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The process of development requires & wulti-sectoral sprroach to
.achieve economic and social equity, and to come ;; terms with man‘s
physical environﬁ%ng. Solutions to the health problems of developing
pations are part of the development process. The role of health in
United States foreign assistance has varied in terms of emphasis and
direction, but has been an integral part of our foreign assistance
program since its inception,

Until the 1970's the health delivery activities of the Agency for
International Development (AID) and its prcdecessor agencies were
largely supportive of assisted-country efforts to improve bealth status
.by 2stablishing health delivery systems patterned on the western model.
This model relied heavily updn highly trained professionals and curative
services delivered through uiban-based clinics.' These programs were
. augoented by-vertical campaigns directed againsf specific disease and
bealth related problems, and by the provision of sources of potable water.

While centers of medical excellence were created in developing |
countries, and advances made against some séeéific problems s;ch as - - - '
tzschoma, smallpox and malaria, the grafting and expansion of this '
vestern model in the developing world resulted in the support of health
deiivery- systems. which reached onl;-the fev, the urban and the relatively
affluent,

Begioning in 1971 with a single project designed to provide
majority coverage, the Agency has moved its support towards development

of integrated health delivery systems capable of delivering minimal maternal
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and child health, family planning and putrition services to majorities of
populations, in locales in vhich they live, at costs wvhich the developing
country can afford withqut prolonged external assistance. Integration |
impiies that the population served will have access to available

bc;lth, family planning and nutrition services at the primary entry

point in the health system, Adninistrative integration at all levels

is not a prerequisite for developing such a systenm. AID does not

reject the concept of vertical or “free standing” delivery of specific
seivicec as a tewporary measure in order to move ahead more rapidly

on problems of critical and immediate concern, but strongly encourages
careful planning of such systems to avoid squandering resource;, and

supports incorporation of these services into the general health

delivery system as soon as practical.

AID's efforts in integrated low—cost health delivery systems focus on

women of childbearing age and preschool children. Supported projects depend
beavily upon paraprofessionals, auxiliaries and volunteers, build upon ex-
isting traditional and formal delivery systeoms, and seek affordab’e alterna-
tives vhich emphasize prevention, easy access to services, and appro-

priate referral channels. The AID strategy is to help each country

develop a system which can consistently reach the majority of the

targeted poPuIntioBs vith simple, low unit cost services. Once
established, the n;stew can be progressively augmented qualitatively

and quantitatively to respond to social and political factors inherent
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jn each country, and in keeping with the ability.;o add services in
an economically self-reliant manner.

For most counttigs, providing acceptable and accessible health,
family planning and putrition services to the majority will require
an assessxent by th; host country of needs and resources available,
a ranking of priorities, extensive planning and reallocating of
resources, orieantation of the providers and of the éonmunity, the

--graining of existing. personnel, and training of new categories of
personnel. Ideally, cooprehensive health sector analysis, country
bealth prograrming or similar analysis precedes the development of a
AID is

couprehensive delivery system to provide expanded coverage.

willing to assist such analyses.
AID bas mo preconceived or set model for health delivery systems.
T A system deveioped for one portion of a country may need extensive
modification to reach majorities in other parts of the same country.
Systems wvhich might work well for one country may be completely inap-
propriate in another country for economic, cuitdrll, political ;r other
reasons. The system designed will inevitably undergo change as it is
jmplemented, as each country finds what will work best for it. For
- these reasons AID encourages requesting countries to establish demon-
_.tratiohl to develop country-a;ecific approaches to Sealth delivery
prior to radical modification of the national system. Continuous

- testing and evaluation in a-defined ;ludy area of sufficient popu-

lation (usually 100,000 or more) is encouraged to serve as a guidance
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and feedback system for national planning of cost-effective delivery

systems.’

The planning of the system is done largely by the bhost country.
AID can provide support during the planning stage by funding technical
expertise to assist the requesting host-country to determine fcasibility
of alternative systems and in program design. Once a project is designed
and acceptable to both the country and to AID, AID assistance usﬁnlly
takes the form of offsetting start-up costs, supportinog training and
retraining effores, and assisting vith s}stem evaluation. These costs
largely represent risk capital which is severely limited in many develop-
ing countries. AID may also provide limited compodity assistance. Basic
local operational costs are generally borne by the participating country.

