stopped the

17



- use of Monoxci but, in the meantime, links with the Ministry had been damaged.

Furthermore, the very nature of the research results may have made it difficult
for the Ministry of Health to use them. The results were tentative, indicating interesting
areas for further research but they were not conclusive and Ministry staff felt that the
results were unreliable. There were no specific recommendations for the Ministry and
the project was never set up for decision-linked research.

However, this type of research is very important for international health agencies
such as WHO. The Sri Lanka project provided examples of a primary health care
approach to malaria control and an example of the potential role of non-governmental
organizations. It also contributed much needed information on basic issues such as
community mobilization and participation, information which is crucial for the
development of new disease control approaches and strategies.

This research project was supported by the UNDP/World Bank/WHO Special
Programme for Research and Training in Tropical Diseases (TDR) through its Social
and Economic Research Unit (TDS). The case study was prepared by Dr. Anne Reeler,
Consultant to the HSR Programme, in consultation with members of TDR/TDS.
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THE EFFECT OF SOCIAL CONDITIONS AND ATTITUDES ON
COMMUNITY PARTICIPATION IN THE SURVEILLANCE AND
CONTROL OF CHAGAS’ DISEASE, VENEZUELA

RATIONALE

Chagas’ disease is the American form of trypanosomiasis. It causes serious
cardiovascular problems and South American ministries of health have for several
decades sought to combat the vector which transmits the disease to human beings.
Chagas’ disease has been considered a social disease because the vector’s ability to hide
itself during the daytime depends on people’s housing conditions. Important factors are
the type of roof, the finish of the walls and floors, or the storage of household goods.

Two types of control measure have
been employed to control the vector - " Research carried out on health
spraying of insecticides to eliminate the systems may be grouped under
vector without changing conditions in the various headings:
dwelling; and the modification or
substitution of the dwelling to prevent the - research primarily oriented
presence of the vector by eliminating the towards describing and/or
conditions favouring its presence. measuring facts and situations.

Venezuela has tried both types of - research aimed at identifying or
control measure with varying results. In the testing the positive factors for
1940s and early 1950s it was thought that a policy.
spraying with insecticides would eliminate
the problem. However, a study carried out - experimentation of new ways of
in 1954 showed that reinfestation of caring for patients and/or
dwellings occurred, due to the movement of managing health services."
the vectors from the walls to the roofs and
their persistence in hidden places that were
not reached by the insecticide. A survey done between 1958 and 1968 showed 44% of
the population studied to be seropositive, 24% of whom showed cardiac alterations and
13% parasitemia (xenodiagnosis). As the financial difficulties of the Ministry of Health
increased, the insecticide spraying programmes were reduced from 74% coverage in 1980
to 11% in 1984. The need for alternative control measures based upon local resources
became all the more apparent.

Already in 1978, a programme for the improvement of campesino houses had
been initiated, with PAHO and the Ministry of Health responsible for implementation.
This programme showed the importance not only of the construction, but also of the
improvement of houses, and of using a construction technology and a type of social
organization of work which were adapted to the campesino society. The process also
showed that community participation was essential for the control of Chagas’ disease and
for the economic viability of the programme.
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Based on the these experiences, a team from the University took up the challenge
in 1985 and designed a study which sought to determine constraining and facilitating
factors in the successful implementation of alternative control approaches. The Ministry
of Health was kept informed from the start about the objectives and the team’s desire
to collaborate with it.

OBJECTIVES
The objectives of the project were to:

- “ * determine the socio-psychological causes of the existence and reproduction of
conditions in dwellings which are favourable to colonization by the vector reduviid
bugs; and ‘

- determine the socio-psychological factors involved in facilitating or constraining

‘ individual participation in disease control programmes, through the improvement

of dwellings to eliminate favourable vector conditions, and in surveillance
programmes.

IMPLEMENTATION

The research project used two methodological strategies. One was a study of all
the houses in the rural research site. This study consisted of a survey of the heads of
households and observations of the houses and their peridomestic areas. In the first part
of the study, the focus was on conditions in the dwelling favouring its colonization by the
vector, and on the participation of the individual in past community action. Six variables
were investigated - occupation of head of family, ownership of the land cultivated, status
of the dwelling inhabited, expectations with regard to destiny ("locus of control"), beliefs
about Chagas’ disease and roots in the local community. ‘

In the second part, the focus was on the performance of the individual in the
improvement of the house. Here the strategy was an action-oriented type of study which
took the form of an experimental housing improvement programme for the control of
Chagas’ disease in a community of 23 families. A pre-test and a post-test were done in
the community in order to evaluate the results of the programme. The variables
investigated were occupation, “locus of control", political influence, vision of the world,
role of women, support from children over the age of fifteen, group pressure and
attitudes towards the mud construction techniques used.-

The data collection methods and instruments were developed through an extensive
process of pre-testing and adaptation. Information collection for the first part of the
study began with the final instruments in August 1985. The instruments included a
questionnaire with open and closed questions, a psycho-social test, an observation plan
for the house consisting of a closed questionnaire and a sketch of the layout of each
house, a group of semi-structured questions for informal dialogue with the campesinos,
and a field diary in which the interviewers and supervisors had to note down their
impressions.
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The results yielded by the first part of investigation were then used to design a
programme for the control of Chagas’ disease based upon community participation.
Psychological/educational interventions, i.e., verbal messages of appreciation of the
campesino’s dwelling and information about how the campesinos themselves can control
Chagas’ disease, were combined with a new housing programme where the intention was
to offer the campesinos new dwellings within their economic and technical abilities.
With this in mind a programme was designed using the same mud construction
techniques with which campesinos were familiar but which they did not use properly.
This reduced the cost and at the same time acknowledged the campesino’s own know-
how.

