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w it is the children of today, and the
more than one third of the people who
will -be ‘living in the year 2000 who
are not yet born—it is they who will
reap the greatest benefits from our
efforts ... »

Dr. H. Mahler
World ‘Health Assembly, ‘May 1979




SCIENCE AND TECHNOLOGY FOR HEALTH PROMOTION
IN DEVELOPING COUNTRIES

A. INTRODUCTION

Science and technology permeate essentially all aspects of WHO’s
efforts to promote better health. These range from basic research at
the molecular level to determine fundamental mechanisms of biolog-
ical action, through applied research and technological development
with reference to specific diseases and their control, and includes the
organization and management of health services whose ultimate goal
is to provide adequate health care for the individual and community.
Many scientific and social disciplines are therefore involved, and these
must be integrated into the plans and execution of the overall strategy
for the socio-economic development of a country. This document will
attempt to highlight the experience of the World Health Organization
(WHO) with respect to the major problems involved in achieving
essential health care particularly as they relate to underserved popula-
tions in developing countries, to define important obstacles to provi-
ding the required health services, and to make specific recommenda-
tions for action.

B. THE ULTIMATE GOAL:
HEALTH FOR ALL BY THE YEAR 2000

The World Health Organization (WHO) has dedicated its efforts
to the attainment by all peoples of the world by the year 2000 of a
level of health that will permit them to lead a socially and economi-
cally productive life. The provision of primary health care is seen as
the fundamental vehicle for achieving this goal. It would also furnish
the basis required for a healthy population to attain the New Interna-
tional Economic Order ascribed to by the United Nations for a more
just and equitable world.



Primary health care (see section I) is essential health care made
universally accessible to individuals and families in the community by
means acceptable to them, through their full participation and at a
cost that the community and country can afford. It is equally valid for
all countries, from the most to the least developed, though the form it
takes will vary according to political, economic, social and cultural
patterns. For developing countries it is an urgent necessity. For this
reason this document concentrates on the needs of these countries.

The attainment of “health for all by the year 2000” is obviously a
formidable challenge. But many obstacles have already been identified
and there is a strong conviction, based on a realistic appraisal of
resources available in both industrialized and developing countries
and the competing claims for allocation of these resources, that these
obstacles can be overcome. In general terms, the challenge and needs
can be summarized as follows:

1. To address seriously the existing gaps between the health “haves”
and the health “have nots”, and to adopt concrete measures to
reduce such disparity.

2. The ensurance of proper planning and implementation of primary
health care in coordinated efforts with other relevant socio-eco-
nomic sectors, in order to promote health as an indispensable
contribution to the improvement of the quality of life of every
individual, family and community as part of overall socio-eco-
nomic development.

3. The preferential allocation of health resources to the social periph-
ery as an absolute priority.

4. The mobilization and enlightenment of individuals, families and
communities in order to ensure their full identification with a
primary health care programme, their participation in its planning
and management, and their contribution to its application.

5. The introduction of reforms required to ensure the availability of
relevant manpower and technology, sufficient to cover the whole
country with essential health care services at a cost the nation can
afford.

6. The introduction, if necessary, of radical changes in the existing
health delivery system and the harmonization of inter-sectorial
activities to ensure that they clearly support and promote primary
health care as the overriding health- priority.



7. The undertaking of the political and technical reorientation,
nationally and internationally, required to overcome social and
economic obstacles to the universal application of primary health
care, thus helping it make its fundamental contribution to the
New International Economic Order.

Science and technology have a crucial role to play in meeting the
above set of challenges and needs. But it is evident that political
commitment and appropriate social organization are also fundamen-
tal requirements. An effective blending of these factors into a cohesive
national force is clearly essential. Political commitment implies more
than formal support from the government and community leaders. In
many instances it requires the reorientation of national health deve-
lopment strategies. For developing countries in particular, it implies
the focusing of a greater share of health resources on the underserved
majority of the population. At the same time, there is a need to
increase the national health budget until the total population has
effective access to essential health care.

The implications of political commitments by the developed coun-
tries are equally far-reaching and have a direct bearing on the efforts
of developing countries. Developed countries, too, need to rationalize
their health care systems and stem rising costs. Also, an explicit
action-orientated policy is required whereby the affluent countries
commit themselves to a more equitable distribution of international
health resources to enable the developing countries, and especially the
least developed, to achieve essential health care for the entire popula-
tion.

