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FOREWORD

Despite its critical position in national health systems, the health centre has been somewhat neglected
and sidelined as the implementation of primary health care continues to be dominated by the delivery
of separate vertical programmes. The vertical programme approach, as well as overcentralization,
precludes the optimum use of health centres and effective community participation.

The evolution of the health centre concept and the various models that developed under different
national health policies have been very well documented, and to some extent researched. However,
much of this writing and research does not address the role of the health centre in the context of the
primary health care approach, much less in the context of the district health system based on primary
health care. Therefore, much work needs to be done to redefine the role of the health centre.

An indepth review, as well as research and development, is needed to assess the role, functions and
organization of health centres, as they have to play a key role in local health development. Their
performance needs to be strengthened and experiences on ways of improving their operation
evaluated. Specifically, clear understanding should be developed and consensus built on the
developmental role of the health centre in the district health system and in its own catchment area;
the relationships between health centres and the district hospital; the interface between the health
centre and the community; and the economic and managerial issues pertaining to the health centre,
such as cost and financing, information systems, staffing patterns, and other capabilities in the light
of Health for All through Primary Health Care.

The WHO Division of Strengthening of Health Services prepared this document to serve as background
reference to a multi-country research and development project to improve the performance of health
centres. This project involves the introduction of new ways of organization and management of health
centres in view of their new and expanded responsibilities due to the creation or strengthening of
decentralized district or local health systems. Direct collaboration with district health systems has been
the major source of information and experience, and therefore the major effort in the project. The
leaming-by-doing approach is the principle method of collaboration. This means plans and activities are
developed by the health centre to solve real problems and to introduce real changes and not just for
research purposes or "to see if they work". The experiences are being carefully documented with the
view to replication in the remaining districts and health centres of the countries involved. They will also
be used to improve this document, at present prepared on the basis of exiting knowledge. A major
outcome will be a publication that will be of practical use to the Member States of WHO. Readers are
requested to contribute to this end by sending comments and suggestions for improving the contents
of this document. Even a multi-country research and development project and the relatively vast
knowledge and experiences available to WHO can always be enriched with knowledge and experiences
available with individuals and institutions worldwide.

Please forward your contributions, comments and suggestions to:

The Division of Strengthening of Health Services
District Health Systems
" World Health Organization
20 Avenue Appia
1211 Geneva 27, Switzerland
Fax: (+41 22) 791 0746







INTRODUCTION

Major changes have occurred in the world’s economic, political, and environmental circumstances
in the past ten years and these changes have compounded the problems of health systems,
particularly underfunding, weak management, and the inadequate participation of individuals and
families in health development. Health policies are consequently being revised in most poor
countries, and there is a widespread tendency to reduce government intervention in the production
of resources and the press for more privatization, decentralization, and democratization.

The need to use scarce resources more effectively is not restricted to low-income countries. The
economic recession in Europe and North America has prompted social service cutbacks, the
reorganization of health care systems, and far-reaching policy reforms covering service charges,
access to second- and third-level care, provider competition, and health care insurance. The USA
now seems to agree that its system is unaffordable, offers poor value for money, and fails to
serve 36 million uninsured Americans. In the United Kingdom, competition has been introduced
into the National Health Service, and in Scandinavia the system of universal access to high quality
care is being modified to include market mechanisms, competition between care providers, and
the imposition of service charges. Large, expensive, and poorly utilized health care facilities are
being reformed.

These developments present both a challenge and an opportunity to district health systems and
health centres. The economic realities require health centres to be entrepreneurial and cost
conscious, while increasing democratization will encourage community participation.

In these new circumstances we have to consider how we should define the role of health centres
and how we can ensure that those at risk — particularly the poor - are not harmed. How can
adequate resources be mobilized? How can support to health centres be assured? What
experiences are there from which countries can draw inspiration? How can education and
management be redesigned to promote the new emphasis?

There is widespread agreement (7) that primary health care (PHC) should be delivered through
district health systems because the district is a geographical and administrative unit large enough
to be representative yet small enough to be manageable. As a rule, the district contains all the
elements needed for a comprehensive and sustainable programme of primary health care. Within
the district, primary health care is most effectively delivered through health centres.

The term health centre is used to describe a variety of facilities that provide organized health
services in districts. Generally, health centres are capable of providing preventive and curative
services more advanced than those found in community health action but less sophisticated than
those available in hospitals.

Health centres are thus the institutional base from which most primary health care services are
delivered in the district. As the principal means of implementing the Health for All strategy, health
centres must assume specific responsibilities for primary health care, programme elements, and
the functional infrastructure.

Primary health care is based on the principles of universal access, disease prevention, intersectoral
collaboration, community involvement, and the use of appropriate technology /2). The need for



intersectoral collaboration has grown from the recognition that the health of a community is related
to the general level of socioeconomic development and thus depends on action from other social
sectors in addition to the health sector. The involvement of the community developed from the
belief that the health care system would become more relevant to the local population if the
community played a part in its planning and management (3). Appropriate technology is
technology that is cheap, sustainable, and of proven effectiveness.

"Programme elements” comprise at a minimum the eight essential primary health care services,
originally identified in the Alma-Ata Declaration (4], but ideally, health centres should provide
a wider range of health services including health education and promotion and support for
emotional and mental health problems.

"Functional infrastructure” refers to the organization of services within the health centre, the
linkages between the health centre and the rest of the health system, and the two-way
relationship between the health centre and the community. If the health centre is to have an
adequate functional infrastructure, two major preconditions must be met. The first is an overall
national policy and plan for the implementation of PHC in an equitable manner. A well-articulated
national implementation policy establishes the necessary political support and provides for the
appropriate allocation of resources for the development of district health systems and of health
centres within those systems. The second precondition is a policy of decentralization. The delivery
of PHC will be more effective if the responsibility for planning and management of the financial
and human resources for health is shifted from the national and regional levels to the district level
8). Within the district, health centres may also benefit from a policy of decentralization, which
gives more power to a heaith centre to respond in a flexible manner to the needs of the
community.

To help strengthen the implementation of primary health care, this document will review the role
of the health centre in the context of the district health system. The fundamental components of
the health centre will be analysed according to the principles of primary health care. Comparisons
will be made between a model health centre derived from the principles of PHC and actual health
centres in different countries. According to the differences noted between the ideal and the reality,
a series of questions will be asked concerning the future development of health centres in the
context of the district health system. ’

The intended audience for this document includes policy makers at national, regional, and district
levels and health staff involved in the provision of services. People in the NGOs and the private
sector involved in primary health care implementation should also find it a useful guide. The scope
and organization of services at the health centre will have serious manpower implications for
district health systems. Thus the focus of the document -- the major trends in health centre
development and the areas needing practical improvement —- should be of interest to district-level
planners and decision makers. This document should therefore serve as a useful reference work
and will complement previous analyses of district health systems such as the review in 1985 by
a WHO expert committee of the role of first-referral hospitals in the district health system (6).

The document begins with a brief review of the history of health centre development and this is
followed by an analysis of the role of the heath centre in the district, the services provided, and
the organizational and managerial activities necessary to provide those services. At appropriate
points throughout the text, issues needing improvement will be identified. The final chapter
summarizes the major issues that will affect the future development of health centres.

Vi



CHAPTER 1: HISTORY OF THE HEALTH CENTRE MOVEMENT

Ambulatory care centres providing both treatment and guidance on prevention were part of
indigenous and ancient systems of health care in India, China, Greece, and the Eastern
Mediterranean. Institutions for the treatment of the indigent became part of altruistic services in
Europe as far back as the seventeenth century (7).

The concept of the "primary health centre" as a facility combining primary medical care delivered
by general practitioners and the provision of organized preventive services was formally advocated
in England in 1920 in the report of the Consultative Council on Medical and Allied Services under
the chairmanship of Lord Dawson of Penn (8). Similar proposals were made by Hermann Biggs,
Health Commissioner of New York State (9), and in California (70). In Baltimore, the Eastern
Health District Center was organized as a major teaching base for the Johns Hopkins School of
Hygiene and Public Health in the early 1920s. Except for special clinics for diseases of public
health importance, little effort was made in these early activities to provide curative services,
largely because of the political power of private practitioners.