With these criteria, an experimental housing programme for the control of
Chagas’ disease was proposed to the Government of the State of Cojedes. The State
Housing Department was to grant the necessary credits for construction and to
administer the programme. The University staff were responsible for planning and
implementation. The Ministry of Health Office for the Control of Chagas’ Disease was
interested and supported the idea. The Ministry of Health was, in fact, involved even
in the first phase of the research project in which each interviewing team consisted of an
experienced researcher, medical and sociology students, and inspectors from the Ministry
of Health.

The second phase of the research project, the experimental housing programme,
was initiated in February 1986. The purpose of the programme was explained to the
selected community. Participation in the programme was voluntary and, out of a total -
of 23 families, 16 decided to take part. After the programme had been completed and
the houses improved or rebuilt, the interviewers returned to settle the accounts with the
campesinos and get their signatures on the credit documents. A month later the research
team returned and applied a new socio-psychological test to the head of the family. The
socio-psychological post-test results were then compared with the previous results and
changes in attitudes to "locus of control”, vision of the world etc., were analyzed
according to the housing improvement achieved.

OUTCOME
The research results led to the following conclusions:

Occupation, "locus of control", beliefs about the disease and roots variables were
significant in predicting the existence of favourable conditions in the dwelling for its
colonization by the vector of the disease.

People with better occupations and income, who believed that they had a degree
of control over their own destiny, who believed that they could do something to control
the transmission of the disease, and who showed deeper roots in their local community,
tended to have houses in which conditions were less favourable for colonization by the
disease vector.
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Those with little control over their work and with lower incomes, who believed
that their future was controlled by forces other than themselves, who did not believe that
they could do anything to control the transmission of the disease, and who felt they had
no roots in their local community, tended to have houses in which conditions were
favourable for colonization by the disease vector.

Ownership of land and legal status of the dwelling were not significant in
predicting favourable vector-breeding conditions in the dwelling.

The occupation and roots variables proved to be significant indicators of
participation in past community action but such an association was less marked in the
case of the "locus of control" and owner status of the dwelling variables. People with
better occupations, deeper roots, a stronger belief in themselves with respect to
controlling their future, and with negotiable houses, had been more active in community
activities aimed at improving general living standards, than those who did not share these
attributes.

The ownership of cultivated land and beliefs about the disease variables did not
prove significant in interpreting individual participation in previous community action.

The people who showed a greater tendency to participate and who performed
better in improving their houses than their counterparts were those whose occupations
provided them with the means for buying a house on the free market or obtaining a
cement house built by the State, who experienced group pressure favourable to
participation in the programme, who had a cosmopolitan vision of the world, who had
a spouse or concubine who encouraged the improvement of the house, who could count
on the support of children over fifteen, and who had a positive attitude towards
bahareque (mud) houses. 1

The "locus of control” variable proved not to be associated with the decision to
participate in the programme according to the results of the pre-test. The post-test
showed that participation in the housing improvement programme generated a change
in the "locus of control" of the participants. Those who believed in their ability to
control their own destiny increased this belief, and those who did not so believe
previously began to do so. Those whose performance in the housing improvement
programme was better showed a greater increase in their self-confidence than those
whose performance was not so good.

Control of the transmission of Chagas’ disease through the improvement of houses
using mud construction techniques is possible. The technology used for the improvement
of the house should meet the requirements of being salubrious/sanitary, within the

" economic means of the campesino, suitable for his level of knowledge and construction
traditions and, consequently, able to be used again by the campesino himself with

minimum external support. Raw material that can be obtained from the campesino’s
- immediate surroundings should be used as much as possible and, conversely, products
that have to be bought on the open market should be used as little as possible.
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Community participation in housing improvement programmes is possible as a
result of modifying various situational variables, such as providing credit for the purchase
of those materials which cannot be obtained from the natural surroundings. This should
be supported by psycho-social variables, that is, the establishment of clear rules and the
transmission of verbal messages to increase the campesino’s confidence in his own ability
to build a salubrious house and to control the transmission of Chagas’ disease.

Community participation in the improvement of the dwelling should take the form
of individual/family participation. People may use many forms of cooperation among
themselves, but the carrying out of the programme should be done on an individual basis
in order not to lessen individual responsibility or achievement.

A housing improvement programme with individual participation should be
orientated towards rewarding effort and giving recognition to those with houses in good
condition. Therefore, attention should be given both to those houses where conditions
are favourable for the transmission of the disease and those houses where they are not.
Nothing in the programme should be free, neither materials nor labour. The programme
should be implemented in stages, with continuous evaluation of the results and
encouragement given for effort and performance. The programme should work with
goals which are sufficiently difficult to be a challenge, but easy enough not to cause
frustration and negative reinforcement.

Each person should be able to choose the materials and the work procedures to
be used in the improvement of his house. The programme should provide information
and assistance with the construction techniques and information about the costs of the
materials. The programme should establish the performance levels required for the
recognition of labour. The individual should decide which materials to use, according
to their price and quality. It is assumed that he will act rationally in choosing those most
suitable for his needs at the least cost, resulting in the highest level of efficacy.

An additional outcome of the research project was a training course for personnel
involved in the programme. This included information about the socio-psychology of
campesinos, health education, mud construction techniques etc. The course has already
been given to the personnel of the Regional Institute of Housing and Community
Development of the State of Cojedes, to personnel of the Ministry of Health of the State
of Cojedes and to personnel of the National Agrarian Institute. The course content has
been written up to facilitate further dissemination.