C. THE PRESENT WORLD HEALTH SITUATION

The health situation of hundreds of millions of people in the world
today is unacceptable, particularly in developing countries. Disadvant-
aged groups have grossly inadequate or even no access to any regular
and permanent form of health care. These groups comprise probably
four-fifths of the world’s population, living mainly in rural areas and
urban slums. Statistics show that:

e the death rate in Africa is twice that of Europe; infant mortality is
nearly seven times higher;



e life expectancy of a European or North American is about 70
years; that of an Asian is about 56 years, and an African 45 years;

e in the developed world illness and death are caused mainly by
cardiovascular diseases and cancer; in developing countries, com-
municable diseases are still the dominant factor;

e in the developing countries, contaminated water is perhaps the
greatest single factor in the perpetuation of poor health; malnutri-
tion is a close second.

A closer examination of some of the above items with respect to
developing countries shows the following features:

Malaria—some 150 million clinical cases occur annually. In Tropi-
cal Africa alone, 1 million children die annually from this disease.

Schistosomiasis—this parasitic infection caused by a fluke trans-
mitted through snails results in debilitating disease in some 200 mil-
lion people.

Filariasis—different varieties of this worm infect over 250 million
people with resulting ill health, and in more severe forms with
elephantiasis or blindness.

Trachoma—this infection affects some 500 million people, and
constitutes the world’s most frequent cause of blindness.

Other major communicable diseases such as cholera, infectious
hepatitis, yellow fever, tuberculosis, poliomyelitis, and measles (in
West Africa alone one-half million children die each year from this
disease), which are largely under control in developed countries, cause
great harm in developing countries.

Malnutrition—about one quarter of people in developing countries
are by any standard inadequately fed. In East Asia and Africa, 25 to
30 percent of the population is estimated to suffer from significant
undernutrition. Ten million children in the developing world suffer
from severe protein-caloric malnutrition and a further 80 million
from moderate malnutrition.

Nutritional deficiency diseases affect several hundred million peo-
ple: goitre (due to lack of iodine); anaemia (lack of iron and other
trace elements); and xerophthalmia (blindness due to Vitamin A
deficiency).

Water-related diseases—Some 80 percent of all sickness and dis-
ease in the world is water-related, either directly through contamina-
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tion with microbes causing diarrhoeas and dysenteries, or vectors (e.g.
insect carriers, snail intermediate hosts), or indirectly because of an
insufficiency. At any one time some 400 million people are estimated
to be suffering from gastro-enteritis. Chemical pollution of water
through industrial and agricultural wastes is a growing problem.

Only some 20 to 25 percent of rural dwellers in developing
countries have access to clean water; urban supplies in these countries
are grossly insufficient, as is waste disposal. The projected growth of
the world’s population from 4 to 6 thousand million by the end of the
century, and the shift from rural to urban dwellers, serves to empha-
size the urgency of these problems.

D. SOME MAJOR HEALTH PROBLEMS
AND OBSTACLES TO THEIR RESOLUTION

It is not difficult to identify specific obstacles which need to be
surmounted for improving various sectors in the provision of ade-
quate health services. Care must be taken, however, to avoid piece-
meal and uncoordinated corrective efforts as these may prove wasteful
and even appreciably retard the achievement of primary health care
(see section I) because of division of scarce resources to achieve very
temporary effects at the most, e.g. sporadic and unsustained vaccina-
tion campaigns, or malaria control efforts. For this reason recommen-
dations for action to overcome obstacles referred to below for various
health problems will be aggregated in Section K. They should be
viewed as a closely inter-linked group.

Communicable diseases, including parasitic infections

Vaccines against communicable diseases represent one of the
triumphs of science and technology. Effective and relatively low-cost
biological products are now available for many of these diseases, for
example, tuberculosis, diphtheria, tetanus, whooping cough, polio-
myelitis, smallpox, yellow fever and measles. However, such vaccines
often remain unused in most developing countries where less than
10 percent of some 100 million children born each year are receiving
effective immunization services.