The health centre concept spread more rapidly overseas. A primary health centre was established
at Kalutura, Ceylon, in 1926 with the support of the Rockefeller Foundation (77). The services
offered at the centre were mainly preventive: health examinations of mothers and babies,
immunizations, environmental sanitation, health education, and midwifery. Little attention was paid
to curative medical care, on the ground that such care was the function of out-patient
departments at hospitals. In addition, it was felt that the provision of curative services would so
overwhelm the staff that preventive care would be neglected (72). By 1938, 10 health centres
based on the Kalutura model had been established in Ceylon with the assistance of the Rockefeller
Foundation. A similar process in Travancore led to the network of health centres that produced
sustained health development in what is now Kerala State in India. Both Sri Lanka and Kerala
today reflect these early influences in being among the most quoted examples in the world of
"good health at low cost.” Over a period of two decades the Rockefeller Foundation led the world
in setting up demonstration health centres near the capital city of many countries in Latin America,
Asia, the Eastern Mediterranean, and Africa. Through its actions, the Foundation heiped to foster
a preventive approach to health services and counterbalanced the previous emphasis on hospitals
and curative services in the developing countries.

One of the "fathers" of the health centre and primary health care movement during this period
was John Grant of the Rockefeller Foundation. In the early 1920s he was Professor of Public
Health at the Peking Union Medical School where he based much of the teaching and research
on an Eastern Health District Centre patterned on the one in Baltimore. With C.C. Chen, he then
conducted the Ting Hsien (Ding Xian) experiment in a rural county 100 miles south of Beijing. In
a population of half a million people effective and comprehensive care was delivered by ordinary
villagers trained to provide simple preventive and curative care. The total cost without adjustment
for inflation was about 12 US cents per caput per year. Grant’s collected writings (73 outline
principles in the organization of health centres that we keep rediscovering today.

Another pioneer of primary health care was Andrija Stampar of Yugoslavia. He was a
contemporary of Grant and they worked closely together over many years. He developed a
nationwide system of health centres. Stampar and Grant worked together for the League of
Nations, and Stampar was chairman of the committee that organized WHO.



PUBLIC HEALTH SERVICE IN A NEW FORM

According to this new organization, larger towns had an Institute of Hygiene as a
professional organ of the Ministry to implement the hygienic programme. Districts were
served by health centres and rural communities by health stations. Many peasants attended
the Regional Assemblies and sometimes even constituted a majority; in some they served
as regional committee members and made decisions on regional activities. In regional
assemblies and during decision-making in regional committees the peasants showed such a
feeling for health matters and were so resolute in supporting public health in rural areas, that
this period of collaboration between the people in regional self-management and hygienic
institutions could undoubtedly be considered as especially favourable for the development of
health services.

Stampar, A. 1929

In 1931, the League of Nations Health Organization held a European Conference on Rural Hygiene
(14),, which called for the establishment of rural health centres. A rural health centre was
defined as: "an institution for the promotion of the health and welfare of the people in a given
(rural) area, which seeks to achieve its purpose by grouping under one roof or coordinating in some
other manner, under the direction of a health officer, all the health work of that area, together with
such welfare and relief organizations as may be related to the general public health work."

The strong emphasis on preventive services in those early days was reflected in the recommended
functions for rural health centres, which included: maternal welfare, infant and child welfare, health
education, environmental sanitation, and first aid in urgent cases. In Western countries it was
expected that local private physicians would provide curative care and that the health centre would
offer curative care only when private resources were lacking or in urgent cases requiring first aid.
In 1935, Scott Williamson launched his "pioneer health centre" in the Peckham district of London.
The activities of the centre, which was run by its members, included regular health checks, with
follow-up by local doctors. This interesting experiment, which drew worldwide attention, was
interrupted in 1939, but continued after the war from 1946 until 1950, when it was terminated,
despite its success, because of financial problems (75} (76).

In Africa there were many early efforts to start health centres by colonial health services or
medical missions but they usually remained rather isolated. Particularly successful was the Pholela
health centre outside Durban, South Africa, which was set up by S.L. Kark to serve the rural
Bantu community (77). Lessons from this experience were taken to the USA and Israel after
the Pholela demonstration ended with the start of apartheid. In the USA, Geiger organized rural
(Mound Bayou in Louisiana) and urban (Columbia Point in Boston) health centres that were the
model for the system of Office of Economic Opportunity (OEO) health centres. The same principles
gained popularity in New York in the 1940s as an opportunity for offering "positive robust health",
leading about a decade later to the establishment of the Family Health Maintenance Demonstration
at the Montefiore Hospital in New York (78). The concept lives on in the health maintenance
organizations currently operating in the USA.

Lord Dawson’s concept of integrated health centres was also put into practice in the former USSR
(19). The socialist philosophy of that country disregarded the interests of private physicians,
and soon after the 1918 revolution the USSR began to construct a network of health centres
offering both preventive and curative services to the entire population (20). Primary health
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centres were part of a regionalized framework of services. As health services developed further
in the USSR and the supply of health manpower increased, the network of health centres
providing ambulatory care became larger and more elaborate. In the cities, the principal centres for
curative and preventive services came to be the polyclinics, which employed a wide range of
specialists in addition to general physicians. The rural areas were covered by feldscher (middle level
medical assistant) health posts developed to provide services to communes. To assist the process
of systematic planning, standards for the staffing of polyclinics and health centres were developed
by the Ministry of Health and were applied to meet local conditions in urban and rural areas.
Similar patterns had developed in the eastern European countries during the socialist era and in
Cuba after the revolution of 1959 (27). These experiences are now going through drastic
changes as a result of political transitions (22).

The concept of the integrated primary health centre began to attract widespread interest only after
the Second World War. In India, the Health Survey and Planning Commission (Bhore Commission)
was set up in 1944, and in 1947 it issued a report advocating primary health centres for both
curative and preventive services for the entire population. The basic principles were incorporated
into the First Five Year Plan which divided the country into about 5000 "blocks™ (with populations
of about 100 000), served by one primary health centre. The Mudaliar Report in 1962 and the
Ramalingaswami Report in 1978 proposed adaptations to cover the whole country 23). The
basic concepts were soon applied in several other Asian countries, particularly Indonesia and
Thailand. In Africa there were extensive programmes, especially in the former British colonies.

In Latin America, the concept of health centres with integrated services came somewhat
later (24). The policy of the Institute of Inter-American Affairs (set up by the USA during the
Second World War) had been to promote purely preventive functions. Health centres did not
combine preventive and curative functions until the mid-1950s (25).

Many developing countries, especially in Asia, have looked to WHO to provide a model for their
own planning of integrated health centres. Much of the thinking current during the 1940s and
1950s can be found in a report of the WHO Expert Committee on Public Health
Administration {26), which outlines the basic services that should be offered by rural health
units, the personnel needed for local health work, the cost and financing of local health
programmes, and the planning of integrated health services.

During the 1950s and 1960s there appeared parallel and competing patterns of international
assistance in health that polarized policy between vertical programmes focusing on single
interventions and infrastructure development based on health centres. Unfortunately, much energy
and emotion was devoted to this confrontation, with first one then the other position being
dominant. There was greatly delayed recognition that for any programme to be sustainable it
would eventually have to be integrated into a basic health infrastructure, which for most health
problems meant health centres. Through the 1970s there was a progressive spread of heaith
centre systems as part of the social services that were given priority, especially in most newly
independent countries. The International Conference on Primary Health Care at Alma-Ata in 1978
was the watershed validation of primary health care as the way to achieve Health for All. it
became a general hope in developing countries that the Alma-Ata model would provide a
framework for equitable services.

