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1.0 Background
 

The World Federation of Public Health Associations
 
(WFPHA) held its third triennial congress during February
 
23-26, 1981, in Calcutta, India. The meeting was hosted
 

by the Indian Public Health Association (IPHA) during its
 

25th annual meeting and was cosponsored by UNICEF and WHO.
 

The theme of "Primary Health Care: World Strategy"
 
provided a unique opportunity for health workers from
 

government, the private sector, and international organi­
zations to exchange views and examine plans and progress
 

in implementing primary health care as the means to
 

reaching the worldwide goal of "Health for All by the
 

Year 2000."
 

The WFPHA has a membership of 32 national public
 
health associations from both developing and industrialized
 

countries. The IPHA, one of the Federation's founding
 
members, was selected from among several offerors to host
 

the meeting; the two previous triennial Congresses were
 

hosted by the Public Health Association of the Federal
 

Republic of Germany (Bonn, 1975) and the Canadian Public
 

Health Association (Halifax, 1978).
 

The WFPHA was founded in 1967 as a way for national
 

public health associations to join efforts to strengthen
 

the public health professions and to improve personal and
 

community health throughout the world. The initial group
 

of 7 members has grown to 32, with 4 additional public
 

health associations expected to apply for membership at
 

this year's annual meeting in May. Criteria for member­

ship are that the potential member group be concerned
 

with public health generally as distinct from single
 

disciplines; have status as a non-governmental organiza­

tion; and be recognized as the national public health
 
Annual dues
association of the country of origin. 


assessment is based on the national membership of each
 

member association.
 

The headquarters of the WFPHA are in Geneva; the
 

annual meeting is held there each May at the time of the
 

World Health Assembly of the World Health Organization.
 

Business in Geneva is transacted through the office of
 

the Honorary Secretary-Treasurer. Since inception of the
 

WFPHA, the American Public Health Association (APHA) has
 

served as the group's secretariat. The Executive
 

Secretary has traditionally been a member of the APHA
 

International Health Programs staff.
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2.0 Sources of Financial Support
 

Sources of funding for the Congress were as follows:
 

WHO & UNICEF: As a recognized non-governmental organiza­

tion in official relations status with both the World
 

Health Organization and the United Nationals Children's
 

Fund, the WFPHA provides an ideal mechanism through 
which
 

member groups can collaborate with international 
organiza­

tions in areas of mutual interest. In this instance, both
 

WHO and UNICEF cosponsored the Congress, providing 
funding
 

for participation from both headquarters and the 
various
 

regional offices and contributing to direct Congress 
costs.
 

WHO regional offices that contributed directly to 
Congress
 

or that sponsored participants were the Pan American
 c its 

Health Organization, the Eastern Mediterranean Regional
 

Office, the African Regional Office, the South 
East Asia
 

Regional Office, and the Western Pacific Regional 
Office.
 

Through a
US Agency for International Development: 

with the American Public Heal-th Association
contract 


(AID DSPE-C-0053, "Accelerated Delivery Systems 
Support"),
 

USAID calls on APHA to hold "one conference per 
year in
 

collaboration with other donors and designed to 
help the
 

health leadership in developing countries plan 
and extend
 

national primary health care programs." A sum of $21,346
 

AID/APHA contract funds were expended on the Congress 
to
 

support the participation of nationals from developing
 

countries as program participants, conference planning
 

activities by APHA staff, and to help finance a 
number of
 

direct conference costs.
 

In addition, several US AID missions financed travel
 

for their staff and/or host country counterparts 
to attend
 

the Congress.
 

American Public Health Association: APHA supported the
 

Congress through its annual dues to the WFPHA.
 

The Office

US Department of Health and Human Services: 


of international Affairs of the Health Resources 
Adminis­

tration awarded the WFPHA an $87,000 grant for 
the
 

These funds were used in part to support the
 Congress. 

travel and per diem of 25 U.S. delegates, 

including that
 
The APHA delegation
of 7 APHA staff and APHA leadership. 


was headed by Dr. William H. McBeath, APHA 
Executive
 

Director, and Stanley Matek, President-Elect 
of APHA.
 

HRA funds were also used to support direct 
Congress costs.
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Government of West Bengal: The government of West Bengal,
 

the state in which Calcutta is located, provided support
 

directly to the Indian Public Health Association for the
 
Congress.
 

Indian Council of Medical Research: The ICMR likewise
 
A 1981
supported the Congrass directly through the IPHA. 


joint publication of the ICMR and the Indian Council of
 

Social Science Research entitled Health for All: An
 

Alternative Strategy was distributed to all Congress
 
participants in their background documentation.
 

As the
All-India Institute of Hygiene and Public Health: 

seat of the Indian Public Health Association, the AIIHPH
 

lent its facilities and staff in the great amount of
 
The Organi­preparatory work necessary for the Congress. 


zing Committee was made up of IPHA members of the
 
Institute; special note should be made of the Scientific
 

Sub-committee, which reviewed all manuscripts and prepared
 

the volume of abstracts.
 

3.0 Objectives
 

The objectives of the Congress were threefold:
 

to foster the exchange of experiences in
" 

implement.Lag primary health care programs,
 
particularly on the inter-regional level;
 

to identify common problems and constraints and
* 

to learn of solutions that have been successful
 
in overcoming them;
 

to carry forth the challenge embodied in the
* 

Declaration of Alma-Ata by supporting programs
 

aimed at achieving "Health for All by the
 
Year 2000."
 

The Congress was dedicated to the memory of Dr. John
 

B. Grant, Director of the All-India Institute of Hygiene
 

and Public Health during 1939-1945, who pioneered many of
 

the principles supporting the primary health care move­

ment today. Present on his behalf were his widow, Denise
 

Grant, and his son, James Grant, Executive Director of
 

UNICEF.
 

4.0 Delegates
 

Over 700 delegates from some 50 countries attended
 

6 
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the meeting. Of these approximately one third were from
 
outside India. Countries represented included Angola,
 
Australia, Bangladesh, Brazil, People's Republic of China,
 
Canada, Ethiopia, Egypt, Gambia, Indonesia, Japan, Jordan,
 
Korea, Kuwait, Laos, Lebanon, Lesotho, Liberia, Mexico,
 
Mozambique, Nepal, Niger, Nigeria, Pakistan, Philippines,
 
Sri Lanka, Sudan, Sweden, Tanzania, U.K., U.S., U.S.S.R.,
 
West Germany, Yemen. The Congress was successful in
 
attracting, at minimal cost to AID, a number of senior
 
level people trom the Ministries of Health of developing
 
countries, thus helping to meet the APHA contractual com­
mitment for the conference to help the health leadership
 
in developing countries plan and extend national primary
 
health care programs.
 

There was a balance among delegates from government,
 
private groups, and international organizations. In
 
addition to the meriber associations of the WFPHA, groups
 
sending representatives included the World Health Organi­
zation, the United Nations Children's Fund, the U.S.
 
Agency for International Development, the Danish Inter­
national Development Agency, Medicus Mundi, Africare,
 
Project HOPE, the United Nations Fund for Population
 
Activities, the U.S. Department of Health and Human
 
Services, the Inter-American Development Bank, and the
 
World Bank.
 

5.0 Program
 

The program was designed to foster the objectives
 
through a mixture of plenary sessions and technical
 
workshops. These keynote addresses were delivered by
 
James Grant, Executive Director of UNICEF, and Dr. David
 
Tejada de Rivero, Assistant Director General of WHO. The
 
session was chaired by Dr. John LeSar, of USAID Delhi,
 
the ranking AID representative at the meeting. Mr. Grant
 
was introduced by Dr. William McBeath, Executive Director
 
of APHA.
 

5.1 Keynote Addresses
 

In his keynote address, designated as the Second
 
Hugh Leavell Lecture, Mr. Grant warned that as long as
 
goals for improving health remain merely the interest of
 
Ministries of Health, those goals are undoubtedly doomed
 
to failure. "It is only possible to overcome the worst
 
aspects of absolute poverty if alternative strategies are
 
devised in virtually every major field," he stated. We
 
in the front line of the primary health care movement must
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work to advance national will to devise and implement
 
strategies for social growth. The first step is to
 

as
convince the global community that human progress is 

important as economic progress. National decision-makers
 
must be shown that growth as indicated by reduction in
 
infant mortality or increase in life expectancy is as or
 
more important than growth in gross national product.
 

"We desperately need a series of examples to
 
illustrate how investments in health can bring dramatic
 
returns on the development front ...... Recent history shows
 
that progress often comes when ic is people-led, when
 
people are ahead of government," Mr. Grant added. Conse­
quently, we who are interested in improving health must
 
lead the cause by contributing to the will and by
 
facilitating progress.
 

Dr. Tejada analyzed the concept of primary health
 
care and the role of WHO as a coordinating authority and
 
technical resource. In his view, the complex nature of
 
health problems has in some circles led to an oversimpli­
fication of what primary health care means, while in
 
other circles an over-conceptualization has occurred.
 
In practice primary health care calls for the "development
 
of a set of health activities that should correspond to
 

health needs of the people, to the resources available,
 
and to the constraints existing at national or community
 
levels."
 

Primary health care in its fullest sense en­
compasses much more than the eight components enumerated
 
in the Declaration of Alma-Ata, according to Dr. Tejada.
 
The challenge is not to make a package of the eight
 
components, but to initiate some primary health care
 
activities while trying to fulfill such necessary in­
gredients as political commitment, transference of
 
responsibility in delivery of health services, use of
 
appropriate technology, multi-sectoral coordination,
 
community participation, and a supportive referral system.
 