Obstacles

In developing countries, a lack of managerial skills results in low
proportions of target populations being reached, and when reached the
vaccines often prove to be impotent because they were previously
exposed to high temperatures. Appropriate equipment to store, transport
and administer vaccines is frequently lacking. Many available vaccines
are produced according to industrialized world’s needs, and certain new
vaccines have to be developed that are more appropriate for developing
tropical countries, e.g. heat-stable and multi-type vaccines. Some
vaccines are expensive to purchase from commercial firms in industrial-
ized countries, and production laboratories and technology are largely
lacking in developing countries. Moreover, outpatient clinical facilities
are often inadequate, as are medicaments for treatment and trained
personnel to administer them.

For parasitic infections, vaccines have either not been developed, or
are only in the very early stages of development (e.g. malaria) for most
of the major diseases of this group (e.g. filariasis, schistosomiasis,
trypanosomiasis, leishmaniasis ). Available drugs are often toxic and of
low effectiveness. Control of intermediate vectors (e.g., mosquitoes and
other insects, snails) and environmental measures are often costly and
complicated.

Malnutrition

The poorest sectors of populations tend to be those which also
have the poorest diet, and consequently they are most susceptible to
the ravages of disease. The first three years of life are most critical,
especially the perinatal period and the first few months of life. Apart
from nutritional deficiency diseases, but as a consequence of under-
nutrition, the common infectious diseases of children (e.g. diphtheria,
pertussis, measles, diarrhoeas) take a much more severe toll in devel-
oping countries than in developed countries.

Obstacles

A major problem is the population’s lack of knowledge or guidelines
on proper nutritional requirements. The modalities of such requirements
and methods for their effective application are not known in many
instances and need research for their elucidation. There is also a lack of
access to basic health services, especially on the part of the most

6 New and safer drugs are needed for treatment of river
blindness. In some villages, over 50%, of adult males are
blind. A WHO Scientific Working Group is trying to
develop new compounds for the treatment of filariasis.
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vulnerable population groups in poverty areas, mainly pregnant women
and children. The non-use of vaccines and effective drugs, and prevailing
unsanitary conditions compound the problem.

Other diseases

Cancer, cardiovascular diseases, mental disorders, and metabolic
diseases affect developing and developed countries alike, and exact an
enormous toll in terms of human suffering and costs to the economy.

Obstacles

All these diseases are relatively costly to treat. New knowledge is
needed for better and low-cost diagnostic, therapeutic and preventive
measures which are lacking for many of these non-communicable mala-
dies.

Environmental Health

Contaminated water along with inadequate sewage and other
waste disposal facilities, poor food hygiene and inadequate housing
are the principal problems in poor urban and rural areas. Environ-
mental pollution from modern industrial and agricultural practices is
adding appreciably to health hazards; occupational health problems
in these areas require particular attention.

Obstacles

Serious problems are the lack of materials and equipment to provide
a clean water supply and waste disposal, their frequent high cost, and a
lack of education of population groups in simple hygienic principles.
Also, uncontrolled industrial and agricultural practices add to the
burden of environmental insults to health.

Family health and planning

The primary aim here is to improve health conditions of mothers
and children. However, uncontrolled population growth greatly incre-
ases the problems of achieving minimal health standards. Where
desired in countries, and on an elective basis family planning should
be vigorously pursued.
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Obstacles

Physical devices and biological and pharmaceutical interventions for
contraception are deficient with respect to access to services, cost,
efficacy and cultural acceptability in many populations, particularly in
the poor and uneducated groups. Of these, easy access to services is
perhaps the greatest need.

The provision of essential pharmaceuticals

Medicaments as used in a number of countries are often too
costly, inappropriate and unnecessary. In developed countries drug
costs represent about 10 to 20 percent of total health expenditures,
while in developing countries such costs may reach 40 to 60 percent.
A world wide scientific consultation has shown that about 200 medi-
caments, a number far less than the many thousands sold on the
commercial market, can meet basic health needs of most people.
Varying standards of safety for medicaments are sometimes employed
by pharmaceutical firms for use in different countries, with less
stringent standards often applied to those sold in developing coun-
tries.

Obstacles

Production and tests for safety of medicaments require technology
and equipment outside the present resources of many countries. Patent
* rights applied to brand names held by pharmaceutical firms in technical-
ly advanced countries further inhibit low-cost availability in developing
countries. Resistance is encountered in some quarters to the formulation
and acceptance of a minimum list of essential drugs.