The research team also prepared a "Manual of Construction and Improvement of
Bahareque Houses for the Control of Chagas’ Disease". This manual, which was made
in conjunction with personnel from PAHO, is aimed at literate people with very little
knowledge of building techniques. However, the pictures which accompany the written
text are sufficiently precise to guide a non-literate person through the construction
process. The manual was the first of its kind to be produced in Latin America.



UTILIZATION OF RESULTS

The research project undoubtedly had a great impact on the people in the
research area. Not only did many achieve improved housing conditions, there was also
a significant change in attitude and self-confidence of some respondents. This change
is well illustrated by the fact that towards the end of the research process the campesinos
decided to change the name of the community from Cano Muerto (Dead Creek) to Cano
Nuevo (New Creek).

The scientific results and methodology developed in the research project have
been used in teaching activities and workshops at the postgraduate and undergraduate
level in different academic schools and universities. The research project has also been
presented at a number of national and international conferences. Two publications on
the project, have already appeared and more are under
preparation. In general, the research has contributed much
to the esteem of social science in Venezuela. "...government
officials were
involved early in
POLICY IMPACT - . the study, and

' - therefore were .

The research project has had a remarkable impact on prepared to
policy in Venezuela. From the beginning of the project an incorporate the
effort was made to keep the Ministry of Health Office for | results of the
the Control of Chagas’ Disease informed about the ‘research findings
objectives and the research team’s desire to co-operate with | (and the resul-
personnel from the Ministry. The co-operation took two | - tant recommenda-
forms: Ministry of Health personnel co-operated in scientific | . tions) directly
matters with the research team, and junior Ministry staff | into policy
were trained in research techniques. Ministry personnel gave recommendations.”
lectures at the University on the epidemiology of the disease | o ‘
and on the control measures taken by the Ministry. They
also participated in working groups. New co-operative ties based on respect and equality
were established between the University and the Ministry of Health.

~ The following steps have been taken as a result of the research project:

In relation to the Ministry of Health:

- The national programme for the control of Chagas’ disease has been
reactivated and reorientated. The resources, which before were used for
* insecticide spraying, will now be used for housing improvement.

- The Ministry of Health housing programme has been modified. The new
. programme aims at construction of mud houses following the model
developed by the research project and will cover 3,000 houses.

- Close contact has been maintained with the health education group of the
Ministry. Some members of this group have been trained by the research
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team which has also supported the group by giving lectures in different
parts of the country.

- The research team has taken part in the formation of the National Chagas’
Disease Group which coordinates research efforts in different universities.

- Members of the research team have acted as consultants to a research
group set up by the Ministry of Health to study community participation
in the control of Chagas’ disease. The Ministry of Health group has used
the information collection and processing instruments developed by the
research project.

- The theoretical and practical results of the research have been used in
seminars on the social aspects of health. The experience of the research
team enabled members to advise on the social aspects of malaria and they
have become part of the National Epidemiological Commission and of new
research and control efforts with regard to malaria.

In relation to other institutions:

- The research team made a special effort to persuade the Government of
the State of Cojedes, the study area, to apply the research results
immediately. The government not only supported and financed the
housing experiment, but also followed it up with a housing improvement
plan for the control of Chagas’ disease. The research team assisted the
government in offering courses to the local clergy with the idea of
incorporating priests into the health education campaign. On its own
initiative, the State government also obtained funds to establish a
cardiological research centre for Chagas’ disease in the area.

- The National Agrarian Institute, which is the body responsible for agrarian
reform, decided on the basis of the research results that its housing
programme would use the model developed by the research project.

- Lectures were given to the National Council for Scientific and
Technological Research. This institution collaborated with the Ministry of
Health and the University in a seminar in 1984 which evaluated selected
rural housing programmes. Another seminar on alternative housing was
held in 1987 and relevant written materials were republished.

- The research results have been used in a programme on Integral Control
of Vectors which the Catholic University of Asuncion is carrying out in
Paraguay, with the support of the International Development Research
Centre of Canada. Furthermore, the Ministry of Health of Paraguay has,
through PAHO, requested the research team’s participation in the national
control programme which is being set up. Social scientists who will be
working in these programmes will be trained in the research team’s
laboratory in Caracas.
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- The construction manual has been circulated to all Latin
American Chagas’ disease endemic countries by PAHO. It will be
adapted, as necessary, to local circumstances.

SUMMARY

Analysis shows that the research project on Chagas’ disease in a selected area in
Venezuela has had a marked impact on local as well as on national policies. Major
policy changes have occurred with respect to the control of Chagas’ disease as a
consequence of the research results and process. An important factor in the success
achieved was the great effort made by the research team to involve the Ministry of
Health from the start of the project. Close links between the University and the Ministry
of Health have developed and the well-known barrier between researchers and users of
the research was never an issue because Ministry of Health personnel were themselves
part of the research team.

Another factor which influenced utilization was the nature of the research results.
Although the research project was addressing socio-psychological issues which by their
nature can seem complicated, the results and conclusions were clear-cut and precise.
The results led to practical recommendations on construction techniques for housing
improvements and community participation which were straightforward for health
planners to evaluate and decide on. . ‘

An important aspect of the research project was the calculation of the costs of the
new construction techniques as compared with those traditionally used by the Ministry
of Health. The project showed that there was much money to be saved by using the new
techniques. The Ministry of Health, being in a financial crisis, was naturally interested
in using scarce resources in the best way possible and the research project responded
very well to this need. -

This research project was supported by the UNDP/World Bank/WHO Special
Programme for Research and Training in Tropical Diseases (TDR) through its Social
and Economic Research Unit (TDS). The case study was prepared by Dr. Anne Reeler,
Consultant to the HSR Programme, in consultation with members of TDR/TDS.
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CONTROL OF MORBIDITY DUE TO SCHISTOSOMA HAEMATOBIUM
ON PEMBA ISLAND:
PROGRAMME ORGANIZATION AND MANAGEMENT

RATIONALE

Up to the present, large scale use of antischistosomal drugs has involved skilled
personnel for microscopic diagnosis and has required costly logistics.