The full texts of Mr. Grant's and Dr. Tejada's
 

addresses are contained in Appendix 4.
 

5.2 Overview Session
 

Day two began with a morning plenary session in
 

which primary health care leaders gave an overview of the
 

issues at hand. The five sub-themes covered were de­

veloping national plans of action, implementation of field
 

I 
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programs, manpower planning and training, special demon­

stration and research projects, and community partici­
pation.
 

Because of 	unavoidable last minute changes fro
 

the printed program for the Overview Session, the actual
 

list of program participants and their topics is given
 
here.
 

Session 201 	 "Overview Session"
 

Tuesday, February 24, 1981, 9:00-1:00
 
Oberoi Grand Hotel Ball Room
 

Chairman: 	 Dr. John Evans, Chief, Health,
 
Nutrition, and Population,
 
The World Bank
 

Rapporteur: 	 Dr. George Silver, Yale
 
University School of Medicine
 

Developing 	National Plans of Action
 

Dr. Samir Banoub, Kuwait, "Comprehensive
 
National Planning to Assure Integration of Primary Care,"
 

on behalf of Dr. Al-Awadi, Minister of Health of Kuwait
 

Dr. Carl Taylor, Johns Hopkins University School
 

of Public Health, U.S., "Planning for Implementation"
 

Dr. Samir Banoub, Director, Office for National
 

Health Planning, Ministry of Health of Kuwait, "Converting
 

National Policies and Commitments into An Implemented Plan
 

of Action"
 

Discussion: Abraham Drobny, Inter-American
 
Development Bank
 

Implementation of Field Programs
 

Dr. A.A. Rozov, Ministry of Health, U.S.S.R.,
 
"The Role of Primary Health Care in the National Health
 

System of the U.S.S.R.
 

N.N. Vohra, Ministry of Health, India,
 

"Critical Aspects of Implementation"
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ManPower Planning and Training
 

Dr. Timothy Baker, Johns Hopkins University
 
School of Public Health, U.S., "Health Manpower for
 
Primary Health Care -- A Framework for Planning"
 

Dr. Pien Chiowanich, Lampang Health Development
 
Project, Thailand, "Training of Rural Coammunity Para­
physicians and Volunteer Primary Health Care Workers: A
 
Partnership for Effective Rural Health Care"
 

Special Demonstration and Research Projects
 

Dr. Sushi.a Nayar, Kasturba Health Society,
 
India, "School Teachers as Community Health Volunteers"
 

Dr. David Morley, institute of Child Health,
 
U.K., "Health Care for All Children by 2000 A.D."
 

Community Participation
 

Leel Gunasekera, Director of Social Services,
 
Sri Lanka, "Keynote Speech on Community Participation"
 

Dr. Hunponu Wusu, University of Lagos, Nigeria,
 
"Community Participation in Nigeria"
 

The session was devoted to consideration of
 
What are the
recurrent themes in primary health care. 


obstacles? What are the simplest and most effective
 
pathways to accomplishment? What successful efforts can
 
be noted?
 

Dr. Banoub (Kuwait) and Dr. Taylor (USA)
 

addressed the problems of contraints and obstacles with
 
some emphasis on intermediate goals. Resource constraints
 
are serious and the world situation is such that we cannot
 
expect major budget increases in the near future. Health
 
programs do vot seem to have high priority and certain
 
bureaucratic rigidities obstruct needed change and col-


We must learn to use existing
laborative efforts. 

recources better.
 

We must develop stronger intersectoral coopera­
tive efforts. In this connection, it is plain that high
 
level policy decisions are better adapted to intersectoral
 
liaison, and that such decisions can be relayed through
 
agencies.
 

A 
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Programs that facilitate synergistic approaches,
 
such as social and economic development and health re­
source development are most desirable. Planning priorities
 
should reflect those decisions. Planning and management
 
capabilities must be developed to ensure maximum effective­
ness of programs in action.
 

Funding priorities should go to elements the
 
community does not want to pay for. Communities have
 
shown themselves willing to pay for buildings, food needs,
 
and curative medicines.. We have tried to get the com­
munity to pay for unpopular things like salaries. In
 
China, for example, the government funds secondary and
 
tertiary hospitals; communes and production teams fund
 
primary health care.
 

In calculating resource potential, the tradi­
tional aspects and resources of health care must not be
 
overlooked.
 

Drs. Drobny, Pien, Baker, and Rozov addressed
 
themselves to implementation with rather more emphasis
 
on manpower, but including organizational elements as
 
well. First of all, it is clear that implementation will
 
require a matrix of health workers with different costs
 
and benefits. Obviously, to the extent possible, a shift
 
is favored toward less skilled front line workers.
 
However, the costs of supervisiol and some quality con­
cerns dictate careful analysis "nd not rigid dogma in
 
decisions on types and distributions of health workers.
 

There is an interdependence of frontline health
 
workers and physicians. They need to function as a team.
 
For doctors to be educated to understand and accept
 
the team role, changes in curriculum and training will
 
be necessary.
 

Continuing education is a sine qua non for all
 
health workers -- as the situation changes, they must be
 

prepared to change with it.
 

While productivity is a key element in maximum
 
deployment of resources, quality is an essential element
 
in both "care" and "cure." Patient satisfaction is an
 
element that cannot be overlooked.
 

Health programs cannot exist in a vacuum, and
 
prograras for reasonably adequate nutrition, education,
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and employment must be pursued concurrently with health
 
program development. This means also education and health
 
system orientation in other sections for eventual joint
 
activity.
 

Women are a powerful resource that cannot be
 
neglected in human resource considerations. They must
 
be protected, efficiently used and given equal oppor­
tunities in health services. With education, training
 
and investment mothers can do more than health workers in
 
saving children's lives.
 

Mr. Vohra spoke eloquently to planners and
 
implementers alike regarding several aspects of the pro­
blem. He pointed out that the existing structures of the
 
health services have to be dealt with; we do not start
 
with a clean slate. Education of clients has to accompany
 
education of health care workers to ensure that all seek
 
the same goals.
 

Planning and management, a number of speakers
 
emphasized, must be strengthened at every level: top,
 
bottom and in between. There nee.d be no single planning
 
mode -- creative tension is desirable. Let's have top­
to-bottom and bottom-to-top channels open simultaneously.
 

It should be brought home chat management of
 
primary health care is not easier, but more complex than
 
institutional management,and training should be so
 
structured. At the same time, primary health care mana­
gers must be given flexibility and freedom to innovate;
 
division of authority is extremely important. There will
 
be more involvement, more expression of initiative, and
 
probably more prompt and effective implementation.
 
Accountability must be emphasized, however, so that
 
services are seen to reach people.
 

While planning is best achieved in the multi­
sectoral mode at the top, at the community level the
 
multisectoral viewpoint will best be achieved if the
 
impetus comes from below. Government implelentation is
 
better done by a particular section since bureaucracies
 
are difficult to change.
 

There was a useful suggestion for a high level
 
commission for social development on an equal footing
 
with the Commission on Economic Development. Separate
 
national commissions (e.g., primary health care, popula­
tion, nutrition, women, etc.) should be avoided as
 
counterproductive.
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Every speaker emphasized the-need to develop
 
greatly co,.munity involvement and participation. It is
 
extremely important to create active pursuit of health
 
objectives by citizens themselves. They should not be
 
passive, dependent recipients of services. Moreover,
 
such dependency fosters imprecise and sometimes irrelevant
 
program planning and uncaring service provision. A primary
 
health care program needs the advice and guidance of the
 
community to carry out its mission. Community members
 
are key providers. As Dr. Nayar pointed out how school
 
teachers helped to improve children's nutrition, Dr. Morley
 
pointed out that older children have a great influnce
 
because they spend so much time with younger children and
 

should be used in services ("CHILD-to-child"). In some
 
instances evidence was given, as Dr. Hunponu Wusu did, of
 

community control of primary health care, in which the
 

situation was much better for students to learn and
 
There was mention of self help,
patients to receive care. 


Dr. Gunasekera
better understanding and use of services. 

emphasized involving citizens' spiritual and traditional
 
values as well as professional concerns in a primary health
 

care center. This offered more satisfying results and
 

increased citizen interest and participation.
 

Many speakers, including one from the floor,
 

emphasized the importance of investment in female literacy
 

and income earning which together may do a great deal
 
toward improving the health of children.
 

Dr. Evans concluded with a crisp summary:
 

-,Help for the primary health care program must
 
come from outside as well as inside the
 
health field.
 

- Improvement of health for children waits 
upon improvement of the status of women. 

- Planning should be both to-to-bottom and
 

bottom-to-top.
 

- The present balance of resources distributions
 
is incorrect, and it should be changed at
 
the front line.
 

The complete texts of the papers of Drs. Banoub,
 

Taylor, Baker, Pien, Morley, and Gunasekera are contained
 

in Appendix 5.
 



5.3 	Workshops
 

The plenary sessions were followed by two sets
 
-- one set on Tuesday afternoon,
of concurrent workshops 


and one set on Wednesday morning. Participants were
 
therefore able to choose two workshops on different sub­
themes or two workshops on the same sub-theme. In
 
addition, a special session sixth workshop was held on
 
Wednesday morning to allow for the presentation of a few
 
papers that had inadvertently been left out of the final
 
program.
 

5.4 	 Concluding Sessions
 

Plenary sessions resumed after the morning
 
workshops. WHO representatives presented the plans and
 
progress of their area in a session on regional strategies;
 
this session also contained presentations on the roles
 
of voluntary organization and professional organizations.
 