The intent behind this program approach is that refinements of those
elewents t;;ted-and found effective in the demonstration area can be
carried forvard and replicated on a national scale wvithin resources
available to the country and vithout prolonged external assistance,

AID's efforts in integrated health delivery are responsive to
the Foreign Assistance Acts of 1973 and sub§equent y;ars, and to
Secretat} Kissinger's initiatives in the Seventh Special Session of
the Dnited Nations Ge;ernl Assembly., Title 1II, Sec. 304 of the
1975 Foreign Assistance Act states: "...Assistance provided under

this section shall be used primarily for extension of low—-cost,

- integrated delivery systems to provide health and family planning

services, especially to rural areas and to the poorest economic
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sectors, using perasedical and auxiliary medical personnel, clinics
and health posts, coumercial distribution systcies, and otﬂer modes
of coumunity outreach; health prograns which emph?si:e disease pre-
vention; environzental sanitation, and henlth education; and population
Plsnning prograzs which include education in responsible parenthood
and motivational programs, as well as delivery of family planning
services and which are coordinated with prograns ;imed at reducing
the infant mortality rate, providing better nutrition to pregnant
wosen and infants, and raising the standard of living of the poor."
With reference to easing rapid population growth and disease
affecting the poorest countries, the Secretary of State, in an address
to the Seventh UNCASS, stated: ™pne of the most promising approaches to
these problems is the integrated delivery of basic health services at
the coumrunity lsyel, corbining medical treatment, family planning, and
nutritional information and gsing lowly trained paramedical personnel.
The U.S. will support a major expansion of the efforts already underway{
including those in cooperation with the Worid Health 6tganization (wHO),

to develop and apply these methods. We strongly urge the help of all

conccerned nations.” The UNGA resolution which resulted states: "The

WHO and the competent organs of the UN system, in particular UNICEF,
should intensify the international effort aimed at improving health
conditions in developing countries by giving priority to prevention
of disease and malnutrition and by providing pricmary health services

to the corunities, including maternal and child health and family

velfare ,”
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Thg.Agency ijs strongly supportive of the resoluticus on Primary

Eealth Care passed in the 1975 and 1976 world Health Assemblies and

pursuing coordination of AID efforts vith those of WHO, UNICEF, other

joternational organizations, and with other donors.
Tables I and II surmarize AID assisted health delivery programs
for fiscal years 1976 and 1977 (July 1, 1975 to September 30, 1977).

Table I lists AID supported projects which seek to provide as an

end of project objective combined health, family planning, and putrition

jnformation oT services for the majority in the project area. 25 inte-

grated projects in 23 countries will be planned or under implementation

during fiscal year 1977.

Table II lists AID supported projects with partial integration of

health, family planning or putrition which do not have as & direct end

of project objective delivery of combined health, family planning and

putrition service for the majority io the project area. There are 37

projects listed in 32 countries, as well as 7 regional or worldvide

projects.

Full-scale demonstration efforts are exemplified by the DEIDS

progras ip Thailand, the Danfa and Lofs County projects in Africa,

and the Minas Gerais and Pernambuco activities in Brazil.

At tizes, AID supports only a segment of the bost country's over—

all developmen* of an integrated “program,; jo Tanzania, for example,

. AID lupporfs inzorporation of family planning into jts maternal and
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child health program, and in Lesotho a manpover development project

will troin nurse practitioners for use throughout the health system.

1o Cali, Colombia,:AID is assisting a research unit of the University

del Valle develop an evalustion of an innovative periurban delivery

systenm.
AID also assists programs to develop regional strengths in order

to facilitate expanded coverage. The Strengthening of Health Delivery

Systems activity in West Africa typifies this approach.
The AID centrally supported MEDEX and Center for Educational

Developowent in Health projects are developing and implementing innovative

educational methodologies for trainiog health paraproféssionals and

auxiliaries. Through the American Public Health Association, AID is

supporting activities in a demonstration project in Lampang, Thailand,

assisting a 20-country proj:ct in West Africa, developing health systems

information exchange, developing evaluation guidelines for low—cost

health delivery systeus, conducting a State of the Art survey of

bealth delivery systems, and providing technical expertise in health

and family planning.

The final activity for mention is the consultative services made

available by AID which can provide to developing ;Ountriel st no cost

professicnal expertise in pearly any facet of low-cost health delivery,

fncluding determining feasibility of alternative delivery systems, or

designing integrated systems and in developing evaluation methodologies.
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AID draws from a variety of resources to design, iwplement, and
evaluate its Lealth delivery system sctivities. From its own ranks,

AID can muster limited numbers of public health, family planning and

putrition professionals and geoeralists, sociasl scientists, design and

loan officers, eduzators, and others. AID sugoents its own manpower re-

gources through a variety of mechaniswms. It has access through inter-

ajency agreements Lo manplwer resources of the Department of Realth,

gducation and Welfare and other U.S. agencies. Through contracts,

subcontracts, and other arrangenments, it can draw from professional

organizations, private and voluntary agencies, schools of public

health, universities, and pr&vate iadividuals. Increasingly, AID
looks to a growing body of expertise in the developing world to

serve as resources to other countries.