This vertical approach has used specialized teams that "test and treat” the
population at risk and have tended to carry out their activities independently from the
comprehensive primary health care system (i.e., dispensaries and village health workers),
and without the participation of the community. As usual with
such an approach the predictably good results will be costly to
maintain and prevalence rates may rapidly return to pre-
treatment levels, especially at present times when lack of
trained personnel and financial resources are important
problems for developing countries. While this approach is
technically effective, the overwhelming constraints of
management structure, drug delivery systems, data collection
and utilization in programme operations are now major issues.

"... that even if we
have the
necessary
biomedical
knowledge about
a disease, its
control will be

unsuccessful Furthermore the challenge of interdisciplinary and
unless the socio- intersectoral coordination for health education, watersupply,
cultural sanitation and environmental management reinforces the need

conditions in for health systems research.
- which the disease
occurs are taken

into account.”

In 1975, it was estimated that 60% of the population of
Pemba Island (Tanzania) either had or had had urinary
schistosomiasis and that about 10% of those infected had
associated morbidity. The drugs which are at present
available for the treatment of schistosomiasis can bring about a dramatic reduction in
prevalence within a short time simply by a single dose.

Therefore, a project to control urinary schistosomiasis was initiated in January
1986, by utilizing a primary health care approach, strengthening the existing health care
delivery system and creating a sound basis for future control of other parasitic and
communicable diseases.
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OBJECTIVES

The objective of the programme was to eliminate morbidity due to
S. haematobium by utilizing a primary health care approach as a means of strengthening
the existing health care delivery system and creating a sound basis for future control of
other parasitic and communicable diseases.

IMPLEMENTATION

In consultation with the Ministry of Health, Zanzibar, Tanzania, a plan of action
was developed.

Preparatory phase

Five rural health assistants were selected on the basis of motivation, age, lack of
family worries, social behaviour and initiative. :

In endemic areas, observation of gross haematuria has been recognized as a
specific sign of S. haematobium infection and directly related to intense infections.
Furthermore, the high sensitivity and specificity of chemical reagent strips to detect
haematuria associated with S. haematobium has been confirmed, thus simplifying the
approach for detection. Both these indirect techniques were used in this project to
identify persons for treatment with praziquantel in a single dose of 40 mg/kg body
weight. :

This selective population chemotherapy approach has been undertaken by a rural
health assistant aided by two local school teachers and dispensary staff.

The initial phase of the project was targeted to school children, the age group
with the highest prevalence and intensity of infection, at six-month intervals.

Once this operational approach had become familiar to the staff and the
community, then community surveys were to be undertaken annually.

Intervention phase

The island was divided into five operational areas. Each rural health assistant was
assigned responsibility for all survey activities within one area.

Two regional meetings with the school headmasters were held to train two
volunteer teachers in each school, according to a timetable established in conjunction
with the Ministry of Education. This training emphasized the new health education
concept that it is man, by his behaviour and habits, who is responsible for maintaining
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transmission in the community. This generated renewed interest among the teachers
since most of them had been teaching that snails were responsible for schistosomiasis.

The teachers learned the simplified approach for detection of haematuria with the
aid of the reagent strip (which was tested for reliability and effectiveness during the
evaluation survey) and how to complete the data forms correctly.

Evaluation Surveys

These were undertaken to assess the relationship between the presence of
S. haematobium eggs in the urine by the filtration technique and haematuria detected
by direct observation (gross haematuria) or by reagent strips (microscopic haematuria).

The evaluation indicated that both sensitivity and specificity of the chemical
reagent strips to detect infection were greater than 90%.

School Surveys

The first school survey was conducted nine months after the programme was
begun in January 1986. By November 1988 five school surveys had been completed (with
six months intervals between them).

The operational objectives of the school survey were to reduce the prevalence of
haematuria as detected by the reagent strips by 65% and the prevalence of gross
haematuria by 90% within two years.

An intensive information campaign preceded this project. Meetings were held
with government authorities to inform them of the forthcoming treatment.

Radio programmes which reach all parts of the island announced the project
schedule daily at peak listening times between 1900 and 2100 hours.

Community Surveys

These began after the third school survey and were preceded by intensive
community mobilization. The surveys began in areas which had the least reduction in
rates of haematuria between the first and the third school surveys. Each rural health
assistant reviewed the data from his operational areas and ranked each community
according to the rate of reduction of haematuria in the schools within the community.

Dispensary personnel and local leaders were directly involved together with the
rural health assistant in the planning and execution of the community surveys.
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OUTCOME

Results of School Surveys

‘ Data from the first (November 1986) and fourth (April 1988) surveys are shown
in Table 1.

‘Table 1
'Prevalence of gross and total haematuria among school children between

the ages of 5 and 19 years of age before (first survey) and
after (fourth survey) three selective population chemotherapy surveys.

Data from the same schools in both surveys.