In the concluding session, an hour of open
 
discussion was followed by remarks by Dr. David Morley,
 
Dr. Hunponu Wusu, and a congress summary delivered by
 
Dr. Banu Coyaji on behalf of a steering committee made up
 
of representative Congress delegates. The summary con­
tained a series of recommendations for further implementa­
tion of primary health care.
 

The last order of business was a vote of thanks
 
from Dr. Yousif Osman, Vice-President of the WFPHA.
 

The complete program as distributed to partic­
ipants is contained in Appendix 1. Also included is the
 
program for the special session workshop.
 

The final day of the Congress offered a choice
 
of field trips to health facilities in and around Calcutta.
 
The list of sites is contained in Appendix 2.
 

6.0 	 Recommendations of the Congress
 

A steering committee formulated a series of eleven
 
conclusions/recommendations emanating from the delibera­
tions of the Congress. These were presented to all
 
participants by Dr. Banu Coyaji during the concluding
 
session.
 

In her closing comments, Dr. Coyaji remarked that
 
"one 	striking point that has emerged is the commitment
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of all of us assembled here from fifty countries to the
 
fulfillment of the goal of Alma-Ata -- Health for All by
 
the Year 2000."
 

She noted, however, that this will remain a slogan
 
unless there is a total revolution in the delivery of
 
health care:
 

"This cannot be achieved by minor reforms,
 
expansion of systems as they exist today. We
 
have to move away from outdated, counterproduc­
tive, personalized, hospital-oriented health
 
care with its super-specialization, sophistica­
tion, skyrocketing costs, and mystification,
 
which has given excellent service to five
 
percent of the people, mediocre service to
 
another fifteen percent, and practically no
 
service to eighty percent of our people.
 

Primary health care should be the corner­
stone of health services, and the community
 
should be involved at all stages, from plan­
ning, training, implementation, and funding.
 
Why are we not ready to hand over funding to
 
the community?.... They who are the consumers
 
of health care should no longer be at the
 
periphery, but at the heart of the system....
 
Services dc not reach the people, but begin
 
with the people and are located in their midst.
 

The message to them should be: Your
 
health is in your hands -- the quintessence
 
of the community health approach. 'Health
 
for All' depends above all on three impor­
tant things. Most important of all, the will
 
to do it--nothing can be done without it; the
 
extent to which it is possible to reduce
 
poverty, to achieve social and distributive
 
justice, and to spread education; and the
 
extent to which it is possible to organize
 
the poor and underprivileged to fight for
 
their basic rights.
 

If we the people rededicate ourselves
 
to the realization of these goals, we will
 
be able to keep our destiny by the year
 
2000."
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Congress Recommendations for the Further Implementa­
tion of Primary Health Care
 

1. Reaffirmetion
 

Two and one half years have passed since the goal
 
of "Health for All by the Year 2000" was officially de­
clared by the signatories of the Declaration of Alma-Ata.
 
As we have taken initial steps to meet that goal, our
 
conviction that it can be achieved stands firm. Today we
 
reaffirm that goal as well as the recommendations of the
 
Declaration of Alma-Ata.
 

We also welcome the United Nations General
 
Assembly action in December 1980 that included "Health for
 
All by the Year 2000" and the promotion of primary health
 
care as part of the New International Development Strategy
 
for the 1980s and beyond.
 

2. Achievements
 

The emphasis on primary health care has raised
 
the consciousness of policy-makers and has achieved a
 
landmark shift in public thinking so that the universal
 
availability of health care has become an accepted goal.
 
In the spirit of Alma-Ata, a wide range of actions have
 
been initiated. In particular, the health system is
 
searching for new working relationships with communities
 
and is beginning to collaborate with other development
 
sectors.
 

3. Fulfillment of Commitments
 

The next few years will be critical as directions
 
are set for the twenty-year journey we have begun. The
 
time has come for governments to fulfill the commitments
 
they made at Alma-Ata and in adopting the UN New Interna­
tional Development Strategy. The process of developing
 
national and regional strategies has been initiated and
 

We now need carefully structured
will continue to evolve. 

implementation plans defining targets and timing and
 
assigning direct responsibilities.
 

4. Synergism
 

For universal primary health care to become a
 
reality, the community role must be central, with national
 
policy specifically designed to promote self-reliance.
 
The health services should stimulate and support a process
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by which communities and families become primarily respon­

sible for the planning, implementation, and monitoring of
 
In this process, communities
actions to promote health. 


and families will also contribute substantial resources to
 

the improvement of their health. Decision-making about
 

health should begin with the people rather than treating
 

the public as consumers who become increasingly dependent
 

as services become more sophisticated and expensive.
 
Synergistic national and community planning can result in
 

programs that are economically feasible, culturally and
 

politically viable, and based on appropriate technology.
 

5. Role of Private Groups
 

Such private groups as professional associations
 

and voluntary organizations can be especially influential
 

by carrying out three functions: to help create and main­

tain the political commitment and public motivation that
 

is required for implementation; to pioneer new approaches
 

through special projects; and to help shape the values
 

that determine the day to day work of all health workers
 

and, through them, of society generally. Involvement of
 

these groups stimulates a greater sense of caring in the
 
As with community participation, government
community. 


services should include private organizations in planning
 

and decision-making.
 

6. Exchange of Experiences
 

An immediate need is to provide more opportunities
 

for exchange of experiences among those involved in field
 
Many forms of informa­activities in primary health care. 


Health institutions should
tion exchange must be used. 

play a leading role in this regard since field workers
 

often do not have the time to analyze and report the re­

sults of their work.
 

7. Urgency for Research
 

Greatly increased support should be provided for
 

health services research that leads directly into a process
 
Health services research can provide
of implementation. 


direct means of applying the results of biomedical research
 

and resoIve Lhe growing problems in organization, manage-

Special support is
ment, and funding of health care. 


needed to extend rapidly the development of expertise 
in
 

health services research. Field projects covering popula­

tions large enough to test and demonstrate all components
 

of an effective primary health care system are needed.
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Progressive incorporation of new approaches and methods
 
should be based on adaptation, extension, and training
 
that builds on the considerable successes in current
 
projects.
 

8. Evaluation and Monitoring
 

Better evaluation and monitoring must become a
 
continuing process so that substantive learning from ex­
perience occurs. New approaches are needed for systematic
 
surveillance and feedback, using indicators that not only
 
measure inputs, but also outcomes as shown by impact on
 
health status.
 

9. Concomitant Steps
 

Measures to improve the socioeconomic status of
 
communities must occur concomitantly with health services
 
development. In particular, increasing opportunities of
 
women through access to education, income, and participa­
tion in decision-making will lead to health improvements.
 
Additionally, specific preventive measures for common
 
diseases, prenatal care better nutrition of children and
 
women, encouragement of breastfeeding, and better living
 
conditions should be part of a major and concerted effort
 
to reach these, the most vulnerable of all groups.
 

10. Framework for Implementation
 

The practical process of implementation requires
 
immediate attention to providing a new framework of'manage­
ment including supervision, logistics, referral, evaluation,
 

A fundamental need is reallocation of
and surveillance. 

roles among the various categories of health personnel,
 
community representatives and family members, with appro­
priate training at each level. Rationalization is required
 
of the use of drugs and technology with specific new con­
trol measures such as are provided by the new WHO/UNICEF
 
code on infant feeding.
 

11. Resource Realignment
 

Underlying all these recommendations is the
 
absolute necessity for more financial support. Interna­
tional funding should be mobilized to contribute to and
 
fit in with national plans. Health for all will require
 
substantial resources from all levels of participation -­

local, national, and international. A realignment of world
 
priorities will help make a better quality of life for the
 

world's people a feasible goal.
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7.0 Evaluation of the Congress
 

Tabulation of Participant Questionnaires
 

A printed evaluation questionnaire was distrib­

uted to Congress participants during the first series of
 forms
workshop sessions. Delegates were asked to fili tl. 


out after their last session of attendance and leave them
 
To date some 150 completed
in the registration area. 


questionnaires have been received.
 

Tabulation to date shows that the two subjects
 

of greatest interest to participants were community
 

participation and manpower planning and training.
 

Dr. David Morley's presentation on "Health for
 

All Children by the Year 2000" was rated most often among
 

the five best presentations. Following, in descending
 

order, were James Grant's keynote address, Carl Taylor's
 

talk on "Planning for Implementation," Mya Tu's presenta­

tion on the South East Asia Regional Strategy for Health
 

for All, and Dr. Samir Banoub's presentation "Converting
 

National Policies and Commitments into an Implemented Plan
 

Texts of most of these presentations are con­of Action." 

tained in Appendices 4 and 5.
 

It should be noted that since the plenary sessions
 

did not compete with others for attendvice, it is virtually
 

assured that the most frequently listed as the best pre-­

sentations would be from among those in plenary sessions.
 

When tabulating results from workshop sessions separately,
 

presentations most frequently listed were those of Kalyan
 

Bagchi (Bangladesh) "Nutrition in Primary Health Care,"
 

N.H. Antia (India) "Problems in Primary Health Care and a
 

Strategy for Action," and Dr. Richard Smith (U.S.) "Primary
 
-- Practical Con-
Health Care: Diarrhetoric or Reality? 


siderations from Field Experiences." Copies of Dr. Smith's
 

presentation and of another well received paper, that of
 

Dr. Raymond Isely, are contained in Appendix 6 as illustra­

tive examples of workshop presentations.
 