Based on AID's eiperiénce. some observations are possible:
1) AID's emphasis on integrated health delivery systems is

relatively rezent. Barely five years ago the Agency decided to attenmpt

to find if it were possible to design health delivery systems capable -

of reaching majority populations with any kind of integraied maternal-

child health, family planning and putrition services. Developing

pations incgeasingly believe that pot only it is possible, but essential

to find alternative methods for reachiog their majorities. While there

is tremendous interest on the part of developing countries in these

concepts, the interested countries identify an irmediate and critical

need to share worldwide experiences aud exchange' information. AID is
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.actively supporting develo; :ent of infoiuvation exchange and waragement
systems, conferences and workehops to help ansver this demand.

2) thile alternative delivery mechanisms are sought, radical

departure froc existing, coaventional patterns of health delivery are
vieved by policy mwakers in free societies as political and budgetary

risks, AID assistance frequeatly offsets or minimizes these risks

by sharing the planning, training and evaluation costs of demonstrations
until countries have some assurance of the effectiveness of the new
patterns of bealth delivery and are williog to provide increasing

ancunts of their ovn limited resources to replicate patterns established

during the denonstrations.

3) 1In most developirg countries the health delivery system will
be suvccessful in achieving majority coverage only if local communities

can be stimulated to share major responsibility for provision of their

own health care., Existing informal and traditional systems supported

by the community can be synergistic to the formal system if pathways

can be developed vhich allow each system to drav upon the strengths

of the other.

4) twhile an increasing number of professional policy makers are

advocating alternative delivery systems, organized professional groups,

including medical and nursing schools and nasociatioﬁs, and schools of

public health wust be involved and fully participate in the nev systems,

Intensive efforts are required to assure that professionals understand their

!
partoership role and the roles of all others in the system. Training
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volunteers, auriliaries and paraptofessionalt vill be wasteful if their

cootributions are igrored, underutilized or misdirected by jl11-advised
or uninformed supcrvisory and professionll personnel.

s) A significant cost element nf new systems is attributable to
training. EveD the wost remote volunteeZ wmust receive some lxmple.

guidance jn the rudiments of »sodern™ maternal and child care, family

planning and nutrition if he is to best serve his community. 1B

addition to th2 requirement for rapidly retraining large pumbers of
existing personnél to periorm different rolgf..nev vays to train
additional categories of health vorkers must be developed (and paid
for). Traipers pust be traxned Hore effectxve training methods,

borrowing heavily from latest educational technologies, will be

required if majority coverage is to be achieved vithin the financial

capabilities of developing countries.

6) BHealth is jnfluenced more by changes in attitudes and behavioral

practicés than by specific nervxcen delivered. Health education is &

vital component ic any healtb systed, yet conventional health education

techniques appear to fall short jn motivating requisite change in

nititudes and behaviot.' AID and other dopors should wore actively

solicit the assistance of behavicral ecientists and should support

[ d [ 4 [d L L4 4 - -
experimentation vith iopovative vays to promote chanies 1D attitude

and behavior bepeficial to health status.
7) while it is generally agrecd that the major objective of

health delivery systens is to jmprove the bealth status of the poguln:ion,
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there is no general agreement on the measures of system effectiveness

vhich should be employed. A spectrus of possibilities exists which

- ranges from simple assessment of the proportion of target population

geached by the systcm:to more complex establishment and analysis of

jodicstors of assessing attitudinal and behavioral changes associated

vith aystem changes or modifications. A correspondingly wide range of

evalustion costs are associated with the complexity of the indicators

and measures utilized.

There are a few who argue that no evaluation is necessary.

On the other extreme are those who tend to lose sight of the original

intent of improving delivery systems and make evaluation the objective’

rather than an cutcome peasurenent of effectiveness of health service

delivery. With a fev exceptions policy wmakers desire evaluation

methodologies which will provide answers upon which to base rational

changes in any delivery system. AID is prepared to assist in the

development of useful evaluation methodologies and guidelines which

vary in complexity and cost, but vhich are practical in the context

of a variety of d:veloping world situations.

8) There ar=.those vho would argue a "medical threshhold syndrome”;

they would suggest that until countries are able to develop their

.conventional health systers to some arbitrary level (frequently

measured in physicisn-population ratio, hospital bed availability, per

capita health expenditures, erc.), that there is little cause to explore

nev vays of health care delivery. We hold tbat it is these very
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countries with the fevest resources that most require innovative

approaches to provide social esquity. The challenge is clear.