The use of traditional medicine

Traditional medical practitioners and birth attendants are found
in most societies. Forming part of the local community, culture and
traditions, they continue to have high social standing in many places
and exert considerable influence on local health practices. Traditional
medicine is not costly and normally uses locally available remedies; it
is familiar, and thus has the confidence of the people who use it.
With support of the formal health system, indigenous practitioners
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can become important allies in organizing efforts to improve the
health of the community. It is therefore worthwhile exploring the
possibilities of training and of engaging them more substantially in
health care services.

Obstacles

The organized medical profession, as trained according to require-
ments in developed countries, usually opposes vigorously any actions
they consider to be a lessening of standards they have set for medical
practitioners. Certain practices of traditional medicine may be harmful,
for example the attempted treatment of cases requiring acute surgery,
and the employment of certain traditional birth practices by local
midwives. Research is needed on traditional remedies considered to have
some effectiveness.

The simplest of equipment suffices to prepare traditional herbal medicaments
and roll them into pellets. The pharmacopoeia of traditional Chinese medicine
has long proved to be a great storehouse of knowledge. v




Psychosocial dimensions

The influence of psychosocial factors on health and the health
services can be readily demonstrated, but are often not well under-
stood. Much research is required for their clarification. It is necessary,
however, to provide available relevant and usable information on
these factors to those responsible for socio-economic and health
policies to enable the planners and managers to assess the actual or
potential behavioural reactions from various social, economic and
health measures and interventions. Problems to be faced include the
design, testing and application of low-cost strategies for the preven-
tion and treatment of specific disorders such as alcoholism, drug
abuse and criminality. Special attention also needs to be given to
certain high-risk groups (e.g., special occupational groups, children,
adolescents and the aged).

Obstacles

Psychological factors and determinants are highly complex, often ill-
defined, and vary according to cultural situations. Skilled manpower is
lacking. Insuffcient recognition is given, however, to the potentialities of
group and community resources already available for dealing with men-
tal health and behaviour problems.

E. APPROPRIATE TECHNOLOGY

In the preceding sections many specific requirements have been
outlined, and some of the major obstacles defined. In meeting specific
needs, science and technology must be geared so that it is appropriate,
in the sense that it is scientifically sound and acceptable to those who
apply it and to those for whom it is used. This implies that the
technology should be in keeping with the local culture. It is an
advantage if equipment and drugs selected can be manufactured
locally at low cost. Also, the maintenance of equipment should
preferably be within the capacity of local people and local facilities.
Indigenous materials can often be used for small-scale manufacture of
equipment within the country, with renewable materials and sources
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of energy being preferably employed. Materials which absolutely must
be imported should be easily available and of the lowest possible cost.

All levels of the health system should therefore review critically
their methods, techniques, equipment and drugs, with the aim of
using only those technologies that have proved their worth and can be
afforded. The following are some successful examples of the develop-
ment and application of appropriate technology.

1. The highly successful development in India of low cost tuberculo-
sis control based on home care, supported by simplified diagnostic
procedures and effective managerial control of the entire pro-
gramme.

2. The replacement of chemicals showing insect resistance and other
unfavourable characteristics, by preparations developed through
combined laboratory and field studies for appropriateness of
application to local conditions (e.g. for the control of malaria
vectors).

3. Perhaps the most striking application of appropriate technology is
found in the successful global smallpox eradication campaign
coordinated by WHO. It involved all levels of activity including
fundamental research on the pox viruses carried out collabora-
tively in laboratories of developing and developed countries, the
development of a cheap and heat-stable vaccine administered on a
mass basis with a simple bifurcated needle, the organizational
participation of community and local health services even in the
most remote rural areas for surveillance and vaccination cam-
paigns, and a carefully planned national and international under-
taking.

Rehabilitation, and the technology of prosthetic devices are examples of
fields much in need of innovations often requiring high technology
coupled with appropriateness to local conditions. The crippled and
maimed, and those with poor eyesight, defective hearing and dental
difficulties suffer particularly in the developing countries from lack of
suitable prosthetic devices, mechanical equipment and trained person-
nel for rehabilitation purposes. Relatively simple, inexpensive and
robust devices are needed.
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This bamboo pipe used to bring clean water down from the hills into nearby A
villages is an example of appropriate technology exploiting locally available
resources.