Other results of the tabulation follow.
 

Over half (77) of participants polled found
 e 

the meeting of direct value to their work;
 
63 found it stimulating, but not of direct
 
value; 2 found it not relevant.
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* 	An cverwhelming number (104) found the
 
most valuable part of the meeting was
 
hearing about new ideas and sharing ex­
periences.
 

e 	Concerning pxogram, one half of the sug­
gestions favored more discussion, one
 
eighth more plenary sessions, another
 
eighth more presentations of papers in
 
workshop sessions, and one quarter found
 
the balance of the three appropriate.
 

e 	116 respondents found the Congress docu­
mentation that was provided to all
 
participants useful; 25 answered no to
 
this question.
 

* 	Concerning logistics, overall organiza­
tion was rated good, transportation good
 
to fair, facilities good (excellent
 
ranked second), and cultural events and
 
meals were both rated excellent to good.
 

a 	Rating the Congress overall, 63 partici­
pants said the meeting met their
 
expectations quite a bit, 44 said it met
 
then somewhat, and 15 found the meeting
 
exceeded their expectations; 20 partici­
pants said the Congress only met their
 
expectations minimally.
 

Two thirds of those polled reported th.t
* 

the Congress was successful in acquainting
 
them with some innovative approaches.
 
When asked to specify, the following
 
were listed:
 

- distance learning progr,ms 
- design of clId-sized latrines 
- training women in maintenance of hand 

pumps
 
- use of teachers for community health 
work 

- the various possible levels of com­
miunity participation 

- insights into health planning 
- the Sarvodaya "awakening of all" con­
cept in Sri Lanka 

- teaching preparation of rehydration 
fluid 
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- developing visual aids for community
 
education and participation
 

- use of analytical teaching methods in
 
lieu of traditional didactic teaching
 

- insights into training community
 
health workers
 

- value of motivational factors in im­
proving health
 

- insights into manpower planning
 
- program for delivering health care
 

services to nomads
 

Several of these innovations are described in
 
the April 1981 issue of the APHA quarterly newsletter
 
Salubritas.
 

A copy of the evaluation form and totals of the
 

tabulation are contained in Appendix 7.
 

7.2 Preliminary Assessment
 

The Third International Congress of the World
 
Federation of Public Health Associations set a new land­

mark for non-gcvernmental international public health
 
gatherings.
 

" 	Collaboration from many groups, both govern­
mental and non-governmental, led to a
 
successful meeting.
 

* 	A forum was provided for formal and informal
 
exchange of experiences across national
 
and regional lines among representatives
 
of government, the private sector, and
 
international organizations.
 

* 	The conference was marked by exceptional
 
attendance, both ir,total numbers and in
 
balance of representation among the various
 
components of the health sector and among
 
the yarious levels of health practitioners,
 
including service deliverers, program
 
managers, national planners, educators,
 
representatives of international coordi­
nating bodies, donors, and internationally
 
prominent spokesmen for the health for
 
all movement.
 

7,vO
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e 	Participants profited from a variety and
 
balance of presentations focusing on
 
theory and practice, planning and imple­
mentation.
 

0 	Participants benefited from the oppor­
tunity to observe public health problems
 
and their attempted solutions in India.
 

o 	The meeting was a source of motivation and
 
renewed challenge for participants to con­
tinue their work in implementing primary
 
health care.
 

The strain on facilities brought about by the
 
impressive attendance and an overly laden program that
 
did not leave ample time for discussion were conference
 
weaknesses that should be corrected at the next Congress.
 

8.0 Post Congress Publications
 

Three publications related to the Congress will be
 
available to the public in the coming months.
 

In 	honor of Dr. John B. Grant and the Congress, the
 
Johns Hopkins University Press has published a special
 
edition of his collected writings, Health Care for the
 
Community, as edited by Conrad Seipp. The volume was out
 
of 	print before this republication. Congress delegates
 
from developing countries were able to purchase the book
 
at a subsidized rate, thanks to an AID/HHS subvention.
 
The volume is now available at the special rate of US$8.50
 
from the American Public Health Association and the
 
National Council for International Health. List price
 
is 	$12.50.
 

The WFPHA is preparing a specialized publication on
 
the Congress that will include the full t:ext of keynote
 
presentations, summaries and excerpts of particularly
 
valuable presentations, recommendations of the Congress,
 
an 	index of program presenters and their topics, photo­
graphs, and a list of delegates. One goal of this
 
publication is to make the content and conclusions of the
 
Calcutta Congress known to decision makers who were not
 
pre~ent at the meeting and who may not be specialized in
 
the health field.
 

Thirdly, preliminary plans of the Indian Public Health
 
Association call for publication of the full Congress pro-*
 
ceedings later this year.
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AND 
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PROGRAMME 

Hours Monday, 23-2-1981 

0800 to 0845 Registration 

0930 to 1100 Inaugural Function 
Placo : Rabindra Sedan 

1100 to 1130 Tea/Coffee Break 

1130 to 1215 DHANWANTARI ORATION 
Chairman: D. N. Chakraborty (India) 

Y. L.Vasudova (India) 

Community Involvement and Community 
Participation In Health Care Delivery 
and end of line Health Care Delivery 

1300 to 1400 Lunch 

1400 to 1645 101 	 KEYNOTE SESSION (Plenary I) 
Place : Obeoi Grand Hotel (Ball Room) 

Chairman: J. Lesar (U.S.A.) 
Keynote Address : Socond H. R.Leavell Lecture 
Introduced by: William McBeath, APHA Executive Director 
James Grant, Execiotive Director, UNICEF 
Keynote Address : David Tojida do Rivero, 
Assistant Director-Gonoral. WHO 

1830 onwards 	 Dinner 

(In the following pages figures within parentheses indicate Abstract 
numbers) 
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Tuesday, 24-2.1981 

Hours 

0900 to 1300 201 OVERVIEW SESSION (Plenary II) 
Place : Oboroi Grand Hotel (Bal1 Room) 

John Fvins. Chief, Health, Nutrition and Population,Chairman: 
World Bank, Now York 

Rapporteur: George Silver (U.S.A.) 

0900 to 0905 Opening Remarks by the Chairman 

0905 to 0945 DEVELOPING NATIONAL PLANS OF ACTION 

0905 to 0920 Samir Banoeb (Kuwait) 

NationalPrimar/ Health Care : Converting 
ments into an Implemented Plan of Action 

Policies and commit­
(P 1) 

0920 to 0935 John S.Bryant (U.S.A.) (l'i /"c 

0935 to 0945 DISCUSSION : Barkat Narain (India) 
Interdependence of Health and Welfare Programmes (P 2) 

Abraham Drobny (Inter American Devoluipmont Bank) 

0945 to 1025 IMPLEMENTATION OF FIELD PROGRAMMES 

0945 to 1000 0. V. Grinina and A. R.Ro2ov's (U.S.S.R.) 

Primary Health Care in the National Health Services of the Soviet 

Union 

1000 to 1015 N. N. Vohra (India) 

1015 to 1025 DISCUSSION 

1025 to 1105 MANPOWER PLANNING AND TRAINING 

1025 to 1040 Pien Chiowanich (Thai!and) 

1040 to 1055 Carl Taylor (U.S.A.) 

1055 to1105 DISCUSSION : Timothy Baker (U.S.A.) 

1105 to 1130 Tea Break 

1130 to 1210 SPECIAL DEMONSTRATION AND RESEARCH PROJECTS 

1130 to 1145 Sushila Nayar, B. K. Mahajan, P. N. 
M. D. Gupto (India) 

Rao, Darshan Singh and 

School Teachers as Community Health Volunteers (113) 

1145 to 1200 David Morley (England) 
Health Care for all children by 2000 A.D. (P 3) 
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Hours 

1200 to 1210 DISCUSSIO'l 

1210 to 1250 COMMUNITY PARTICIPATION 

1210 to 1225 A. T. Arlyaratne and Luol Gunasikara (Sri Lanka) 

1225 to 1240 0. Ransome-Kutl and A. Bamisaiyo (Nigeria) 

The Progressive Involvement of the Community in Primari Aealth 
Care : A Plan from Lagos (Nigeria) (P 4) 

1240 to 1250 DISCUSSION 

1250 to 1300 Concluding Remarks by the Chairman 

1300 to 1400 Lunch 

Tuesday, 24-2-1981 

202-206 : Scientific Session I 

1415 to 1716 trs Concurrent Sessions on Sub-Thomes. 

choice. In each ScientificParticipants select a Scientific Session of their 
Session seven authors from different places will present their topics for 15 

This would be followed by exchange of information.minutes each. 

202 DEVELOPING NATIONAL PLANS OF ACTION 

Place : Oberoi Grand Hotel (Ball Room) 

Chairman: Dr. Alli (Nigeria) 

Rapporteur: M. B. Bodram (Canada) 

Hours 

1415 to 1420 Introductory Remarks by the Chairman 

1420 to 1435 R.A. Smith (U.S.A.) 