These hopes were dashed by the drastic economic crises faced by most developing countries in
the 1980s. All expectations were hampered by severe cuts in budgets, especially in African



countries, where the cuts were as much as a third to a half. Instead of continued planning for free
health care, there has been a marked and worldwide trend towards decentralization, shifting
responsibility for funding back to local communities and families. This shift has caused the recently
renewed recognition of the importance of health centres because with decentralization of
responsibility from the government to the community it is apparent that the health system needs
a systematic framework for dialogue with the people. The health centre has more potential to
provide this link than any other part of the health system. New knowledge about how to make
the health infrastructure responsive to the community provides an opportunity to correct an
accumulation of problems from the past. We now know enough to set up patterns of local
problem solving, which will be the best way of meeting present and emerging health needs.



CHAPTER 2: THE PLACE OF THE HEALTH CENTRE IN THE DISTRICT HEALTH SYSTEM

Health systems, as defined by WHO (see box), function at several levels, but for implementation
of primary health care, the relevant level of organization is generally the district.

A HEALTH SYSTEM

A health system consists of interrelated components that contribute to health in homes,
educational institutions, workplace, public places, and communities, as well as in the
physical and psychological environment and the health and related sectors, like agriculture,
education, environment, etc. A health system is usually organized at various levels, starting
at the most peripheral level, also known as the community level or the primary level of
health care, and proceeding through the intermediate (district, regional or provincial) level to
the central level. At the same time it includes individuals and families taking an active
interest and participating in solving their own health problems, thus becoming full members
of the health team. The intermediate and central levels deal with those elements of the
health system for which they are given responsibility by the country’s administrative
organization, and they also provide progressively more complex and more specialized care
and support.

Global strategy for Health for All by the year 2000. Geneva, World Health Organization, 1981 (Health for All
Series, No.3).

In the district health system each health centre should be responsible for a defined population so
that no groups or families are left without a health team to provide care. This care should include
accountability for outreach for essential public health and clinical services. In most countries this
population will reside in a geographically defined area. If the boundaries relate to other functions
of government, it is likely that the total population will be included in planning and
implementation (6) and this increases the potential for intersectoral collaboration. A major
advantage is the much greater potential for sustainability and equity.

The health centre contains a variety of interrelated elements that contribute to health in homes,
schools, the workplace, and the community, supported by appropriate diagnostic, laboratory, and
logistical services (27). There must be a management structure that coordinates and oversees
these and related health developments. The health centre should be linked with the first-referral
hospital in a wide variety of activities, which have been defined in recent WHO publications (27)
(28).

The health centre concept has two roots: the public health movement and the provision of
selected medical services to the general population, especially vulnerable groups. The basic idea
is to combine teamwork with supporting facilities and equipment. These vary according to local
conditions. The terms used also vary, ranging from dispensary, clinic, or polyclinic as a place
primarily for the provision of medical care to health station or health post as a place where the
main activity is public health. A health centre in one country may be called a clinic in another. In
most countries health centres provide both public health and clinical services while dispensaries
provide only clinical services. The concept of the health centre as a place with responsibility not
only for the care of the sick but also for the maintenance of optimum health in a given population
is the one used in this document.



The health centre is usually the first point of contact between the community and the formal
health care system. In some countrigs it provides most of the modern health care that is available.
Health centres differ significantly from country to country in terms of size, staffing, resources,
provision of services, and population coverage.

The following can serve as a working definition: a health centre is the main institution linking the
health services with the people; it has the responsibility and unique potential for providing people
with the ability and confidence to solve their own problems; it provides a full range of health
promotion and prevention services including mother and child care; it provides curative care
primarily to ambulatory patients and those with selected conditions. It has a multidisciplinary team
providing a range of services and may or may not have a doctor.

People - particularly in urban areas -- commonly bypass health centres and seek help direct from
hospitals which can provide more complex care. However, recent developments have shown that
health centres with added capacity could solve this problem to a large extent. Advances in medical
technologies have made various complex interventions -- such as eye cataract and various
endoscopic procedures -- feasible without hospital stay. Complex care of this kind is now offered
in reference health centres, which have appeared in many urban areas (29). The reference
health centre relieves the pressure on the acute care hospital for routine interventions, at the same
time bringing such care closer to the people at only a quarter of the cost of similar operations
performed in hospitals (30).

If the term health centre is used to denote all frontline health facilities, three broad categories can
be recognized. Type | consists of the smaller facilities with limited resource, 2 to 5 staff, and
known by different names including sub-centres, dispensaries, clinics, health stations, etc. Type i
health centres have more resources, more staff, and in many cases a number of beds. Reference
health centres comprise type lil.

It should be recognized that, in practice, it may not be possible to place many health centres
clearly into any of these three categories. The three categories are presented below.

TYPE NAME ROLES
| Dispensary - Limited ambulatory and curative services
Health post - Community development
Sub-centre
Il Health centre - Ambulatory and curative services

- Health promotion, preventive and education
- Support for sub-centres

i Reference health centre | As above, plus:

- Day surgery

- Short-term inpatient care

- Expanded health promotion, prevention and education

Within the district health system, the heaith centre and the first-level referral hospital have
complementary roles which are compared in the following table with a column showing how the
community relates to both of them.



COMMUNITY

HEALTH CENTRE

FIRST-LEVEL REFERRAL HOSPITAL

Care is family
oriented.

Care is person and family
oriented whether healthy
or ill, with responsibility
for a defined population.

Care is disease oriented and focuses
mainly on current problems.

Care is continuous,
proactive, and
systematic to prevent
ill health and help
adjustment to chronic
problems.

Care is continuous
throughout an individual’s
life.

Care is episodic, provided only in
response to patient demand.

People develop the
capacity to solve their
own problems.

Care is comprehensive for
problems in the
population for which
health centre is
responsible.

Care is disease specific: only those
problems requiring hospital expertise
are dealt with.

Special provisions are
made to ensure equity
in distribution.

Community focus: health
centres provide services
on-site and with outreach
into the community, '
especially for those in
greatest need.

Institution focus: hospitals provide
services on-site only.

The focus is on health
promotion and
behaviour change to
establish new
community norms.

The focus is on
prevention and

promotion, including
systematic efforts to
identify problems early for
rapid control.

Curative: focused on curing disease
and preventing complications and
disability.

Maijor efforts are
made to improve the
environment and
ensure overall
development

Population at risk
approach to improve
health status, with high-
risk groups under
intensive surveillance.

Contact is referral based: the focus
on restoring health status.

Much has been written about these principles in the literature on community medicine and family
medicine (37). It must be emphasized that a principal role of the health centre is to facilitate
and support the development of community capacity. This means that the health centre should
be viewed as an institution without walls in its constant openness to interacting with individuals
and families. The extent of a health centre’s involvement at the interface with the community will
depend on local and national strategic policies but the basic principles of community participation
and intersectoral collaboration are fundamental. The special perspective of "treating the population



as the patient" and combining comprehensive person-oriented care and community development
makes it possible for the health centre to fulfil its unique role in the district health system.

EQUITY IN HEALTH CARE -- CHINA

Under the barefoot doctor system and associated health collectives, China had one
of the most equitable health systems in the world. Health collectives were supported from
communal funds and barefoot doctors earned work points for the portion of their time in
heaith care.

With the economic reforms of the early 1980s, the communes and health
collectives were dissolved and work points disappeared. Barefoot doctors at first went back
to family farming or private enterprise. About half of them were returned to health care as
village doctors, upgraded by passing accreditation examinations in clinical care. Most of
them are now in fee-for-service private practice.

Great disparities have appeared in access and quality of care,; based on ability to
pay. The government is making a major effort to restore the social benefits of equity by
defining a minimum pattern of maternal and child health care for all mothers and children.
Multiple methods of community financing and local insurance are emerging to provide these
services. Since each unit is responsible for its own financing, the diversity is great. The
government is providing a framework by training MCH village doctors, ensuring coverage of
specific services, and establishing standards for quality performance.