Surmmary: ]

AID is increasing emphasis on the development and evaluation;of
int;grated health delivery systems for waternal und child health,
family planning and nutrition. AID provides assistance to developing
countries wishing to develop such systems capable of reaching the
majority of their populations with basic services at costs the count;y
can afford. By 1977, AID will be assisting in the design, implementatiovn
or evaluation of 25 systems in 23 couatries. :

Based on AID's expetieﬂ;e, there is increasing demand for such
asgistance. iInterested countries identify the need to exchange
information and to share worldwide experience. Development of radical
nev systems involves political and financial risk which can be mini-
external assistance. Success in developing alterna-

R
tive delivery systems vill be related to developing community avareness

mized by temporary

snd responsibility, actively iovolving professional leadership, developing
new training methodologies, developing indicators of effectiveness of the

systems, and finding innnvative,te;hniques to alter health sttitudes and

behavior.



TABLE I* = AID PROJECTS WHICH SEER TO PROVIDE AS AN END CF

PROJECT OBJECTIVE COMBINED HEALTH, FAMILY PLANNING,
AND NUTRITION INFORMATION OR SERVICES FOR THE MAJORITY
IR THE PROJECT AREA

AFRICA:
Central African Republic Ouham Province Rural Health
Ghana Danfa Rural Health
Liberia Lofa County Outreach
Mali Rural Bealth Services
Senegal Rural Bealth Development
Zaire Basic Health Services

ASIA:
Korea Health Loan
Philippines Bicol Integrated Development Loan .
Kepal Integra:ion of He;ltb Services
Pakistan Basic Bealth Services Loan
Thailand Lampa;g Project (DEIDS)

NEAR EAST:

Afghanistan Basic Bealth Services

Egypt

Improvement of Rural Bealth Servic,



polivia

Prazil

Colonbia

Costa Rica
pDominican Republic
Guatemala

Bonduras
Jamaica

licaragua

Panama

#These listings for 1977 programs are estimates made in August,

Joint AID and host country decisions may alter the listings.

TABLE I (Continued):

LATIR AMERICA:

sealth Delivery Sector Loan
(plus technical assistance component )}

Integrated Health Delivery
(twvo project areas)

Realth Sector Loan
Tulane - PRIMOPS

Futrition loan
Family Planning Servicer

Health Delivery System Loan
(plus technical assistance cooponent.

Rural Health Services and Facilities
(plus evaluation of services)

Integrated Rural Health/FP
Primary Health Care - Corcovall Co.

Rural Healtﬁ-bevelopment Loan .
(plus technical assistance component

Bealth Delivery Systems

1976.



JABLE 1I* - AID SUPPORTED PROJECTS WITA PARTIAL INTEGRATION
OF REALTH FAMILY PLANNING OR NUTRITION WHICH
pO NOT HAVE AS A DIRECT END OF PROJECT OBJECTIVE
DELIVERY OF COMBINED HEALTE, FAMILY PLANNIKG
AND NUTRITION SERVICE FOR THE MAJORITY IN THE
PROJECT AREA

WORLDWIDE ¢

MEDEX :
Center for Educational Develop-

ment in Realth

AFRICA:
Regional MCH Extension
FP Training in Health Training Institutions
MCH & FP Training and Research Development
MCH & FP Nutrition Training & Development
Botswana MCH/FP
Cameroon Practical Training for Fealth Educators
Central West Africa Regional Strengthening Health Delivery Systems
Chad Rural H?llth Policy Planning & Managewment
Kenya Family Planning
Lesotho Training Prog?iﬁ, Manpower
Liberia RBural Health Delivery Training
Senegal Fanily Planning
‘Svaziland Bealth Manpower Training
Tanzania Manpower Training — MCH
. Togo Fanily HRealth Training
Zaire Health Systems Development

Bealth Development Zones

Maternal Chi.ld Bealth/FP

Kutritioo Plaoning



TABLE 11 (Continued):

ASIA:

Philippines Rutrition

_Population
Kepal Population
Pakistan Expansion of Population Plannir
Korea Population
*hailand Population Planning
Bangladesh Population/FP

LATIN AMERICA:

Chile Child Nutrition
Colombia Nutrition Loan

Costa Rica _Denmographic Education

El Salvador Fanmily Pianning and Populatiorn

Population and Family Realth

Cuatemala
Haiti Nutrition Iuprovement
Bonduras National Nutritional Developomer
Jamsica . Family Planning -
Nicaragua Family Planning

Nutrition Loan
Panama Health and Population
Paraguay .Popuiation

NEAR EAST:

Afghanistan AZGA Clinic Expansion
Morocco Family Bealth Training
Tunisia Family Planning
Yemen Health/Nutrition OPC |

*These listings for 1977 programs are estimgtés made in August, 1976.
Joint AID and host country decisions may alter the listings.
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