Primary Health Care-Diarrhoetorlc or Reality ? 
-Practical Considerations from Fiel Experiences (1) 

1435 to 1450 N.'H. Antia (India) 

Problems in Primary Health Care and a Strategy for Action (2) 

Rama Ram, L. C.Gupta and A. K. Ram (India)1450 to 1505 

Present Situation of Primary Health Care in the different 
countries (3) 

1505 to 1520 0.0. Hunponu Wusu (Nigeria) 

Strategies of Primary Prevention for Public Health Personnel in the 
Delivery of Primary Health Care in Nigeria (4) 
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Hours: 

1520 to 1535 Mary Ann Micka (Sudan) 

Sudan's Plan for Prlmqry Hnalth Care among Nomads (5) 

1535 to 1555 Tea/Coffee Break 

1555 to 1610 Younghat Ryu and Sung Woo Leo (Korea) 

Country Statement on Primary Health Care in Korea (6) 

1610 to 1625 A Basu and P.Sen (Canada) 

Programme for Primary Health Care in Nursing (7) 

1625 to 1705 DISCUSSION 

Invited Discussants 

K. K. Datta, R.S. Sharma and C. K. Rao (India) (8)
A. K. Sannoh (Gambia)
George Varky (India) 
M. Ibrahim Soni (India) (9)
Ajit Mehta (India) (10)
B. G. Saharabudhe (India) (11) 

OPEN 
1705 to 1715 Concluding Remarks by the Chairman 

1900 to 2030 Visit to Exhibi;ion at Maiden 

2030 onwards Dinner by WFPHA 

Tuesday, 24-2-1981
 

202-206 : Scientific Session I
 

1415 to 1715 Irs Concurrent Sessions on Sub-Themes
 

203 IMPLEMENTATION OF FIELD PROGRAMMES 

Place :Viceroy Room 

Chairman: Yousif Osman, (Sudan) 

Rapporteur: Jeremiah Norris (U.S.A.) 

1415 to 1420 Introductory Remarks by the Chairman 

1420 to 1435 Pion Chlowanich, John Rngosch and Ronald Wilson (Thailand) 

A System of Evaluation and Management Information for Inte­
grated Rural Health Care :The Lampang Project Experience (21) 

4.
 



Hours 

1435 to 1450 Gyan Sager (India) 

Management Approach to Integrated Rural Development (22) 

1450 to 1505 N.T. Dorotho (Lesotho) 

1505 to1520 E. Daniel and H. Palti (India) 

Evaluation of Anaemia Control Programme for Infants and under 
two years children In a West Jerusalem Community (23) 

1520 to 1635 A. A. Contractor (India) 

Primary Health Care-World 
Programme (24) 

Strategy-Implementation of Field 

1535 to 1555 Tea/Coffee E oak 

1555 to 1610 B. N. Tandon (India) 

ICDS Approach-Its Relevance to Primary Health Care (25) 

1610 to 1625 Asish Bose (India) 

Logistical support 
Programme (26) 

for Implembntation of Primary Health Care 

1625 to 1705 DISCUSSION 

Invited Discussants 

D. Rama Rao (India) (27) 
S. K.Sharma (India) (28)
A. K. Govila and S. Sapra (hidia) (29)
Deoki Nandan, V. P. Shrotriya and S. P. Agnlhotrl (India) (30)
K. K. Datta, R. S. Sharma, R. K. Misra, V. K. Kaushik and 
M. Datta (India) (31)
Prema Ball (India) 

OPEN 

1705 to 1716 Concluding Remarks by the Chairman 

1900 io 2030 Visit to Exhibition at Maiden 

2030 onwards Dinner by WFP14A 
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Tuesday, 24-2-19dl 

202-206 : Scientific Session I 

1416 to 1715 hrs Concurrent Sessions on Sub-Themes 

204 MANPOWER PLANNING AND TRAINING 

Place : Burdwan Rooin 

Chairman : N.R.E. Fendall (U.K.) 

Rapporteur:Abobe Engdasaw (Ethlpla) 

Hours 

1415 to 1420 Introductory Remarks by the Chairman 

1420 to 1435 B. Ghosh (India) 

A Methodology for Projection of requirements and Supply of 
Specialists in Health Sciences (41) 

Ronald Wilson and1435 to 1450 Pion Chiowanich, Choomnoom Promkutkeo, 
John Rogosch (Thailand) 

Training of Rural Community Paraphysicians and Volunteer Primary 
Health Care Workers : A Partnership for Effective Rural Health 
Care (42) 

1450 to 1505 Eugene Boostrom (U.S.A.) 

Appropriate Technical Co-operation for National 
Programs: Use of Prototype Materials In Training 
Management (43) 

PHC 
and 

1505 to 1520 A. L Saha (Nigeria) 

Growth of Primary Health Care Services In Nigeria (44) 

1520 to 1535 J. D.Alter and Satya P. Sangal (U.S.A.) 

Maldistribution of Physicians in India and the United States (45) 

1535 to 1555 Tea/Coffeo Break 

1555 to 1610 D. Banorjoo (India) 

Training of Public Health Workers (46) 

1610 to 1625 P. K. Khan (India) 

Total Health Care duing Female Sterilization (47) 
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Hours 

1626 to 1705 DISCUSSION 

Invited Discussants 

Timothy Baker (U.S.A.) 
Mustaq Chaudhury (Pakistan) 
AIdallah Baltaji (Lebanon)
G. P. Sen and P.N. Khanna (India) (48) 
Sova Sen (India) (49) 

OPEN 

1705 to 1715 Concluding Remarks by the Chairman 

1900 to 2030 Visit to Exhibition at Maiden 

2030 onwards Dinner by WFPHA 

Tuesday, 24-2-1981
 

202-208 : Scientific Session I
 

1415 to 1715 hrs Concurrent Sessions on Sub-Themes
 

206 	 SPECIAL DEMONSTRATION AND RESEARCH PROJECTS 

Place : Regal Room 

Chairman: Abdol Rahaman Kobbashi (Sudan) 

Rapporteur: John B. Wyon (U.S.A.) 

1415 to 1420 Introductory Remarks by the Chairman 

1420 to 1435 Kamal Islam (Bangladesh) 

Gonoshasthya Kendra-Savar Piiject (58) 

1435 to .450 	 Uthaiwon Nutcharas (Thailand) 

Lompang Project-A Research Project in Primary Health Care (59) 

1450 to 1505 Esmond J. Garrett, Kiran Kumar Alla and K. L. Standard 
(West Indies) 

Approaches to Primary Health Care in the Caribbean (60) 

1505 to 1520 K.S. Sanjivi and M. A. Ramaswamy (India) 

Mini Health Centro Project (61) 
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Hours 

1520 to 1535 K. K.Chaudhury (India) 

Medic Scheme in Arunachal Pradesh (66) 

1535 to 1555 Ten/Coffee Break 

1555 to 1610 Banu J. Coyaji (India) 

Vadu Budruk Rural Health Project (62) 

1610 to 1625 Krishan Lal and J K.Sharma (India) 
Rehbar-I-Sehat, Schomo in Jammu and Kashmir State (63) 

1625 1o1705 DISCUSSION 

Invited Discussants 

Gladys Hardy (U.S.A.)
R.D.Bansal, V. K.Gandotra and S. P.Suri (India) (64) 
B C.Ghosal (India) (65) 
V. Rahamathullah and C.R.Ramachandran (India) (67) 

OPEN 

1705 to 1715 Concluding Remarks by tho Chairman 

1900 to 2030 Visit to Exhibition at Maiden 

2030 onwards Dinner by WFPHA 

Tuesday 24.2-1981
 

202-206 : Scientiflo Session I
 

1415 to 1715 hrs Concurrent Sessions on Sub-Themes
 

206 COMMUNITY PARTICIPATION 

Place : Pre-function Room 

Chairman : Francisco Sangane (Mozambique) 

Dobhanom Muangman (Thailand)Rappotteut : 

1415 to 1420 	 Introductory Remarks by tho Chairman 

1420 to 1435 	 Vimala Charles (India) 

Community Dovolopment-An Entry Point in Community Parti­
cipation (78) 

Mary P.Johnston (Indonesia)1435 to 1450 

Community Participation in Primary Health Care Programme (79) 



HoUri 
1450 to 1505 Mary Annel (Guatemala) 

Rural Health Promoters' Project 

1505 to 1520 Susan 8. Rifkin (Hong Kong) 

Attitude About Community Participation ii Community Health 
Programme (81) 

1520 to 1535 	 Raymond Isoloy (U.S.A.) 

1635 to 1555 Tea/Coffee Break 

1555 to 1610 N. S. Deodhar, P.C. Sen and A. Rahman (India) 

Singur Shows the Way-An Experiment on Community
Participation (82) 

1610 to 1625 D. Banerjeo (India) 
Community and Health Services (83) 

1625 to 1705 	 DISCUSSION 

Invited Discussants 

U. N. Jajoo (India)
H. N. Mathur (India) (85)
S. K. Sharma (Indii) (80)

Pramila Subramaniam and Saroj S. Jim (India) (87)

J. S. Gill and Monica Sharma (India) (80)
S. K. Roy, B. 	 B. Mukhopadhyay, M. M. Ganguly and 
R. Des (India) (89) 

OPEN 

1705 to 1715 Concluding Remarks by the Chairman 

1900 to 2030 	 Visit to Exhibition at Maidan 

2030 onwards 	 Dinner by WFPHA 

Wednesday, 25-2-1981 

301-305 : Scientific Session II 

0900 to 1100 hrs Concurrent Sessions on 'five Sub-Themes 

Participants select a Scientific Session of their choice. In each Scientific 
Session five authors from different places will present their topics for15 minutes each. This would be followed by exchange of information. 