2.1 Place of Research in Improving Health Centre Function

The need for research to improve health centre function is especially acute at present because for
at least two decades the role and function of health centres has been largely ignored while
attention has been concentrated on promoting primary health care. From the past 50 years of
experience worldwide have come strong but often invalid assumptions about the functions and
approaches to be used in health centres. Traditional work patterns have been solidly bureaucratized
in many health systems so that one of the first issues to be confronted is the explicit need to
create an intellectual climate to encourage change and improvement. The concept of primary
health care, the types of interventions now available, the interactions with the rest of the health
systems, and the potential for communicating with and mobilizing the community are so different
from what they were when the health centres were originally set up in developing countries that
it is time for a major process of reappraisal.

The fundamental need is to encourage a spirit of problem solving among both the health centre
staff and the community. Systematic problem solving can be organized best through applied field
research. Health systems research to systematize problem solving is becoming more important as
health centres search for ways to improve access, utilization, and quality of care. If health centres
make community diagnoses, then the most elementary research is already a component of existing
activities. Likewise, if health centres can develop adequate information systems, then simple
applied research will follow naturally. Health centres should ensure that problem solving is a routine
daily activity.



While information gathering for community diagnoses or information systems is the simplest form
of research, it is important for health centres to undertake more complex studies such as the
relative cost-effectiveness of alternative service delivery mechanisms. Qualitative research through
patient interviews or community focus groups can assess local knowledge, attitudes, and practices
S0 as to plan service programmes in harmony with local health belief systems.

2.1.1 Action or Intervention Research

A primary purpose is to achieve a rapid implementation of the findings from problem solving, and
to maintain this focus the research should itself lead directly to the field testing of alternative
interventions. Two areas of investigation are equally important: firstly administrative matters
involving the functioning of the health centre in terms of finance, personnel, supervision, facilities,
and logistics; secondly technical matters relating to priority health problems and the testing of
alternative interventions in practical terms such as cost-effectiveness, efficiency, acceptability,
appropriate technology, and sustainability. Both types of action research can improve the quality
and coverage of services.

2.1.2 Priorities and Sequencing of Research Questions

The most difficult part of any research is to ask the right questions. So many problems and
potential solutions (hypotheses) need testing that there may be a tendency to try to solve too
many problems at once. The perspective of integrated and comprehensive care should be kept
constantly in mind so that activities do not become fragmented and vertical. Some activities can
provide an effective entry point for others, e.g., prevention can yield such obvious benefits that
the community can be persuaded to move from immediate to long-term considerations.

2.1.3 Community Participation in Research

Much experience around the world shows that some of the most effective action research involves
the community. The community’s own priorities are, of course, important in choosing the
questions to be studied because such studies will obtain the support of the local people, who can
often be of great help in data collection. Local high-school students can often get better
information more quickly than trained interviewers. The typical obsession of not involving staff and
community members in order to maintain a facade of objectivity is often unduly restrictive because
in action research the subject’s knowledge of what will be acceptable or practical is more useful
than theoretical concerns about bias. It is especially useful to keep the community involved in
interpretation because an outsider can easily misinterpret findings that, to a local person, have an
obvious explanation. The final application of research results should certainly involve local people
from both the public services and the community.

2.1.4 Balancing Top-down and Bottom-up Initiatives in Decentralization

Decentralization dominates the present transition in health system function, and careful analysis
is needed to determine what should be decentralized. Some functions require central technical and
administrative support because they depend on large-scale implementation. Other functions depend
largely on role reallocation within the community with questions answered in the context of local
circumstances, constraints, and opportunities. One such question is how to influence behaviour
change. Rather than focusing only on gaps and problems, it may be better to start with strengths
and build on successes.



2.1.5 Financing Services in a Time of Economic Adjustment and Recession

In many countries the drastic cuts in primary care services imposed by worldwide recession are
forcing changes in policy. With governments not able to do all that had been promised, new
approaches such as the Bamako Initiative are finding locally appropriate ways of making self-
financing work. The dilemma is how to preserve the infrastructure of primary health care in this
transition, especially equity. With people paying direct for services, it is difficult to maintain an
appropriate balance of attention on prevention and not to overemphasize curative treatment for
those who can pay.

2.1.6 Rapid Appraisal Procedures

Great advances have been made in the past decade in systematizing rapid appraisal procedures.
A combination of quantitative and qualitative methods have been adapted from anthropology and
related disciplines that produce findings useful for decision makers in planning, evaluation and the
allocation of human and financial resources. Of the several methods available, a project will
probably use only two or three for a particular field study. This research often requires people with
both technical skills and local knowledge because the conclusions are based on the judgement of
the people gathering the data. Batches of numbers are not simply turned over to statistical experts
for translation into tables. A different kind of rigour is required. A basic principle is to make
maximum use of available information and to draw on the knowledge and wisdom of people in
the community and public services.
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CHAPTER 3: THE HEALTH CENTRE AND ITS COMMUNITY RESPONSIBILITY

3.1 Defined Population Base

Health centres should have a specific responsibility for a defined area, this being the most effective
way to focus resources on equitable coverage. There must be accurate information about the
people in the area. No firm rules can be used to define a health centre’s catchment area and
population responsibility, and this should be determined by the district health management team.
As shown in the box, the catchment area concept can be applied to NGO facilities within the
district health system.

MISSION HEALTH POSTS -- SENEGAL

In Senegal, 72 missionary health posts are operating in urban and rural areas under the
management of the Catholic Health Post Association (an NGO). At the start their orientation
was mainly curative. With the adoption of the PHC strategy, however, the activities of all
the health posts were reoriented toward a more comprehensive approach that combined
curative, preventive, and promotive health care. A precise catchment area was allocated to
each health post, and staff were provided with training similar to that of government
workers. Currently, most of the health posts achieve better performance than government
public facilities in terms of population coverage, services offered, and quality of care.

in urban and peri-urban areas with good transport large populations may be covered. In rural areas
different access may produce large inequities. If the health centre is the only facility in a large area,
special arrangements may be necessary to achieve proper coverage.

Travel distances and difficult terrain will reduce accessibility. If the area and population are clearly
defined a local monitoring and surveillance process can be initiated, community diagnosis
developed, and inequities identified.

3.2 Identification of Needs and Development of Action Programmes

Each health centre, guided and assisted by its district health management team should identify the
local health needs through a community diagnosis. Currently, health centres collect routine data
on patients treated, but little, if any, analysis takes place.

Appropriate problem identification is a major challenge. Some questions that can be raised are as
follows.

How can a health centre organize local problem identification and action programmes and
how often should this exercise be carried out? What resource allocations are required?
How can the local community participate?

How does the health centre integrate data from a community survey or routine report into
its daily functions and its intersectoral efforts?

What is the role of the district health management team in this process?
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Of the many different ways of determining and improving health in a community, including various
rapid appraisal methods, the two-stage diagnostic and action model proposed below incorporates
the process of community change and thus provides an incentive to make community diagnosis
a dynamic process.

1. Diagnostic stage
(a) Collection of useful, health-related information about the defined population.
(b) Data analysis in consultation with local community representatives.

2. Action programme development stage

The development of programmes that promote health improvement in the community.

The diagnostic stage identifies the major health problems, those affected by them, and some of
the likely causes. Possible components of the diagnostic stage are as follows.

1. Demographic profile
An assessment of the catchment area population size, age-sex structure, ethnic affiliation,
and family structure.

2. Health risk profile
An assessment of life-style risk factors such as smoking, alcohol intake, sexual behaviour,
occupation, etc. The assessment may also include environmental and biological risk factors
such as water quality, sanitation facilities, and injury risks.

3. Health profile
An assessment of age- and gender-specific mortality and morbidity ratios.

4, Health services profile
An assessment of utilization, coverage, and quality of existing health services including
self-care. The assessment may also include an examination of the health beliefs of the
community and the resources available in the district and community for health care.

A variety of data sources are available for these diagnostic profiles, including existing national,
district, and health centre statistics. Some information, however, is best generated in and by the
community using quantitative and qualitative survey methods.

The analysis of these data involves the health centre and the community, including its high-risk
groups, in a series of meetings to promote an understanding of the reasons behind the existing
patterns of mortality and morbidity. The health centre staff must work out with community
members the links between environmental, biological, and behavioural variables and the health
status of the community.