Total

Age in . Children Children with children with
years examined gross haematuria haematuria

no. no. (%) no. (%)
-First survey- (November 1986)
5-9 7117 900  (12.6) - 3538 (49.7)
10-14 13465 - 2450 (182) 17597 (56.4)
15-19 3976 529 (13.3) 2160 (54.3)
Total . 24558 3879 (15.8) 13295 (54.1)
-Fourth survey- (April 1988)
59 6278 90 (14) 922 (14.7)
10-14 14451 114 (0.8) 1814 (12.6)
15-19 4314 122 -(0.5) 470 (10.9)
Total 25043 226 0.9) 3206 (12.8)
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The project objectives were achieved in one year instead of two, that is, after
three school surveys the prevalence of gross haematuria was reduced by over 90% and

the overall prevalence of both microscopic and gross haematuria was reduced by over
75% (see Table 2).

Table 2

Reduction in prevalence of gross and total haematuria
according to age group after three selective
population chemotherapy surveys among school children
on Pemba island.

Data from same schools at first and fourth surveys.

Reduction in prevalence of haematuria

Age in
years Gross haematuria Total with haematuria
(%) (%)
5-9 88.7 705
10-14 95.7 778
15-19 96.2 79.9
Total 94.2 76.4

Results of Community Surveys

The total population of Pemba is about 280,000 persons. The surveys were
initially targeted to the tawis (communities) which had the lowest rates of reduction of
haematuria after the third school survey, and these covered a population of some 133,000
persons. Within three months, about 45,500 persons had been examined, a coverage rate
of 34% which was lower than the expected rate of 70%. The prevalence of haematuria

among those examined was 40.1%. Among the reasons for the low rate of participation
were the following:
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- The dispensary staff had had no previous experience of working with a specialized
activity such as schistosomiasis control.

- The rural health assistants did not fully understand how to collaborate effeétively
with the dispensary staff.

- The school Surveys had not effectively involved the dispensary staff so that they
could be familiar with the procedures and objectives of the project.

- The local leaders could have been better informed about the importance of the
sequence of school surveys followed by the community surveys in the areas where
reduction of haematuria among school children was lowest.

- Adult males left the village cérly in the morning and returned late in the evening,
thus limiting the probability of their participation.

- Adults were understandably reluctant to carry their urine specimens in public
view, especially if the specimens were bloody.

- Men and women objected to waiting in the same line for examination since in
these communities their social and domestic activities are generally separate.

On the other hand there was no objection or adverse reaction to treatment with
praziquantel which was well tolerated. While the support of the local leaders was
‘generally positive it was not uniformly so. This aspect of the project was considered
worthy of long-term information and education efforts to promote community
participation in health activities.

'UTILIZATION OF RESULTS

The project has been concerned with maintenance of control from the outset. To
achieve satisfactory maintenance, peripheral laboratory capacity will be developed in all
the 36 dispensaries of the Ministry of Health on the island. To assess feasibility and to
establish practical guidelines for this integration, four pilot laboratories were established.
In two dispensaries, microscopes were installed and routine urine filtration was carried
out by the dispensary staff, after training by the rural health assistant of the
schistosomiasis programme. . In two other dispensaries, reagent strips were used by the
dispensary staff. Each month, staff of all dispensaries examined one or two classes of the
nearest schools and all ‘positive’ children were treated. In addition, diagnosis and
treatment were made available to all persons complaining of haematuria or requesting
examination. Each dispensary will maintain records of all examinations, using the
standard reporting forms of the project which will be part of their regular monthly
reporting procedure to the district medical office.
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Criteria will be established for evaluation of the data submitted by the
dispensaries. It is known at what level of prevalence of haematuria or infection it will
be necessary to undertake examination of the entire community. The activities of the
peripheral laboratory will be limited initially to schistosomiasis diagnosis. Eventually,
examinations for intestinal parasites, filariasis, tuberculosis and malaria will be
introduced sequentially, according to programme effectiveness and training of the staff,

POLICY IMPACT

The Ministry of Health was directly involved in the planning and operation of this
schistosomiasis control project, which is an example of the operational application of
scientifically and epidemiologically proven techniques and methodology. The built-in
monitoring and surveillance activity will allow for changes and modifications in the
operations and training of the Ministry of Health staff at all levels of the delivery system.

The short-term achievement of reduction of haematuria through a primary health
care approach augurs well for the future of schistosomiasis control in Pemba and
provides a strategy and methodology that are appropriate to other developing countries.

This case study was prepared by Dr T. Roels in consultation with Dr K. Mott, Chief,
Schistosomiasis Control, Division of Control of Tropical Diseases, WHO, Geneva, and
is based on a programme with the Ministry of Health of Zanzibar in collaboration with
WHO and supported by the Direzione de la Cooperazione allo Sviluppo and the German
Pharma Health Fund.

Savioli L. et al. Control of morbidity due to Schistosoma haematobium on Pemba
Island: programme organization and management. Trop, Med. Parasitol., I, Vol. 40,
189-194, 1989 Proceedings of the GTZ/WHO/AFRO Seminar: Maintenance of
Schistosomiasis Control. Douala, Cameroon, 7-11 November 1988. )

Savioli L. et al. Control of morbidity due to Schistosoma haematobium on Pemba
Island: selective population chemotherapy of school children with haematuria to identify
high risk localities. Trans. Roy. Soc. Trop. Med. Hyg., 83: 805-810, 1989.
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ESSENTIAL DRUGS






THE WORLD DRUG SITUATION

RATIONALE:

An overview of the world drug situation encompasses such complicated issues as
the availability of essential drugs, the rational use of drugs, and the development, where
economically and technically feasible, of national pharmaceutical production in line with
the overall development strategy of the country. No systematic description of the drug
situation at global and national levels, in the public and private sectors, had been
undertaken in recent years. The Conference of Experts on the Rational Use of Drugs,
held under the auspices of the World Health Organization in Nairobi in 1985,
acknowledged the need for more information on the drug situation at the global and
national levels, and requested WHO to provide this information as part of its revised
drug strategy. The WHO Action Programme on Essential Drugs, because of its
international character and global network, was in a unique position to take on this task
as an element in its advocacy for the concept of essential drugs.