301 DEVELOPING NATIONAL PLANS OF ACTION 

Place : Ball Room 
Chairman : M. EI-Shabrawy (Egypt) 

Rapporleur; A. K. M. Kafiluddin (Bangladesh) 

0900 to 0905 Introductory Remarks by the Chairman 



Hours 

0905 to 0920 P. R. Dutt (India) 

Environment and its Control for Health-Action Plan (12) 

0920 to 0935 P. K. Chatterjea and V. Veiugopalan (India) 

Internatinnal Drinking 
1981-1990 (13) 

Water Supply and Sanitation Decade, 

0935 to 0950 P. G. Adyalkar (India) 

Water Scarcity and Ground Water Resources in India-Supply of 

Water to All by the Year 1990 A.D. (14) 

0950 to 1005 Kalyan Bagchl (Bangladesh) 

Nutrition in Primary Health Care (15) 

1005 to 1020 B. C.Ghosal (India) 

Role of Health Education In the context of Primary Health Care 

-Health for All by 2000 A.D. (16) 

1020 to 1050 DISCUSSION 

Invited Discussants 

P.V. Manjramkor and Usha Shaha (India) (17) 
A. K. Chakraborty and K. K.Chowdhury (India) (18) 
3.B. Biswas (India) (19) 

V. K.Gandotra and R. D. Bansal (India) (20) 
J. S. Bali (India) 

OPEN 

1050 to 1100 Concluding Remarks by the Chairman 

1100 to 1115 Tea/Coffee Break 

Wednesday 26-2-1981
 

301-305 : Scientific Session II
 

0900 to 1100 hts Concurrent Sessions on Sub-Themes
 

OF FIELD PROGRAMMES302 IMPLEMENTATION 

Place : Viceroy Room 

: Abdul Sattor Yusuf (Maldives)Chairman 

Rapporteur : yasuhiro Kanonaga (Japan) 

0900 to 0905 Introductory Romarks by the Chairman 

K. N. Udupa (India)0905 to 0920 

Role of Indian Medicine in Primary Health Care (32) 
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Hours 

0920 to 0935 Sudha Kaul (India) 

Primary Health Care-Its Role in the Prevention and Management 
of Cerebral Palsy (33) 

0935 to 0950 M. K. Sudarshan and V. M. Gupta (India) 

A Study Into Logistics of Modicines under the Community Health 
Volunteers Schema in a Primary Health Centre (34) 

0950 to 1005 M. Saran and R.N. Srivastava (India) 

Delivery of Primary Health Care through Community Health 
Volunteers-An Evaluation Study (35) 

1005 to 1020 S. C. Saxena, R. Chandra, B. C. Srivastava, S. L Bagga and 
V. Bhushan (India)
 

A Study of Performance of Community Health Workers (Volun­
teers) in the Area of Community Development Block of Lucknow
 
District (36)
 

1020 to 1050 DISCUSSION 

Invited Discussants 

Nirmola Murthy (India)
S. D.Gaur and S. C. Mahapatra (India) (37)
A. P. Kulkarni and P. V. Satho (India) (38)
J. Chakraborty and B. R. Roy (India) (39)
J. S. Mathur, R. K. Gupta and Bhakt Prakash (India) (40) 

OPEN 

1050 to 1100 Concluding Remarks by the Chairman 

1100 to 1115 Toa/Coffee Break 

Welnesday, 25-2-1981 

30-305 : Scientific Session II 

0900 to 1100 hrs Concurrent Sessions on Sub-Themes 

303 	 MANPOWER PLANNING AND TRAINING 

Place Burdwan Room -

Chairman Lydia Novak (t.S.S.R.) 

Rapporteur: Louise Bonocko (Y.A.R.) 

0900 to 0905 Introductory Remarks by the Chairman 

0905 to 0920 S. M. Mnrwah (India) 

.Multidisciplinary Integrated Tpaining Methodologies for Personnel 
of Health Delivery Systems (50) 

11 



Houts 

0920 to 0935 J. S. Mathur, S. C. Gupta and Gopal Kflshna lIndla) 

Manpower Utilization in 
Hoehi Contres (51) 

Multipurpose Functioning of Primary 

0935 to 0950 K. C. Patnaik and P.N. Khanna (India) 

Voterinarians In Manpower Planning for Health Services (52) 

0950 to 1005 Abraham Joseph. S. Bhattacharjil, Jays Prakash Mulijil, S. Job 

Jayakaran and S. Suriya (India) 

Utilization of Village Level Workers (53) 

1005 to 1020 Mary Ann Micka (Sudan) 

An Innovative Teacher Training Unit In Sudan (54) 

1020101050 DISCUSSION 

Invitod Discussants 

A. V. Sangamnorkar and Vikash Gaidhani (India) (55) 
K. Vijnyaraghavan D. Hanumantha Reo and M.C. Swerninathan 
(India) (56) 

Y. N. Mathur. D. Hanumanthe Rao, J. G. Sastry, 
K. V. R. Sarma and M. C. Swaminathan (India) (57) 

N. P. Rao, 

OPEN 

1050 to 1100 Coicluding Remarks by the Chairman 

1100 to 1115 Tea/Coffee Break 

Wednesday, 26-2-1981
 

301-305 : Scientific Session II
 

090 to 1100 his Concurrent Sessions on Sub-Themes
 

304 	 SPECIAL DEMONSTRATION AND RESEARCH PROJECTS 

Place : Regal Room 

Chairman R. Abisudjak (Indonesia) 

Rapporeur: M. Page (Malawi) 

0900 to 0905 Introductory Remarks by the Chairman 

A. N. Arumugam. N.Shantharam and Y. Chandrashekar (India)
0905 to 0920 

Health Care by innovation (68) 
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Hours 
0920 to 0935 S. Thomas, B. Cowan, H. N. S.Grewal (india) 

Reachirig the Unreached through the State Health System In 
Punjab (69) 

0935 to 0950 1. U. DudanI, T. P.Jain and B.L.Tamboli (India) 

Expected load of Medical Care for Paramedical Workers tit Rural 
Health and Training Centre, Naila, Jaipur (70) 

0950 to 1005 Ancilla Tragler (India) 

Slums inA Comprehensive Community Health Project in 
Bombay (71) 

1005 to 1020 E. B. Sundaram (India) 

I.inkage Between Health Services and Integrated Development in a 
Rural Area-Nauyhit Integrated Rural Project for Health Develop­
ment (72) 

1020 to 1050 DISCUSSION 

Invited Discussants 

A. K. Govila and P.N. Shrivastava (India) (73) 
L G. Chinchkhedkar (India) (74) 
V. K. Srivastava, R.Chandra and B. C. Srivastava (India) (75) 
S. Darshan, J. S. Neki and D. Mohan (India) (76) 
L. G. Gupta, S. R.Gupta and A. K.Govila (India) (77) 
R. K. Chandra (U.S.A.) 

OPEN 

1050 to 1100 Concluding Remarks by the Chairman 

1100 to 1115 Tea/Coffee Break 

Wednesday, 25-2-1981 

301-305 : Scientific Session II 

0900 to 1100 hrs Concurrent Sessions on Sub-Themes 

305 COMMUNITY PARTICIPATION 

Place : Profunction Room
 

Chairman A. Drobny (Intfr-American Development Bank)
 

Rapporleur" Ahmed Sayod (Afghanis' 1)
 

0900 to 0905 Introductory Remarks by the Chairman
 

0905 to 0920 Y. P. Rudrappe (India)
 

Community Participation (90) 

0920 to 0935 Sr. Sara Kaithathara (India) 

Community Participation In Primary Health Care (91) 
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Hours 

0935 to 0950 S. P. Mukhopadhyay (India) 

Rosourrcs in Health Educational Activities in affecting Community 
Participation (92) 

0950 to 1005 P.V. Sathe and N. S. Deodhar (India) 

Dovelopment of Visual Aids for Community Education and Parti­
cipation (93) 

1005 to 102 0 P.C. Samantaray (India) 

Medicines for Millions--The Formidable Challenge the Community 
has to accept (94) 

1020 to 1050 DISCUSSION 

Invited Discussants 

Anita-Mackey0Knv)-
Sanoussi Konato (Mai) 
Abdulwahab Makki (Yemen) 
Okusanya (Nigeria) 
S. X. Charles (India) (95) 
Mrinallni Pathak, Y. A. Kotkar and R.D. Mazumdar (India) (96) 

OPEN 

1050 to 1100 Concluding Remarks by the Chairman 

1100 to 1115 Tea/Coffee Break 

Wednesday, 25-2-1981 

300-Plenary Session Ill 

Place : Ball Room 

REGIONAL STRATEGIES OF HEALTH FOR ALL 

Chairman: D.Tejada de-Rivero 

Rapporteur: D. M. Fernando (Sri Lanka) 

1120 to 1130 African Region 

S. H.Siwale 

1130 to 1140 Eastern Mediterranean Region 

M. A. Choudhuri 

1140 to 1150 South East Asia Region 

Mya Tu 

1150 to 1200 Western Pacific Region 

D.P. Plyaratno 
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Hours 

1200 to 1210 ROLE OF VOLUNTARY ORGANIZATIONS 

S. C. Soal (84) 

1210 to 1220 ROLE OF PROFESSIONAL ORGANIZATIONS 

S. Kessler 

1200 to 1300 DISCUSSION 

Wedeneaday, 25-2-1981 

307 : Plenary Session IV 

Place: Ball Room 

1, (0to 1445 DAS GUPTA MEMORIAL ORATION 5.' ,-

Chairman : P. L. Tauil (Brazil) 

A. P. Ray (India) 

Some thoughts of Phasic Development In Health Programme 

1445 to 1700 CONCLUDING SESSION 

Chairman Kipa Narain 
Secretary. Health and Family Welfare, Govt. of India, 
Now Delhi. 