The action stage of the process consists in the identification of strategic options and the selection
of interventions. The selected options will depend on local resources, cost-effectiveness, and
sociocultural factors, on the geographical and environmental characteristics of the catchment area,
and on community views, beliefs and desires.

The dynamic nature of the two-stage diagnostic and action model is shown in the flow chart.
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A practical application of the diagnostic stage in Kenya is described in the box.

KIBWEZI INTEGRATED SURVEY - KENYA

In the Kibwezi Rural Health Scheme, an externally funded household survey enabled health
workers to assess:

age/sex/household amenities

morbidity and management of diarrhoea

prevalence and type of chronic disabilities

nutrition.

This was combined with an assessment of:
water, quality, quantity, and ease of access
agriculture.

The final outcome was the identification of vulnerable households, based on:
nutritional statistics
a combination variable called the multiple stress index derived from data on water,
economic status, and health.

Ferguson A, et al. Kibwezi integrated survey. African Medical and Research Foundation, Nairobi, 1985.

The ability of a health centre to act successfully on the results of a community diagnosis depends
on the level of decentralization. If decision-making authority has been decentralized to the district
level and to health centres, and if the health centre has control over planning and management
so that it can allocate resources to the priority health problems, it will be able to carry out the
programmes efficiently.
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3.3 ldentifying and Targeting Groups with Special Needs

To identify and target vulnerable groups and groups with special needs is a major responsibility of
the health centre. Such groups can be identified through:

dialogue with local community representatives

surveys of all households, and

consultation with community health workers, if any, to identify people who do not seek
care at the health centre and to note whether they fall into discernible groups.

GROUPS WITH SPECIAL NEEDS -- THE PHILIPPINES

The 1987 Constitution provides that:

(@) the state shall protect and promote the right to health of the people and instil health
consciousness among them, and

(b)  the state shall adopt an integrated and comprehensive approach to heaith
development which shall endeavour to make essential goods and health and other
social services available to all people at affordable cost. There shall be priority for
the needs of the underprivileged, the sick, the elderly, the disabled, and women and
children. The state shall endeavour to provide free medical care to paupers.

Department of Health rules and regulations implementing the Local Government Code of 1991; chapter 2.
Ministry of Health, Manila. December 1992.

In addition, it is necessary to know which groups are at risk of future ill health by virtue of current
environmental, biological, or life-style risk factors. Health risks vary with locality and with age, sex,
and occupation. In general the groups at greatest risk are the poor, and within the broad grouping
of the poor the most vulnerable are infants and children under five years of age, women of child
bearing age, the elderly, the disabled, and those with chronic diseases. The health centre should
be able to identify these vulnerable groups and orient services mainly to them.

The identification of individuals and families at risk can be extended to include communities at risk.
For example, where water supply and sanitation are inadequate or defective, a whole community
may be threatened. Similarly, health risks related to occupation or to local industry may affect
particular sections of a population. Ideally, a health centre should develop an epidemiological map
of areas and groups at high risk. |

An emphasis on vulnerable groups in a population is one way to ensure equity in health, given
limited resources. WHO has defined equity in health as "universal coverage of the population with
care provided according to need" (32). This definition means that resources should be
preferentially targeted on the most disadvantaged population groups. Resource targeting of this
sort is a form of social justice, based on a principle common to all ethical theories of justice; that
is, equals must be treated as equals and unequals must be treated unequally 33). In other
words, societies have an obligation to "provide opportunity for a level of health equal as far as
possible to the health of other people” (34). This implies that resources should be channelled
towards those high-risk groups identified by the health centre in a community diagnosis. This
strategy must, however, be balanced against the expectations of the local population. Questions
that need to be addressed include the following.
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What criteria best define the local vulnerable groups?

How can the health centre establish an order of priority between competing high-risk
groups?

What targets and outcomes should be used to ensure equitable access to health care?

EXAMPLE OF HIGH-RISK GROUPS

women aged 15 - 44

infants and young children

certain workers, such as those handling unsafe machinery and dangerous chemicals
elderly people who suffer from chronic diseases

contacts of people with infectious diseases such as tuberculosis

certain cultural and socioeconomic groups such as poor families, subsistence
farmers, and recent migrants

certain ethnic groups or subgroups that are predisposed to high risk by their beliefs
and customs

people living far away from health facilities

people living in areas affected by climatic changes

Vaughan JP, Morrow RH (ed). Manual of epidemiology for district health management. Geneva, World
Health Organization, 1989, pp. 138-139.

3.4  Surveillance for Equity

The basic Alma-Ata slogan "Health for All" is, more than anything else, a commitment to equity.
The underlying principle is that whatever the health objectives, they should apply to all members
of the population unit.

An important role for the health centre is to stimulate and support the search for equity, because
many communities have a basically inequitable social structure with long-standing patterns of
discrimination to ensure that the rich maintain their privileges. The health centre should ensure that
health care, at least, reaches those in greatest need.

To implement this moral imperative of equity, the health services have the powerful management
tool of surveillance. Surveillance differs from monitoring in that it calls not only for the screening
of problems or risk indicators but also for mechanisms to trigger action. This feature is what has
made surveillance effective in the control of communicable diseases. The identification of a
problem led to prompt action to correct it.

Surveillance should be based on clear definitions not only of what the health problems are but also
of the families and groups among whom the problems are greatest. The following steps are
necessary.

1. The community under study is defined and all families in it are registered.
2. A few key indicators are selected.
3. The key indicators are monitored using locally adapted methods. The most intensive

monitoring should be of the families at greatest risk, but all families should be covered at
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least once a year to record overall progress. Much of this effort can be facilitated by
community participation.

4. The monitoring of key indicators becomes surveillance when there is a defined action
response that is triggered whenever a problem or risk is identified. The most effective
actions are simple ones that can be applied early.

5. A process in one community should become a framework for action in the whole
population served by the health centre. There is a momentum of mutual reinforcement that
can be generated as communities become aware of activities in other communities.

6. The health centre staff should, together with the communities, set standards for achieving
the health coverage that individual communities are expected to meet. This is perhaps the
most important action in implementing equity.

35 Intersectoral Collaboration

Health centres are important not only to the long-term health status of the catchment area
population, but also to the overall development of that population. Health centres should function
as part of a larger whole. To serve as a full participant in health development, a health centre must
work together with other social sectors within the community and district. it should also have the
responsibility and autonomy to plan services and activities based on the needs identified through
community diagnosis, and it must have the support and assistance of the community itself. The
following sections provide evidence that intersectoral collaboration, a policy of decentralization, and
a high level of community participation can enable a health centre to fulfil its responsibilities to
lead the community in the process of health development.

Case studies of intersectoral linkages conducted by WHO (35) illustrate the complexity of the
interactions between the health sector and other social sectors, such as water supply, education,
agriculture, and social services. Many of these interactions were part of larger societal changes
independent of health status. The contributions of other sectors to health objectives are often
incidental to the pursuit of each sector’'s own specific strategies. Certain preconditions for
successful intersectoral collaboration have been outlined as follows.

At the national level
Explicit political commitment to a policy of intersectoral development.

At the health centre level
- Awareness and acceptance by the staff of the importance of intersectoral collaboration.

Decentralization of managerial functions to the district and/or health centre level sufficient
to provide autonomy of action by the health centre.
Involvement of other sectors in community diagnosis and action planning undertaken by
the health centre.
Sufficient resource allocation by the district and/or the health centre to this activity.
Community participation in the planning and implementation of community health
development.

The key point about intersectoral collaboration is that it cannot occur in isolation from other
activities in the health centre. The extent of intersectoral collaboration evident at the health centre
will vary, depending on the socioeconomic, sociocultural, and health development status of the
local population. Case studies in five countries (35) suggest that intersectoral collaboration
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facilitates health development according to the level of community development. in one of the
least developed countries, for example, intersectoral collaboration will generally focus on problems
of communicable diseases, water quality, and sanitation. As a country or a community develops,
the emphasis of intersectoral collaboration shifts to a different cluster of problems. A more
developed country may require intersectoral collaboration to tackle such problems as environmental
degradation or agricultural pollution.