The present research can be seen as a baseline survey which should be updated
at regular intervals. The study has attempted
to define appropriate indicators to monitor
progress by countries towards attaining the
objectives of a national drug policy. As such,
the potential importance of this piece of
research is not only to respond to a felt need
expressed by experts concerned with global
drug trends but also to enable individual
countries to measure their own progress
towards ensuring a satisfactory drug situation.

"Several studies illustrated the
value of international linkages,
and how these links improved
the quality, efficiency and
dissemination of research.”

OBJECTIVES

The objective as defined by the Conference of Experts on the Rational Use of
Drugs in Nairobi 1985 was:

- to provide more information on the drug situation at the global and national
levels.

IMPLEMENTATION
The research methodology combined secondary data analysis, interviews and

documentary analysis. The report synthesized data from a large number of government
and other country reports. National and international publications, including trade
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publications, were scrutinized and additional information was collected through
discussions with people working in the field and with WHO staff members at country and
regional levels. Such a synthesis can indicate only the most significant trends and areas
of progress. The analysis therefore focuses on the principal issues and obstacles faced
by WHO Member States in implementing their national drug policies.

OUTCOME

The research results can be divided into two parts. The first part describes the
international scene, that is, demand and supply at global level, the production and
consumption of drugs in the world and their geographical distribution. The second part
describes the situation in countries and the steps taken to bring about improvement.
Countries have been classified into three groups accordmg to the extent of coverage by
the supply of essential drugs.

THE INTERNATIONAL SCENE

Traditional Medicine

A global overview of the consumption of medicines includes not only allopathic
drugs but also traditional remedies. For vast numbers of people traditional medicine is
still the only available form of treatment. Even in countries where the governments have
succeeded in making modern health care accessible to the populanon people continue
to seek traditional treatment. Sometimes this traditional treatment is more expensive
than that provided by the government facilities, but the services and advice of indigenous
practitioners are valued because they are offered in terms which the patients can
understand and in the context of cultural values and practices that are shared by patients
and healers alike.

Drug Consumption

During the past decade the value of world consumption of drugs at current prices
has increased dramatically. Whereas in 1976 it amounted to US$ 43 billion, in 1985 it
reached US$ 94.1 billion, an average annual increase of 9.1%.

A similar increase took place at the level of the individual; during the decade the
average yearly per capita drug expenditure in the world nearly doubled, from US$ 10.3
in 1976 to US$ 19.4 in 1985.

7 These figures, however, do not provide a full picture of the world drug situation.
For example, they do not reflect the fact that in Mexico the average consumer spent less
of his real income on drugs in 1985 than in 1976, 547 pesos as compared to 565 pesos
(1980 prices). At least three major factors have to be taken into account in assessing the
global situation:
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- the geographical distribution of drug consumption in the world;
- the evolution of per capita drug consumption; and

- monetary factors.

The Geographical Dis;ribmign of Drug Consumption

One element that global figures do not reflect is the uneven distribution of drug
consumption in the world. In 1976, more than three-quarters of the drugs produced were
consumed by the 27% of the world’s population living in developed countries.

In 1985, this gap had increased further - the 75% of the world’s population living
in developing countries consumed only 21% of the world’s drugs. This increasing
imbalance is due to the fact that drug consumption grew at an average of 9.6% per year
in developed countries and at only 7.2% in developing countries. In other words, in
1985, 1.2 billion people living in developed countries consumed nearly US$ 75 billion
worth of drugs while the remaining 4 billion living in developing countries consumed only
US$ 20 billion worth. Furthermore, excluding Eastern Europe, the twenty largest
markets accounted for 87.5% of consumption in 1976 and for 88.5% in 1985. The eight
developing countries in this group of twenty consumed 64% of the drugs available in the
developing world in 1985. Although there are four Latin American countries in this
group, the last decade has, in general, seen a large decrease in the Latin American share
of total drug consumption.

The Evolution of Drug Consumption

The gap in per capita drug consumption between the developed and the
developing countries has continued to widen in the last 10 years. In terms of value, per
capita consumption in 1976 in developed countries was 8.5 times that of developing
countries; by 1985 it was 11.5 times as much. This worsening of the situation was due
to both the slower growth of drug consumption in developing countries and the faster
growth of population. In addition, there were large differences in per capita expenditure
on drugs between countries in the same region.

Aggregate expenditure figures also mask the relatively small public sector share
of expenditure on pharmaceuticals in most developing countries, in contrast to the large
public sector in many developed countries. Although pharmaceuticals account for 10-
35% of ministry of health budgets in developing countries, the low allocation to these
budgets makes the actual amounts small in absolute terms. The economic crisis has also
led to substantial cutbacks in the health budgets of a number of countries. The main
source of growth in pharmaceutical consumption has been the private sector but data on
this are scarce.
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:Monetazy factors

In many developing countries people spent more on drugs in 1985 than in 1976.
However, this does not necessarily mean that they consumed more. One way to assess
whether there has been a real increase is to correct figures for inflation. The per capita
consumption thus obtained shows that, in terms of volume, the evolution has been very
different in different countries. Whereas among European countries the increase was
‘almost the same, it was much greater in North America and Japan. In developing
countries the per capita consumption remained almost constant during the decade.