Obstacles

High technology and costly materials are the main drawbacks for
the poorer countries. There is also a great lack of appropriately trained
technicians.

F. HEALTH MANPOWER DEVELOPMENT

Doctors and hospital beds per population ratios are too often
misleading indicators of health manpower needs, particularly in deve-
loping countries. The basis for health action is a sufficiency of health
personnel whose training has been directly relevant to the needs of the
population they are to serve. An overall shortage, substantial imbal-
ance and severe degree of maldistribution between urban and rural
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areas continue to characterize the health manpower situation
throughout the world. There is a need for considerably more effective
planning, within the context of overall national health planning, of
the types and numbers of personnel required. Each country should
define its own objectives in a different way, taking into account its
own priorities as defined in country health programming (see sec-
tion J), national health planning or some similar process.

At the first level of contact between individuals and the health care
system, primary health care is provided by community health workers
acting as a team. The types of health worker will vary by country and
community according to needs and the resources available for satis-
fying them. Thus, they may include in different societies people with
limited education who have been given elementary training in health
care, “barefoot doctors”, medical assistants, practical and profes-
sionally trained nurses, feldshers and general medical practitioners, as
well as traditional practitioners.

For many developing countries, the most realistic solution for
attaining total population coverage with essential health care is to
employ community health workers who can be trained in a short time
to perform specific tasks. They may be required to carry out a wide
range of health care activities or, alternatively, their functions may be
restricted to certain aspects of health care, the total range being
provided by a team of health workers, each performing a specific
group of tasks. In many societies it is advantageous if these health
workers come from the community in which they live and are chosen
by it, so that they have its support. Where they come from other
communities, it is important that they become socially attuned to the
way of life of the community they are to serve. They are given a short,
simple training to prepare them to perform the kinds of activity that
respond to the expressed needs of the community; this training can
gradually be extended to cover additional tasks as required. Since
much of their time will be devoted to education, they must be
adequately prepared for this activity.

Community health workers have to be trained and retrained so
that they can play a progressively more important role in providing
primary health care. Their training and retraining should be based on
a clear definition of the problems involved, the tasks to be performed,
and the methods, techniques and equipment to be used. Instruction is
best carried out in accordance with modern teaching/learning meth-
ods, and as far as possible should take place in the vicinity of the
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communities to be served. The length of training is best determined in
the light of the educational aims and the results of preliminary testing
of individuals, since training has to be adapted to their degree of
literacy. Other considerations are the need to prepare them to work in
a team and the need to provide them with an understanding of the
relationships between their work and that of representatives of other
sectors also concerned, since cooperation among them all can have a
marked effect on community development. Continuing training pro-
grammes have to take account of the need for management capabili-
ties and supervisory responsibilities. In parallel with continuing edu-
cation, consideration has to be given to the careers of community
health workers and their opportunities for advancement.

Obstacles

These include:

o Unattractive working, service and living conditions for health work-
ers, particularly in rural areas, together with a lack of career prospects
and job satisfaction.

o A lack of policy in furthering the “health team” concept, both in
training and in service, and a failure to make use of the best elements of
those practising traditional medicine.

® A shortage of teachers in the health sciences with a dual competence
in educational planning and processes, and in their own subject specialty.
As a result there is a widespread unsuitability of curricula, teaching
methods and evaluation instruments for the effective team training of
health workers to meet community health needs. Educational pro-
grammes are often directed towards institutional curative care rather
than to health promotion, prevention and rehabilitation.

® An overall and serious shortage of teaching and learning materials
for all categories of health worker. This embraces textbooks and
manuals, audiovisual media, self-instructional packages and other inno-
vative ways of facilitating learning.
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G. INFORMATION NEEDS

Much of th the published literature of the world’s scientific and
technological community is irrelevant to the needs of the general
health system in developing countries, except perhaps for the more
advanced laboratories in universities and large research institutions.
The needs of the latter can be supplied through the various specialized
abstracting services, journals and national and regional libraries with
extension facilities for distribution. The danger of flooding the scien-
tific information network with unused and unusable information
should be avoided by a judicious selection of information needs to be
fulfilled which are directly relevant to pressing problems of health
care in a particular country.