Within each country, at each health centre, the main focus of intersectoral collaboration will derive
from the priority problems outlined in the community diagnosis.

While theoretically attractive, intersectoral collaboration has its problems (36). For instance,
health is often perceived as being an output primarily of medical services and as being the
responsibility of the health sector alone. Health planning, too, is generally restricted to the health
sector. Development policies do not usually give importance to their health aspects, and conflicts
often arise between economic, political, and health priorities.

Even given these problems, however, intersectoral collaboration can be successful, a shown in the
boxes.

KLAMPOCK PROJECT - INDONESIA
Project: High priority was given to improving roads and agricultural production in a
rural area. The project was implemented by health centre staff and various

village level government agencies. -

Outcome: After 18 months, there was a 30% increase in rice production and better
nutritional uptake.

Hendrata L. A model for community health care in rural Java. Contact, 31:1-7 {1976).

INTERSECTORAL COLLABORATION -- MYANMAR

Myanmar has, since 1990, established a National Health Committee headed by Secretary
of the State Law and Order Restoration Council. Its members include Ministers of Planning,
Agriculture, Home Affairs, Education, Health, and Construction, with the Deputy Minister of
Health as Secretary. Corresponding committees are established at state/divisional,
township, and village levels. At the lowest level, the village National Health Committee is
headed by the local government official, with the midwife as the secretary. Villagers and
personnel from other sectors are members of this committee. The various National Health
Committees constitute both a process and a mechanism for effective intersectoral
collaboration.

These examples show that change is possible, but, as T. Boerma (37) points out, reviews of
the causes of health improvements do not reveal the importance of an intersectoral approach at
the community level. Rather, the reviews show that "the simultaneous development of
programmes in several sectors has a synergetic effect on health".
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The challenge, then, is to explore local possibilities of intersectoral collaboration at the community
and health centre level. The health centre, by adopting the strategies of primary health care, can
become a major change agent in the community it serves. But a change agent does not work in
isolation. Frequently, there are a number of groups, both public and private, that can assist the
health centre in intersectoral collaboration. The diversity of groups that can work together for
effective community action may be seen in the box.

INTERSECTORAL ACTION -- INDIA
Goal: To improve water quality and sanitation.
Parties involved: Local water authority, social-economic unit, local government,
community group at ward level, health education sub-committee,

ward water group, school health club.

Kurup K. Community-based approaches in water supply and sanitation program - an Indian experience.
Social indicators research, 24:403-414 (1991).

The health centre staff should try to answer questions of the following kind.

How should intersectoral collaboration be organized in the health centre and who should
take responsibility for it?

What are the advantages and constraints at district and national levels to intersectoral
collaboration at the health centre level?

‘What community groups should the health centre link up with and what should the nature
of these linkages be?

3.6 Decentralization

A policy of decentralization will be beneficial to the district health system if four conditions are
met. First, a health centre must be able to provide a summary of the local health needs and
resource requirements to the district planners. Second, a health centre must have the autonomy
to both plan and develop programmes based on expressed local needs. Third, the district must
develop locally appropriate methods of assuring the quality of performance and management
control of logistics. Fourth, and especially important, surveillance for equity must be maintained.
The degree of decentralization varies widely between countries (38), and the box provides an
outline of the model adopted in one country -- Ghana.
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DECENTRALIZATION TO THE SUBDISTRICT LEVEL - GHANA

A recent government policy divides each district into subdistricts, each with its own health
team responsible for: ‘

planning

budgeting

data collection and analysis

training of community-based health workers.

The focal point of the subdistrict would be the health centre.

Akosombo Health Policy Seminar, 13-17 January 1992, Akosombo. Akosombo, Ghana. Ministry of
Health/Geneva, World Health Organization, 1992 (WHO/SHS/DHS/92.2).

The perceived benefits (38) of decentralization include the rationalization of local health services,
increased community involvement and increased intersectoral collaboration. There are problems,
however, with the implementation of a decentralization policy, particularly when it becomes an
excuse for abandoning responsibility for the services because of budget cuts. These decisions tend
to be taken at national or regional level, and some of the questions that need to be considered are
as follows.

What activities should be decentralized (e.g., planning, budgeting)?
What power is decentralized and to what level?

To what extent should financing opportunities be decentralized?
What are the main instruments of decentralization?

What staff training should be associated with decentralized authority?

3.7 Community Participation

The involvement of the community in the organization and delivery of health care is a fundamental
right according to the Declaration of Alma-Ata (4) and there is widespread recognition that
successful health development must include the participation of the local people. Oakley (39)
sees community awareness as resulting from educational efforts. If people are given access to
information about the health services available, they may begin to participate in the health centre’s
efforts.

While communities are often aware of the local health problems, they rarely take responsibility for
their own health care. When national policy defines community participation as a health goal,
communities may become more involved in the local health development process. One country,
for example, included traditional birth attendants, outreach programmes, and curative care by local
healers in its definition of community participation (40). National recognition of indigenous
cultural practices will encourage communities to trust and respect the formal medical system.

The box gives an example, taken from the Philippines, of model arrangements for participation.
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The barangay is the smallest political unit in the Philippines.. It is a distinct community
composed of at least a hundred families living within a defined area. Barangay members
elect a council which works for the welfare of the whole community. It has been recognized
that health and sanitation services are much more effective if they have support from the
users. Thus, barangays have established linkages with their health centres. The linkage
incorporates:

COMMUNITY PARTICIPATION -- THE PHILIPPINES

utilization of the health centre by the members of the barangay it serves;

regular meetings between barangay councils and health centre personnel;
participation of barangay officials in health and sanitation campaigns initiated by the
health centre; and

the establishment and operation of a health post in each barangay manned by
barangay health workers - volunteers trained by the health centre personnel.

The development of interactive community participation takes time, patience, and persistence. The
following steps may be helpful for establishing strong community participation (47):

1.
2.

determination of the community’s organizational structure;

identification of the key people in the community, including decision makers and influential
community leaders;

determination of the level of community participation necessary for health development in
the community;

insisting on the participation of the poorest people, among whom heaith problems are
concentrated.

Community participation can be motivated by the actions of individual households as well as entire
communities. Households may set an example to the community by adopting healthy life styles,
taking actions to prevent specific diseases, and developing competence in the self-care of minor
illnesses.
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COMMUNITY PARTICIPATION THROUGH THE COMMITTEE SYSTEM - NIGERIA

The national health policy formulated in 1986 adopted primary health care as a strategy to
providing health for all Nigerians by the year 2000.

The committee system has been employed to ensure community participation in planning,
financing, implementation, and evaluation of health programmes. Committees were
established at national, state, local government, district, village, and health facility levels.
While chairmanship of these committees at the national and state levels belongs to the
health sector, the chairmanship from the local government level downwards is allocated to
members of the community. This is strategic because local government is recognised by the
national health policy as the focus for the implementation of primary health care.

Furthermore, while these committees are referred to as PHC management committees at
national, state and local government levels, they are referred to as development committees
from the district downwards. There is heavy representation of various sectors and interests
in the committees at all levels.

Communities may take a variety of actions depending on the resources available. Community
health committees or development committees may be one form of encouraging community
participation, and special efforts should be made to ensure that groups with special needs, such
as very poor women, the disabled, nomads, the elderly, and small children, are represented on
such committees. A health committee will probably not function perfectly right away. Any such
group goes through a developmental phase before it achieves optimum effectiveness.

COMMUNITY PARTICIPATION - INDONESIA

In Indonesia, community participation is developed by reinforcing existing mechanisms
within the community. At the village level, there is a Village Community Council where
members represent various groups in the village, a Village Community Resilience Body
selected by the Village Community Council to run development at village level, and the
Family Welfare Movement where women'’s groups improve family welfare, including health.