Drug Consumption Patterns ~

There is broad consensus that current drug consumption in developing countries
is far from being rational. Resources are being used for products which are not essential,
at a time when a large proportion of the population is without access to even the most
basic drugs. Concern has also been expressed about the rationality of drug consumption
patterns in developed countries.

The market responds primarily to the needs of the developed countries. A
‘quarter of the new clinical entities introduced between 1982 and 1986 were
cardiovascular products; and anti-ulcer drugs were among the five leading products in
all the regions of the world in 1985. The pattern shows the low effective demand in
developing countries for the drugs of the highest relevance for the majority of the
‘population, namely drugs for tropical infections and parasitic diseases; and the high
demand for drugs that do not meet the main needs and are consumed by only a small
segment of the population.

..

Country-specific data on prescribing patterns and drug use suggest that, in
developed and developing countries alike, prescribing patterns (medical personnel and
others) and consumption patterns (public) are irrational. There are remarkable
differences in prescribing patterns between countries, differences which cannot be
explained by differences in morbidity.

Antibiotics and tranquillizers are among those drugs which are often used
inappropriately and many more could be mentioned. The consequences of this state of
affairs are many: waste of public and private money, increase in iatrogenic diseases,
resistance to newer antibacterials, etc. Adding to the serious health risks caused by this
situation are factors such as patient non-compliance, estimated to be as high as 50% with
more patients becoming non-compliant as time goes by, and self-medication. Self-
medication is especially dangerous in developing countries where prescription drugs often
are dispensed over the counter by unqualified salesmen.

" Drug consumption patterns are large scale trends in the purchase and utilization of
drugs. Drug use on the other hand, refers to the individual’s understanding and
behaviour with regard to drugs.
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* Drug Supply

It has been estimated that world pharmaceuticals production increased from US$
29.6 billion in 1973 to US$ 95.6 billion in 1985. The proportion produced in developing
countries was 10.5% in 1973 and 11.5% in 1980. In both the developed and the
developing world production capacity is highly concentrated in a few countries.

Almost all drug exports (94%) come from developed countries, and 64% of all
imports are into developed countries. In most of the international trade in drugs,
developing countries play only a marginal role. Imported drugs are an essential element
of drug supply in these countries.

Because of the economic crisis the increase in imports of drugs has slowed down
throughout the world and in particular in developing countries. However, the structure
of the international scene has not changed very much. European countries remain the
largest drug importers and exporters.

Drug Suppliers

Drug producers can be divided into three broad categories: producers in
developing countries, generic producers in the developed world and large research and
development oriented firms which market their drugs primarily under brand names and
which most often are multinational corporations with headquarters in developing
countries.

THE SITUATION IN COUNTRIES

To describe the situation in countries, indicators were chosen to reflect the
progress made towards achieving the objectives of a national drug policy. The research
report stresses that, like all indicators, those selected for this study measure a complex
situation only in part, but they can serve as a basis for comparison of countries at a given
moment in time and provide an overall view of the drug situation in countries. Changes
in these indicators over time can also indicate progress and the rate of change. They
have been chosen to reflect the availability of essential drugs, the extent to which drugs
are used rationally, and progress towards improvement. The indicators are a starting
point for evaluating progress and they have therefore not been applied to developed
countries.

" These three groups of producers, as well as the issues of patents and trade names, are
discussed at length in the report "The World Drug Situation" chapter 3, Geneva, World
Health Organization, 1988.
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Indicators for the availability of essential drugs of good quality at low cost are:

- the existence and use of an essential drugs list;

- the extent of an operating system for procurement and dlstrlbutlon

- the extent of quality assurance and regulatory mechanisms;

- the extent of coverage, i.e., the proportion of people in need of essential drugs

‘ who actually receive them regularly, including physical, economic, and cultural
accessibility. Precise information on this indicator is extremely difficult to obtain,
hence broad categories have been used: less than 30%, 30-60%, and 60-90%.

Indicators for the ratlonal use of drugs are also difficult to identify. As it is not
p0551ble to quantify ‘rational use’ per se, it has been assumed that certain mechanisms
‘tend to have an influence on the use of drugs. Rational use is then measured by the
existence of those mechanisms, namely:

- a functioning system that regularly provides objective information on drugs to
health workers and patients;

- a system of continuing education for all types of personnel dealing with drugs; and

- a monitoring system, covering adverseé drug reactions, and postmarketing
surveillance.

The indicators for the development of national pharmaceutical production
potential have been taken, slightly revised, from UNIDO. They permit an overview of
the type of production in each country and are used to a lesser extent to monitor
progress.

A single indicator has been used to provide objective information on the
commitment of the government: is the government interested in the development of a
national drug policy; is this policy already at an early stage of development; or is there
a strong explicit or implicit national drug policy?

‘ Each indicator is divided into two, three or four levels. Thus, a country allocated
to Level 1 in legislation is a country with a non-functioning drug regulatory
administration and outdated legislation, while a country with a coverage at Level 3 would
be a country where between 60% and 90% of the population have access to essential
drugs. In this way, the situation in each country can be described and one can obtain an
overview of the general situation in relation to drug coverage, drug policy, legislation, list
of essential drugs, etc., prevailing in the 104 developing countries for which information
'was available. In the following steps, these countries were divided into three groups,
according to the availability of essential drugs to their population:

- Group A:  countries where less than 30% of the population have regular
‘ access to e‘ssential drugs;

- Group B:  countries where 30-60% of the populatlon have regular access to
essential drugs; and

42



- Group C:  countries where 60-90% of the population have regular access to
essential drugs.