Rapporteur: S. lzutsu (U.S.A.) 

1445 to 1450 Introductory Remarks by the Chairman 

1450 to 1605 Sub-Theme Summation by the Repportours 

The five Rapporteurs will present their reports
 

1605 to 1620 TealCoffee Break
 

1620 to 1640 Congress Review
 

1640 to 1655 Concluding Remarke by thoChairman
 

1655 to 1710 Vote of Thanks
 

1730 to 1830 Reception by the Governor, West Bengal
 

1830 to 2000 Cultural Programme 6 ,- - "
 

Musical Instruments of India-Rabindra Sdan
 

2000. Dinner (Subscription)
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ADDENDUM 

SESSION CO-CHAIRMAN 

SCIENTIFIC 
SESSION NO. SUB-THEME 

Developing National Plans of Action 

203 Implementation of Field Programmes 

204 Manpower Planning Et Training 

205 Special Demonstration & Rescarch 

Projects 

206 Community Participation 

301 Developing National Plans of Action 

302 Implementation of Field Programmes 

303 Manpower Planning Et Training 

304 Special Demonstration 8 Research 

Projects
 

305 Community Participation 


306 Regional Strategies 


307 Concluding Session 

202 

CO-CHAIRMAN 

J. Romain (Haiti) 

A. Rozov (U.S.S.R.) 

H. Ohlin (Sweden) 

T. M. Khadir (Jordan) 

M. Mandar (Tanzania) 

A. Bohm (West Germany) 

I. Pathmanothan (Malaysia) 

P. Prince (Australia) 

K.Niija (Mali) 

M. Tu (Burma) 

K. Du Pung (China) 

A. Gazzaz (Saudi Arabia) 



SUPPLEMENT TO PROGRAM
 

Wednesday, 25-2-1981
 

Scientific Session II
 

0900 to 1100 hrs. Concurrent Sessions on Five Sub-themes
 

Participants select a Scientific Session of their choice.
 

In eacb Scientific Session authors from different placco
 

will present their topics for 15 minutes each. This will
 

be followed by exchange of information.
 

308 	 Special Session
 

Place: Prince's Room
 

Chairman: N.R.E. Fendall (U.K.)
 

Rapporteur: Susan Rifkin (Hong Kong)
 

0900 to 0910 Introductory Remarks by Chairman
 

0910 to 0930 Moussa J. Idi (Niger)
 

Developing a National Plan of Action for
 
Primary Health Care Delivery in the
 
Republic of Niger
 

(Egypt)
0930 	to 0950 Ahmed I. Gomaa 


Strengthening a Rural Health Services
 
Delivery Project in the Arab Republic
 
of Egypt
 

0950 	to 1010 Warren L. Berggren (U.S.)
 

Implementation of Primary Health Care:
 

Supervision, Information, and Evaluation
 

A. Bamisaiye and 0. Ransome-Kuti (Nigeria)
1010 to 1020 


The Progressive Involvement of the
 
A Plan
Community in Primary Health Care: 


from Lagos, Nigeria
 

1020 	to 1100 Discussion
 



THIRD INTERNATIONAL
 

CONGRESS OF THE WORLD
 

FEDERATION OF PUBUC
 
HEALTH ASSOCIATIONS
 

25th ANNUAL CONFERENCE
 
OF THE INDIAN PUBLIC
 

HEALTH ASSOCIATION
 

11th NATIONAL CONFERANCE
 
OF I.A.P.S.M. 

FIELD VISIT PROGRAMME 

CALCUTTA 

February 23-26, 1981 



ITINERARY OF, FIELD VISITS ON 26 FEBRUARY, 198'
 

Departure from Calcutta Return journey 

Place of Visit 
Appx. 

distance Place 
Time 
AM 

Dep. from 
field 

Arr. 
Calcutta Lunch/Liaison Officer 

I CINI Complex-
Child in Need Inst., 
Joka. 

20 km Grand Hotel 8-15 11-45AM 12-30 PM Lunch: No arrangements 
Liaison Officer: 
Dr. H. Saha 

To contact 
Dr. S. N. Chowdhury, 
Director 

11-45AM 1-15 PM Lunch: No arrangementsII SINGUR Complex- 45 km a) Grand Hotel 7-30 
Liaison Officer:P. S. Singur b) AIIHPH 8-00 
Mr. A. K. AdhyaDist. Hooghly. 

To contact 
Dr. A. Rahman, 
Officer-in- Charge 

8-00 2-30 PM 5-00 PM Lunch: Indian style atIII NIMPITH Complex- 65 km Grand Hotel 
cost and on advancePO Nimpith Ashram 
intimation.Dist. 24-Parganas. 
Liaison Officer:To contact 
Dr. S. N. Choudhurya) Swami Buddhananda, 

Secretary 
b) Dr. D. K. Ghorui, 

MO in-Charge,
PHC, Nimpith 

atIV KALYANI Complex- 60 km Grand Hotel 8.30 3-00 PM 5-30 PM Lunch: Indian style 
cost and on advanceKalyani, Dist. Nadia 
intimation.To contact 
Liaison Officer:Dr. (Mrs.) Gayatri 
Dr. R. GaraiGhose, Principal, 

Health & Family 
Welfare Trg. Cen., 
Kalyani. 
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Thank you very much, Dr. Deodhar. Mr. Chairman, Dr. McBeath,
 

distinguished delegates to this meeting.
 

I feel a great sense of warmth and belonging as I stand
 

here. I feel it in part because Hugh Leavell, in whose name
 

this lecture is being given, was a close friend of my father's.
 

They were colleagues who worked together. The last time I saw
 

Hugh Leavell was here in Calcutta. They were two men pursuing
 

parallel courses at a time when they were relatively in the
 

wilderness, and if I may say so, particularly in the United
 

States.
 

I'm also pleased to be here with the All-India Institute
 

as the host. The Institute was not only a place where my
 

father worked, learned a great deal, and developed warm friends
 

that lasted throughout his life, it was also a place I visited
 

during World War II, and it was the center from which the
 

blood came to my combat unit in Burma during World War II, as
 

a result of the activities of the center here. So my ties here
 

are really many indeed.
 

It is particularly appropriate that we are discussing here
 

"Health 'for All by the Year 2000." This was what my father was
 

committed to -- health for all. He was also committed to the
 

concept of health for all in our time, and that's really what
 

we're talking about today.
 



We gather here in the first months of a new decade in
 

which the United Nations General Assembly has proclaimed
 

"Health for All by the Year 2000" as a target for the world
 

community. The question before us rcally is, however, is
 

this a sincere commitment or is this just one more of the
 

many pieces of rhetoric -- a cruel hoax -- such as we have
 

so often seen before. The World Food Conference in 1974
 

proclaimed that in ten years we would do away with hunger;
 

we are now getting close to ten years and nowhere near that
 

goal. As we look at the question of how attainable health
 

for all is in our time, let us start by looking at what the
 

facts are today. What are our starting points?
 

On its thirty-fourth birthday last December, UNICEF
 

issued its first annual State of the World's Children assess­

ment. In it were a series of conclusions from which I shall
 

quote. First, "of the 122 million children born last year,"
 

it says in December 1980, "children born in the International
 

Year of the Child, one in every ten is now dead." In India
 

this means that some two and a half million children born in
 

the International Year of the Child were dead a year later.
 

It means that some 35,000 small children die each day, nearly
 

10,000 of them in Indla. They die very silently. We know
 

how silently when we realize that the Italian earthquake that
 

commanded the headlines of the world brought 5000 tragic deaths.
 

But that same day 35,000 small children around the world died
 

without notice. They were largely from weak families, poor
 

families, and they were the weakest and the poorest of those
 

parents.
 



The second quote is that "on present trends, the number
 

of people who live and die without adequate incomes, food,
 

water, health ':are, or education, is likely to increase."
 

There are today, for example, roughly one billion illiterates.
 

If current trends continue by the year 2000, there will be
 

one a ialf billion illiterates, a 50 percent increase. However,
 

on the positive side it is worth notinj that while the absolute
 

numbers grow, percentages have been going down of those who
 

are i.lliterate, hungry, in ill-health. Thus, we see in India,
 

as compared with the time when my father came here, a death
 

rate that has been halved from Eome thirty to fifteen in a
 

period of about forty years and a life expectancy that has
 

.increased by two thirds from some Ul to 51 years during this
 

period.
 

The third quote from this assessment is that "the message
 

of the past three decades is not that the problem of world
 

poverty has been or is being solved, but that it can be solved."
 

We know the problems of poverty around the world, but we also
 

know that some low income countries with nearly half of the
 

population of the developing world have achieved remarkable
 

progress in overcoming the worst aspects of absolute poverty.
 

These include countries under all kinds of systems -- People's
 

Republic of Thina, South Korea, Taiwan, Sri Lanka, and Kerala,
 

India, are illustrations of remarkable progress at very low
 

incomes.
 

Fourth, the assessment states, "Specifically the targets
 

for a new future have been realistically set by the New Inter­

national Development Strategy, at reducing infant mortality
 



in all countries to 50 or less (as compared to 132 per 1600
 

births for low income countries today), increasing life
 

expectancy to 60 or more, as compared to 49 for low income
 

countries today, enrolling all children in primary schools,
 

and eradicating mass illiteracy by the year 2 00," as compared
 

to 80 percent illiteracy for the low income countries today.
 