Thus, in order to plan and manage primary health care the right
kind of information is essential, but the collection of information has
to be kept to the minimum required. It is important to identify only
that relevant information which is going to be used in the community
or the referral service. In many instances it is more important to start
with qualitative information on the health and demographic situation
than attempt to gather precise quantified data. Quantitative precision
can be built up in the course of time. Every level of the health system
has its own information requirements concerning primary health care,
and the same information may call for a different degree of elabora-
tion and aggregation at each level.

To be of practical use, the reporting of information from one level
to another has to be two-way, only that information which is actually
required by the other level being transmitted. Usually this informa-
tion will be of two types: information in response to which immediate
action is required, and information on which to base more general
inferences, evaluation and subsequent modification of programmes as
required.

Any information-gathering and analysis required should be an
integral part of primary health care activities and their supporting
services; they should not be carried out separately. They need to be
included in plans from the beginning, and information should be
gathered or transmitted only for the two purposes just mentioned,
and be restricted to the minimum.

Developing countries can more actively promote the systematic
exchange of information concerning their experience in health policy
and planning, building the health infrastructure, and the acquisition,
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development and application of health knowledge. In this regard
regional and subregional information centres could be set up. Also
developing countries might establish machinery to facilitate the dis-
semination and exchange of health knowledge and experience origi-
nating in the developing countries so that the comparative advantages
and specializations of their respective countries or sectors can be fully
utilized.

Obstacles

There is an unavailability of relevant health information required for
community health workers, particularly those in rural areas promoting
the development of primary health care. Also recent technical informa-
tion is often inaccessible for research workers in universities and major
institutes.

H. INSTITUTIONAL ARRANGEMENTS
FOR INTERNATIONAL SCIENTIFIC COOPERATION

Few if any countries can be self-sufficient in the various sectors of
science and technology involved in the production, application, and
generation of new knowledge required for processes of development.
Cooperative undertakings at regional, international, and global levels
are therefore highly desirable. In the health field this has been
accomplished with appreciable success by the establishment of region-
al and global networks of collaborating centres in various health
disciplines. This has been done with the technical guidance of expert
groups such as advisory committees on medical research, task forces
and other appropriate mechanisms for research and training in trop-
ical diseases, in problems of human reproduction, and monitoring
centres for environmental hazards to human health.

International scientific cooperation is, however, a two-way street,
and great care must be taken to ensure that such cooperation contrib-
utes primarily to the self-reliant development of developing countries.
The goal of such development is the achievement to the greatest
extent possible of an autonomous capability for problem-solving,
decision-making, and implementation of the necessary measures.
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In undertaking international scientific cooperation, care must be
taken to avoid abuses to developing countries which would tend to
perpetuate their dependence on developed countries, and which could
compromise their political and economic independence.

With these considerations in view, developing countries may well
profit from the following initiatives:

a. Make appropriate institutional arrangements between them-
selves for the training and exchange of health personnel.

b. Establish associations of research councils and institutions in
areas of common interest, and machinery for exchange of recently
developed health knowledge.

c. Promote health projects between developing countries with
common health requirements arising from similarities in natural
endowments, sectoral structure of production, or other factors.

d. Pool their health resources and capabilities for collective self-
reliance in health promotion.

The developed countries, international organizations and funding
agencies also have great responsibilities in ensuring that international
scientific cooperation is carried out with the interests of developing
countries kept paramount in mind. With this in view, consideration
should be given to the following points:

a. International organizations should provide all possible support
to developing countries to ensure that local scientific personnel take
over as soon as possible responsibility for continued functioning of a
project launched through international cooperation.

b. Collaborative projects and training programmes should be
viewed and integrated within the framework of a long-term develop-
ment programme and needs as defined by the developing country.

¢. Priority should be given to projects which contribute most to
the building up of local scientific and technological capabilities in
developing countries.

d. Sponsoring agencies in developed countries should stipulate
that any health cooperative project in a developing country should be
undertaken jointly with local institutions where they exist.
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e. Collaborative projects carried out in laboratories or institutions
of developed countries need to involve scientists from the partici-
pating developing country, and they should ensure that the results of
such projects flow to, and are applied in, the developing country
concerned on a preferential basis.

f. In collaborative projects involving research and trials of drugs,
pesticides, etc., in a developing country, such trials should conform
not only to the current regulations and ethical requirements in the
developing country but also to the regulations of the developed
country and/or those accepted internationally, unless a decision to the
contrary is taken by the developing country partner.