The developed countries are considered separately as Group D. This grouping
is not meant to suggest that countries develop in a predlctable way, since the mechanisms
and approaches employed will vary depending on the socio-economic policy and cultural
setting; nevertheless some issues are common.

For further details on the indicators and the classification of countries, see: The
World Drug Situation, Annexes 1 and 2. The distribution of 104 developing countries
according to selected indicators is summarized in Table 1.

Table 1: Distribution of 104 developing countries according
to selected indicators’

INDI- POLICY LEGIS- ESSEN- PROCURE- DISTRI- COVER- QUALITY INFOR- MAN- MONI-

CATOR LATION TAL MENT BUTION AGE ASSUR- MATION POWER TORING
LEVEL DRUGS ANCE DEVEL-
LIST OPMENT

2 a n « © a“ 2 » © 4 2
3 3 » “ 2 17 s a 7
4 s 9

& Data not available

" from the World Drug Situation, Annexes 1 and 2.

The OQverall Situation

Of the five billion people in the world, between 1.3 and 2.5 billion have little or
no regular access to essential drugs. These figures are based on the facts that:

- in 23% of the developing countries reviewed, less that 30% of the population
have regular access to essential drugs (Level 1);
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- in 32% of these countries, between 30% and 60% of the population have regular
access to essential drugs (Level 2); and ‘

- in 45% of these countries, 60-90% of the population have regular access to
essential drugs (Level 3). ‘ :

The needs of most of the 1.2 billion people living in developed countries are mostly
fulfilled. ‘

The difference in coverage between developing countries is largely related to their
financial situation, but this does not always provide a sufficient explanation. Policies and
their implementation vary from one country to another, giving rise to a wide variety of
situations. For example, 25% of these countries have a well defined national drug policy
(Level 3), 41% are currently developing a policy aiming at a better availability of
essential drugs, and 29% are either considering implementing some kind of essential
drugs (Level 2), policy or have no interest in such a policy (Level 1).

Although many of the 104 countries lack a strong and effective drug policy, a
majority have drug legislation as well as an essential drugs list.

Over 65% have legislation that has been classified at Level 2 or 3, i.e. they have
a drug regulatory administration but it is not fully functioning. Nearly 90% have a
revised essential drugs list by generic name at Level 2 or 3. However, many countries
do not have the capacity to enforce legislation and/or essential drug lists.

As regards the procurement and distribution of drugs, the situation is more clear-
cut; about 80% of the countries have been classified under Level 1 or 2, which means
that only a minority have a proper system of procurement and distribution. This is not
unexpected in view of the limited infrastructure in many developing countries, their lack
of experience in the field of international procurement, and the weakness of their
situation on the international scene. It is all the more remarkable, therefore, that despite
the unfavourable environment, 20% of developing countries have a functioning and
adequate procurement and distribution system (Level 3).

Quality control exists in most countries. More than 70% of the 104 countries have
some mechanisms for assessing the quality of products or have a quality control
laboratory (Levels 2 and 3). However, in many of them, this control does not function
effectively.

The rational use of drugs remains an area where progress is needed. There is no
good system for providing objective information. In most countries, adverse reactions
are not monitored and continuing education is not carried out systematically (94% of the
countries are at Level 1 for this indicator). For many of the Third World countries, the
‘main issue is still how to improve the availability of essential drugs; rational use does not
appear to many governments to be a priority.
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Conclusions

Analysis of global trends in consumption and supply of pharmaceuticals as well
as the situation in countries, shows that the grossly unequal distribution of drugs between
developed and developing countries has not changed much in the past decade. However,
there have been some important changes occurring both at the international and national
levels. '

Increasing attention has been given to the rational use of drugs. Governments,
academia and consumer groups have worked together or independently to achieve
national drug policies and some countries have embarked upon national essential drugs
programmes. Several countries have shown the needed political commitment in
developing national drug policies and more can be expected to do so in the future. In
general, drug regulatory agencies have been strengthened and a large number of
countries have achieved some progress, in spite of many obstacles, in improving drug
procurement and availability.

Success in the years to come will depend on the capacity of health systems, in a
period of economic crisis to create efficient sources of finance to ensure the sustainability
of the drug policies and programmes.

Research on drugs is likely to be concentrated on cardiovascular drugs, antibiotics,
psychotherapeutic products, antispasmodics and drugs to control cancer. However, future
research is also likely to be influenced by the spread of AIDS, the emergence of
biotechnology, and the aging of the population in developed countries.

The developing world’s share of pharmaceutical production is likely to remain
small. How far developing countries will succeed in this field will depend on the size of
the market, their competitiveness, their ability to obtain the appropriate technology and
develop it themselves and the political commitment to support them. The patents of a
‘number of products have expired, or will do so in the near future, but it can be expected
that the international pharmaceutical industry will attempt to maintain its position as a
producer of drugs in, and exporter of drugs to, developing countries.

Success in achieving rational use of drugs in the future will depend to a large
extent on the ability of governments, WHO, the academic world, health practitioners, the
pharmaceutical industry and consumers to develop information strategies and generate
ideas on the most effective role of drugs in health and society.

There is increased awareness of the problems linked with the use of drugs and
current efforts to improve and disseminate the available information, to train health
personnel more efficiently and to educate the
public will be intensified. It is certain, however, that the rational use of drugs will
remain a challenge as will the appropriate application of the essential drugs concept
throughout the world.
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