Community participation should start with collaboration with the health centre in community
diagnosis and the development of action programmes. It must be an integral part of the entire
health development process.
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CHAPTER 4: HEALTH CENTRE SERVICES

The concept of primary health care evolved from the recognition that many health problems are
not properly solved through high technology disease-oriented approaches. The recognition that
multiple causal factors influence health led to broad models of health and disease, in which
individual, social, and environmental factors are components. The model covers health promotion,
the prevention of diseases and disability, and rehabilitation, and it stresses the role of people,
families, groups and communities in health care. Primary health care services, particularly those
given by health centres, are expected to bridge the two extremes shown in the following table.

CONTRASTING CHARACTERISTICS OF TWO EXTREME APPROACHES
TO HEALTH CENTRE SERVICES
Social Medical

Prevailing approach Emotional Rational
Basic source of energy | Solidarity Technology
Form of social functioning Fluid, dynamic movement Hierarchical structure
Institutions Sparse, underdeveloped Strong, overdeveloped
Internal relations Group, responsibility Paternalistic attitudes
Positive endpoint Self-reliance Effectiveness
Negative practices Lack of professionalism Inequity

The positive characteristics of both of these extreme approaches should be combined in primary
health care and the negative ones avoided. Thus the creative primary health care approach will be
both rational and emotional, with main energy coming from participation and the involvement of
communities and families. It will be both organized, and flexible and adapted to local
circumstances. The experts should at first be listeners, then leaders and teachers, understanding
both the social interactions and the scientific facts. The health centre should aim to be effective
in its own activities while constantly encouraging self-reliance among the local people.

Health care is too often conducted from the standpoint of extreme opposing ideologies. On one
hand the understanding is that people themselves will see to their own needs and care for each
other; on the other hand the opinion is that only technically specialized professionals will be
effective. In practice, the main activity for the first group is talking to people, and the community
may become suspicious ("Why are they talking so much instead of providing services?"). The
second group sees every problem as needing a new specialist, or a specialized service with out-
reach workers. Neither of these polarized solutions has been extended to whole systems or lasted
very long without external support. Empirical middle-of-the-road solutions adapted to the local
culture and conditions must be sought.
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4.1  Relevance of Services

The main expectation of a health centre is that it will respond to the needs and demands of local
people in a relevant way. Health centre services will develop through a rational process of
community diagnosis and as a response to the demand for and utilization of services. On one
hand, services have to be relevant to objectively determined needs and on the other hand they
have to respond to what people are asking for. The staff have to listen, support, give first aid, and
inform people asking for help. By remaining sensitive to changing situations and being prepared
to listen they should recognize new patterns of need and new expectations. An orientation
towards community diagnosis should be given as early as possible to health centre staff, preferably
during their training.

A very important role is to look actively for health needs in groups of people not utilizing services.
Going to the people instead of just waiting for them to come and ask for help is an important part
of the PHC approach. Even if the service load already is overwhelming time must be spared to
reach out to those who do not come and who may well have greater needs than those who do.

Under conditions of permanent shortages, priorities must be set to get essential services to those
in greatest need. However, the order of priority should not be rigid but respond to changes and
differences. The list below represents the essential elements of primary health care as defined at
Alma-Ata in 1987, with the addition of two items.

Education on prevailing health problems and the methods of preventing and controlling
them. '

Promotion of an adequate food supply and proper nutrition.

An adequate supply of safe water and basic sanitation.

Maternal and child health care, including family planning.

Immunization against the major infectious diseases.

Prevention and control of locally endemic diseases.

Appropriate treatment of common diseases and injuries.

Provision of essential drugs.

In some countries, mental health, rehabilitation, and care of the elderly.
Treatment of eye and dental disorders.

Many countries have added to this list. One benefit of decentralization is the freedom gained by
districts to determine priorities. Health centres can adapt services to prevailing circumstances and
translate the essential elements into services, focusing and modifying them according to their
interactions with people and their acceptability. The health centre should determine the sérvice mix
to be provided given the available resources.

4.2  Specific Characteristics of Services in Health Centres

4.2.1 Comprehensiveness of Services

A comprehensive approach may start with different components of services. Some have started
with basic curative services. Bentley (42), describing experience in Somalia, comments that

where there is no functional infrastructure, the first priority is "a system of curative care in order
to address the priority ‘felt needs’ of the population”. Another approach is for government policy
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to dictate what services will be provided at health centres. One country, for example, chose a
minimum package of services that included maternal and child health, nutrition, health education,
and basic curative care (40).

4.2.2 |Integration of Vertical Programmes and Services

Vertical disease control programmes have been successful in the management of specific problems
such as malaria and diarrhoeal disease. In the 1970s, however, it became apparent that these
programmes were not sustainable in the long term. Many vertical programmes had been externally
funded, and the withdrawal of funds left many health systems with large numbers of highly
specialized health workers to absorb. Moreover these programmes represented a fragmentary
approach to community health (43). The solution lay in the integration of the vertical
programmes into the work of the health centres, under the direction of the district health
personnel. The integrated service programmes that health centres are called upon to deliver should
include vertical programmes, which should become part of the services offered. Attempts to
improve the quality of services, increase their utilization, and make better use of available resources
require an integrated approach. This has been called a "supermarket” approach, although the term
unfortunately suggests that the main purpose is to increase the buying of services. In practice the
opposite is true that integrated services should diminish utilization while providing the same
protection. This contrasts with the "specialty boutique" approach, in which patients are provided
with access to specific services at different times and places.

With the integrated approach, the patient is provided services appropriate for a particular visit. To
provide it successfully, the health practitioner (nurse, medical assistant or doctor) has to function
as a "generalist”, in observing, analysing, and diagnosing problems. The integrated approach has
been very successful in the area of maternal and child health, where antenatal, perinatal, and
postnatal care have been combined with child care and immunization. Antenatal, well-baby and
under-fives clinics can be jointly organized and run anywhere — at the health centre, in satellite
clinics, in village schools, or in meeting rooms. Provision of easily accessible regular clinics
facilitates the identification of high-risk pregnancies so that suitable arrangements for delivery and
other care can be made. Similarly, well-baby and under-fives clinics can provide periodic weighing,
immunization, and education of mothers in breast-feeding, oral rehydration, and the choice and
preparation of a balanced and nutritious diet and can be held in any village.

In Nigeria, for example, a vigorous maternal and child health programme carried out by a rural
health centre resulted in a fall in the infant mortality rate from 140 to 67 per thousand live births
between 1965 and 1975 (44). In India, from 1976 to 1980, a health centre in rural Punjab
gave special attention to some 3000 pregnant women including vaccination. Training, supervision,
and support were also given to birth attendants. A dramatic decline occurred in the number of
neonatal and infant deaths due to tetanus (45).

A further example from Sri Lanka, gi\)en in the box, illustrates the potential success of an
integrated approach.
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’SARVODAYA MALARIA CONTROL RESEARCH PROJECT 1984-1986 - SRI LANKA

Community involvement in a project to decrease the mosquito population by three methods

Method Outcome
API/1000 population
Test villages Control villages
Local labour to decrease breeding sites 70.6 71.4
Use of larivorous fish organized and run locally 28.9 195.1
Local application of larvicide 154.7 364.7

Silva K, et al. Malaria control through community action at the grass roots: experience of the Sarvodaya
Malaria Control Research Project in Sri Lanka from 1980 to 1986. Geneva, World Health Organization,
1988. (TDR Social and Economic Research Projects Reports No. 4, TDR/SES/PRS/4).

Vertical programme integration brings a number of problems, some of which are listed below.

Preference for curative work by health professionals.

Lack of role definition for health professionals in disease control programmes.
Unclear policies for relationships between health centres and vertical programmes.
Lack of technical knowledge of specific control measures at health centres.
Inadequate or inappropriate community involvement in programmes.

Problems of this kind, which are mainly technical and managerial (46), can be most
successfully solved when services are community based. Examples include environmental
programmes such as water quality and sanitation improvement and communicable disease
prevention. Even when these programmes have components aimed at individuals, such as
immunization, the overall focus is to ensure community protection through adequate coverage.