Obstacles

Institutional infrastructures are weak in trained personnel and facili-
ties in most developing countries. Training of scientists and technicians
from developing countries is often inappropriate to their local problems
and priority needs. Brain drain often occurs because of dissatisfaction of
trainees with opportunities for work upon their return. Institutional and
commercial interests in developed countries may conflict with self-reliant
general and health interests of developing countries in certain types of
collaborative undertakings.

I. THE PRIMARY HEALTH CARE APPROACH?

The specific needs and obstacles to be overcome, as outlined in the
preceding sections, should be considered in the context of the overall
need to provide essential health care to the community as a whole,
and particularly its poorest segments. This section will be concerned
in defining the major organizational and other problems, and paths
towards their solution, as embodied in the concept of primary health

& This section has been adapted from “Primary Health Care”, a joint report
by the Director-General of WHO and the Executive Director of UNICEF
New York, 1978.
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care. This concept is rapidly gaining world wide acceptance as the
most practical and rapid solution to the deplorable health situation in
many developing countries. It is appropriate technology in its truest
sense: scientifically sound, in keeping with the local culture and thus
acceptable for those who will use it, and at a cost they can afford.

1. Scope of Primary Health Care

Primary health care addresses the main health problems in the
community, providing promotive, preventive, curative and rehabilita-
tive services accordingly. Since these services reflect and evolve from
the economic conditions and social values of the country and its
communities, they will vary by country and community, but will
include at least: promotion of proper nutrition and an adequate
supply of safe water; basic sanitation; maternal and child care,
including family planning; immunization against the major infectious
diseases; prevention and control of locally endemic diseases; educa-
tion concerning prevailing health problems and the methods of pre-
venting and controlling them; and appropriate treatment for common
diseases and injuries.

In order to make primary health care universally accessible in the
community as quickly as possible, maximum community and individ-
val self-reliance for health development are essential. To attain such
self-reliance requires full community participation in the planning,
organization and management of primary health care. Such participa-
tion is best mobilized through appropriate education which enables
communities to deal with their real health problems in the most
suitable ways. They will thus be in a better position to take rational
decisions concerning primary health care and to make sure that the
right kind of support is provided by the other levels of the national
health system. These other levels have to be organized and strength-
ened so as to support primary health care with technical knowledge,
training, guidance and supervision, logistic support, supplies, infor-
mation, financing and referral facilities including institutions to which
unsolved problems and individual patients can be referred.

Primary health care is likely to be most effective if it employs
means that are understood and accepted by the community and
applied by community health workers at a cost the community and
the country can afford. These community health workers, including
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traditional practitioners where applicable, will function best if they
reside in the community they serve and are properly trained socially
and technically to respond to its expressed health needs.

2. Primary Health Care and Development

The healthier people are, the more likely they are to be able to
contribute to social and economic development, and such develop-
ment in turn provides the additional resources and social energy that
can facilitate health development. So primary health care and com-
munity efforts towards social and economic development in general
are most likely to succeed when they are mutually supportive.

Health cannot be attained by the health sector alone. In develop-
ing countries in particular, economic development, anti-poverty mea-
sures, food production, water, sanitation, housing, environmental
protection and education all contribute to health and have the same
goal of human development. Primary health care, as an integral part
of the health system and of overall social and economic development,
will of necessity rest on proper coordination at all levels between the
health and all other sectors concerned.

It can be seen that the proper application of primary health care
will have far-reaching consequences, not only throughout the health
sector but also for other social and economic sectors at the communi-
ty level. Moreover, it will greatly influence community organization in
general. Resistance to such change is only to be expected; for ins-
tance, attempts to ensure a more equitable distribution of health
resources could well meet with resistance from political and profes-
sional pressure groups, and the use of appropriate technology may
arouse the opposition of the medical industries.

Obstacles such as these can be overcome if they are prepared for
in advance. The most important single factor in promoting primary
health care and overcoming obstacles is a strong political will and
support at both national and community level, reinforced by a firm
national strategy.

Reservations may be voiced by certain schools of economic plan-
ning, based on the common belief that economic growth alone will
bring in its wake the solution of health problems. In answer to this it
should be explained that, whereas real social and economic develop-
ment can undoubtedly bring about improvements in health, there is
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