The potential for the health centre to provide comprehensive population-based services is
strengthened by the demonstration that health status and socioeconomic development are
intimately related. As noted recently by WHO 36/, "in the low-income countries health
development became part of the national economic strategy, which sought to provide the poor
with access to resources and economic opportunities, raise educational levels, ensure the
availability and distribution of food, improve the status of women, and provide the basic
mfrastructure of transport and other amenities.”

4.2.3 Services Channelled to Individuals, Families, and Communities

Services can be delivered directly to individuals, such as antimalarial medication and antibiotics for
respiratory infections, but some services need the help of other family members in the prevention
of illness or the administration of therapy. The management of diarrhoea is an excellent example
of a family-based approach — full participation of the family is required to prevent the
contamination of water stored in the household and to administer oral rehydration therapy. Other
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services, such as community-based malaria control programmes, require the participation of the
entire community.

4.2.4 Skills in Human Care

Understanding {(empathy) and genuine concern are particularly important. A mechanical approach
- ordering without listening and not considering patients as personalities and partners - may
damage relationships, confidence, and mutual understanding. Unfortunately, such an approach is
typical of many public institutions. Staff often behave to others in the way their supervisors
behave to them, so one solution might be to inculcate better attitudes in senior staff and to
encourage all staff to develop an interest in the services they are providing.

4.2.5 Continuity of Care

Continuity of care may have different meanings in different countries. In straightforward terms it
implies a lasting relationship between health workers and the people. Continuity may be regarded
as a means of building confidence, obtaining a better understanding of local conditions, and of
getting to know individuals, families and the whole community. In turn, health workers gradually
become part of the life and experience of the local people. To achieve such a situation the
minimum requirement is that a process of care should be carried out from start to finish by the
same group of health workers. In a broader sense it is best to arganize teamwork around families
or the places where they live instead of around different technical disciplines.

4.3 Quality of Services

A frequent question in many countries in relation to health centres is: why are people bypassing
them? The answer is usually to be found in the poor quality of care. Quality is a complex notion
not connected merely with technical procedures, expensive dugs, and sophisticated apparatus. It
has perhaps more to do with the reliability of services and with the provision of those services in
a way that ensures an equitable approach, accessibility, accountability, and continuity.
Understanding and concern on the part of health personnel would add sufficiently to confidence
in"health centre services to make people feel secure and satisfied. Frequent staff changes, an
excessive burden of tasks, and poor motivation worsen the perceived quality of services.
However, the main problem more often lies in inappropriate technologies, inadequacy and
unreliability of supplies, poorly trained health workers, deficient referral systems, and poor
organization of work.

4.3.1 Standardized Diagnostic and Treatment Rules

Variability in the quality of care provided in health centres is often the result of different
approaches to the diagnosis and management of common diseases. In an attempt to improve the
quality of care provided in health centres, standard approaches have been developed for many
common health problems. Prototype case management guidelines developed by WHO for the
diagnosis and treatment of acute respiratory infections (47) are shown in the table.
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CASE MANAGEMENT GUIDELINES

SIGNS:

CLASSIFY AS:

TREATMENT:

® Chest indrawing
[if also recurrent
wheezing, go directly
to Treat Wheezing}

® No chest
indrawing and

W Fast breathing
(50 per minute or
more if child 2
months up to 12
months; 40 per
minute or more if
child 12 months up

® No chest indrawing
and

® No fast breathing
(Less than 50 per
minute if child 2
months up to 12
months; less than 40
per minute if child 12
months up to 5

to 5 years). years).
SEVERE PNEUMONIA PNEUMONIA NO PNEUMONIA:
COUGH OR COLD

» Refer urgently to
hospital

» Give first dose of
an antibiotic

» Treat fever, if
present

» Treat wheezing, if
present

(If referral is not
feasible, treat with an
antibiotic and follow
closely)

» Advise mother to
give home care

» Give an antibiotic
» Treat fever, if
present

» Treat wheezing, if
present

» Advise mother to
return with child in
2 days for

| reassessment, or

earlier if the child is
getting worse

'» Assess and treat ear

» If coughing more
that 30 days, refer for
assessment

problem or sore
throat, if present

» Assess and treat
other problems

» Advise mother to
give home care

» Treat fever, if
present

» Treat wheezing, if
present ‘

Several projects using such standard protocols have been carried out in a number of countries,
with noticeable impact on the mortality and morbidity from respiratory disease. In the study below,
for example, the training of health workers in the use of standard case management techniques
decreased the use of inappropriate antibiotics use and ensured that all cases of pneumonia were
treated at the first-level health facility.
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USE OF STANDARD MANAGEMENT PROTOCOL IN THE TREATMENT OF
ACUTE RESPIRATORY INFECTIONS - NAGPUR, INDIA

Study population: 4000 children aged 0-4 years in 58 villages; 6000 in 44 control

villages.
Intervention: Traditional birth attendants or voluntary health workers gave
TMP/SMX at home; 76% coverage of estimated ARI episodes.
Co-interventions: Major effort to educate public on acute respiratory infections;
traditional birth attendants provided maternity and neonatal care.
Outcome: 27% decrease in overall mortality; 50% decrease in ARI-specific.

infant mortality

Steinhoff MC. Acute respiratory infections: intervention studies in children in developing countries. Bulletin
of the International Union Against Tuberculosis and Lung Disease, 65:19-22 (1990).

Similar standard case management protocols for common illnesses and diseases may be equally
effective. The health centre is the ideal place for carrying out trials of standard protocols in order
to assess their effectiveness in the clinical setting.

Although standardization has many advantages (from improved efficiency to better monitoring and
supervision), it should not be carried too far. There are many services, especially those calling for
human concern and support in which standardization is inappropriate either because it is impossible
or because it is not sufficiently effective to justify the expense. The most valuable part of primary
health care and health centre services is devoted people. They find the best solutions in the most
complex situations if properly treated and supported. The greatest waste would be to loose their
full contribution.

4.3.2 Essential Drugs Programmes
A common problem for health centres is the difficulty of ensuring a stable supply of appropriate

drugs. To solve it, many countries have developed essential drugs programmes, two examples of
which are given in the boxes.
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EVALUATION OF DRUG PRESCRIBING —~ YEMEN

Prepacked kits of 30 essential drugs were delivered monthly to health centres. A random
sample of health centres participating in the essential drugs programme was compared to
control health centres not in the programme.

Qutcome Health centres in the Health centres not in the
essential drugs programme essential drugs programme

for four tracer 45% injections - 67% injections

conditions 1.5 drugs/patient 2.4 drugs/patient

Conclusion: many patients still receive irrational drug treatment for tracer conditions at
health centres.

Walker GK, et al. Evaluation of rational drug practising in Democratic Yemen. Social Science and Medicine,
31:823-828 (1990).

MEDICINE AND CULTURE -- SRI LANKA

Treatment prescribed Western biomedical Socioanthropolog@[
, viewpoint viewpoint
4-5 drugs on average. One or two essential drugs Many clinic patients
should be enough for a subscribed to the Ayurvedic

diagnosed condition, so the health belief model, in

prescription is inappropriate. which polypharmacy is a
central concept, so the
prescription is appropriate.

Sachs L, Tomson G. Medicines and culture - a double perspective on drug utilisation in a developing
country. Social Science and Medicine, 34:307-315 (1992).

These studies suggest that combining an essential drugs programme with: an educational
programme may alter prescribing behaviour. Health centres should be aware of local cultural
practices regarding the use of drugs and other medications. Health centres may be operating
within communities that have varying definitions of "irrational prescribing." An understanding of
local beliefs about health, disease, and treatment will allow the health centre to modify prescribing
' practices so that biomedical standards fit with local beliefs. The health centre should consider the
following questions.

What are the essential drugs for the local population?

How can adequate supplies be ensured? ,

What is the role of medication in the consultation at the health centre? -
How can prescribing behaviour be improved?

The Bamako Initiative for community financed health centres, based on communlty-managed

revolving funds for drugs, was implemented by more that 1800 health centres in 18 African
countries from 1988 to 1991 (48). Although its extension to a larger scale may prove difficult,
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