Now these are ambitious goals indeed. They call for, by
 

the year 2000, all low income countries' achieving higher life
 

It means
expectancy than the very best in the world in 1920. 


that to achieve these goals over the next twenty years, most
 

low income countries will need to achieve two to four times
 

the rate of progress of that in the past twenty years in
 

closint the gaps of illiteracy, life expectancy, and infant
 

mortality. And, I must say, that with the storm signs of
 

global stagflation continuing to at least the first half of
 

the 80's, the economic prospects look very dark indeed.
 

The firt conclusion of the State of the World's Children
 

1980 was that "although idealistic in the context of past
 

experiences, these goals are realistic in the sense that the
 

principal obstacle standing in the way of this realization is
 

the will and the commitment to achieve them." But, and these
 

are the critical questions, is it realistic to believe sufficient
 

will and commitment can be developed to achieve these historicall
 

If 3o, how much of it depends upon us,
unprecedented goals? 


those of us in this room and our colleagues?
 

I suggest three propositions. First, that we in this room
 

and our like-minded colleagues can contribute significantly to
 

increasing the national will that i essential. Secondly, we
 



can contribute significantly to making progress less difficult
 

and less costly, thereby reducing the amount of will required.
 

Third, and the final proposition here, is that unless we and
 

others like us do both, "health for all" will be largely a
 

cruel hoax on the poor in the world.
 

It might be useful to discuss, when we try to assess how
 

likely this is, the evolution of "health for all.' The real
 

genesis of "health for all" probably came in the 1920's, when
 

people such as Dr. Grant, Hugh Leavell, C.C. Chen of China, and
 

others first began to pioneer primary health care techniques
 

and the concept that you must involve the community, use
 

auxiliaries, and develop alternative strategies in order to
 

evolve a nationally replicable pattern. These techniques were
 

further defined at the All-India Institute here, at Singur, by
 

the Bhore Commission, still considered a landmark report today.
 

It was then 1977 when WHO first suggested the goal of "Health
 

for All by the Year 2000." It was in the fall of 1978 that WHO
 

and UNICEF agreed at Alma-Ata that primary health care was the
 

means to achieve this set of goals.
 

The question still rises, how likely is it to be achieved?
 

these sets of goals remain just the
I would say that as long as 


goals of Ministries of Health, they are undoubtedly doomed to
 

failure. It must go much further. Fortunately, a parallel
 

evolution has been going along with "health for all" during the
 

last decade. The landmark for this occurred in the mid-70's,
 

when several years of growing conviction that growth alone was
 

not going to reach the people, that the growth of "trickle-down"
 

And it was in 1975 that a series of benchmark
was not enough. 




conferences heralded a new emerging consensus that it was
 

possible to overcome the worst aspects of absolute poverty
 

in this century if alternative strategies were devised in
 

The ILO World Employment Basic
virtually every major field. 


The second
Needs Conference in 1975 was the first of these. 


was the report by Timbergen and a group of fellow consultants
 

called Reshaping the International Order, and the third was
 

Mr. McNamara's landmark address to the World Bank in 1975.
 

All of this culminated last fall in the United Nations General
 

Assembly with the New International Development Strategy for
 

the 80's and beyond, which as introduced by the chairman of
 

the preparatory committee, the Ambassador Niaz Naik of Pakistan,
 

with these words:
 

"An important new feature of the present
 
strategy is that it conceives of develop­
ment as an integral process, and the ob­
jectives of social and human development
 
have been accorded a new emphasis. This
 
is in fact the most significant result of
 
the negotiations on the stragegy....The
 
strategy thus contains specific goals
 
and objectives relating to the elimination
 
of hunger, universal primary education,
 
primary health care for all, and a sharp
 
reduction in infant mortality by the end
 
of the century. In particular, the role
 
of development of women has been fully
 
recognized."
 

This was a landmark indeed, because it integrated fully
 

for the first time the social goal with the economic goal. This
 

still leaves us with the question, "How 'do-able' is this by
 

the Year 2000?" If so, what is required of us, of the low
 

income countries, of the high income countries, of the middle
 

income countries?
 



I think if we look at the central problem, it's quite
 

clear that there are two basic underlying stresses. One is
 

the stress that is associated with poverty, which leads to
 

malnutrition, and the second, that associated with gross
 

underdevelopment of basic services available to people who are
 

poor. The two tend to go hand in hand.
 

Low income and lack of access to basic services is
 

largely a structural problem. In 1976-77, the largest study
 

ever undertaken on the world food and nutrition situation
 

was done by the U.S. National Academy of Sciences. At the
 

very end, when the report was finalized and issued to the
 

public, the chairman said, "Doubling food production next
 

year on present patterns would not materially change the status
 

of the great majority who are hungry and malnourished today."
 

This is another way of saying that structural problems underly
 

much of the stress we are seeking to cope with.
 

This is illustrated in my own country, the United States,
 

where we have a very interesting phenomenon. Washington, D.C.,
 

which is the highest income major political unit in the United
 

States, wita the highest per capita expenditure on medical
 

t 0care, both public and private, has had in the mid-70' 


lowest life expectancy in the United States and the higheht
 

infant mortality in the United States. A great contrast indeed.
 

You see some of the structural problems here in India,
 

where a situation of having large grain crops -- 28.5 million
 

pounds -- has not changed dramatically the percentage of people
 

who are hungry and malnourished. One sees contrast between
 



that and the state of Kerala, which though one of the low
 

income states, has the highest life expectancy as well as the
 

lowest infant mortality in India. All'of these point to an
 

underlying set of structural problems. It all means that
 

alternative approaches are required if the problems are going
 

to be coped with, and this has been the subject in the past
 

year of a series of major studies. One of them that to me
 

has made a major contribution is the World Bank's World
 

Development Report 1980, which deals extensively with this
 

subject. Our own State of the World's Children 1980 deals
 

with thLs topic, and the report Health for All: An Alternative
 

Strategy, put out by the Indian Council of Medical Research
 

is another major 1980 contribution to thinking through this
 

problem.
 

Now, as one looks at the world scene and the problems of
 

ill health and poverty, I think one can say that there are
 

two somewhat separate groups of poverty and ill-health problems.
 

One is on a vertical axis in which one finds the great mass of
 

poverty in the low income countries, a significant group in
 

the middle income countries -- in northeast Brazil, in northern 

Nigeria -- and then still significant pockets in countries such
 

as the United States and in parts of Europe. Roughly a billion
 

people are in that category (table A).
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to that problem. And we see this in the United States, where
 

in the mid-60's for the first time there was a really serious
 

effort to attack the problem of those at the absolute poverty
 

level. Within a ten-year period, that number was reduced from
 

more than forty million people below the poverty line to well
 

under twenty million below the poverty line.
 

But to emphasize once again how much of a structural
 

problem this is, I refer you to a table that compares Puerto
 

Rico with Washington D.C. (table B).
 

Table B 

1950 
1970 P.C. GNP ($) Inf. Mort. Life Exp. PQLI DRR 

Wash., D.C. 
Puerto Rico 

7,350 
2,300 

29 
24 

67 
74 

88 
91 

0.6 
9.0 

Source: 

The table shows that Washington, D.C., which has three times
 

the per capita income of Puerto Rico, has a lower life
 

expectancy rate and a higher infant mortality rate; than
 

Puerto Rico, which is a much poorer state. And that Puerto
 

Rico, which twenty years ago, thirty years ago was way behind
 

Washington, D.C., has now passed it. And when one asks why,
 

it becomes very clear that the central distinguising charac­

teristic of Washington, the lack of progress in Washington, D.C.
 

is that until very recently it has been the one part of the
 

United States without political participation. There has been
 

no voter franchise. There has been no reason why the powers
 

that be in Washington, D.C., when allocating the country's
 

Whereas
health resources need address them to the very poor. 




in a highly competitive democratic situation, it is a major
 

political imperative to see that certain basic services reach
 

the poor. They vote. They don't vote until very recently in
 

Washington, D.C.
 

Turning to the middle income countries, what one sees is
 

great income disparities, a high thirty or forty per cent that
 

is in great poverty. On the other hand, I think we know that
 

in the next twenty years one can be fairly optimistic about
 

most of these countries and their progress on the health/income
 

side. Their incomes are rising fast. If you look at Latin
 

America, by the end of this century per capita income in Latin
 

America will have passed that of Western Europe in 1960. Now,
 

this doesn't mean there won't be serious internal structual
 

dislocations and turmoil. The real question is how much turmoil?
 

We are seeing it today in Central America, in El Salvador, in
 

Guatemala, we saw it a year ago in Nicaragua, as this pressure
 

for change between the capital and the country-side has brought
 

actual revolution. But looking toward the end of the century,
 

I think one can be reasonably confident that these societies
 

will have resources to address their problems.
 

The really difficult problem comes when we look at the low
 

income countries, and here it's far more difficult because of
 

the absolute poverty. It's noteworthy that in India today the
 

per capita income in real terms is roughly one half that of the
 

U.S. in l176, the time of the American Revolution. If India
 

were successful to the fullest of its dreams by the year 2000,
 

its per capita income in real terms will be roughly equal to
 



that of the United States in 1776, of the U.K. in 1776. And
 

at that moment per capita income in India will still be only
 

one third the level of middle income countries today. This
 

illustrates the seriousness and the difficulty of this set of
 

problems in the low income countries.
 

The question then arises, how can we advance national
 

will, how can we find easier alternative strategies that make
 

progress easier to accomplish and therefore require less
 

national will -- in the low income countries, in the middle
 

income countries, and in the high income countries?
 

I will outline seven requirements. Three are requirements
 

particularly relevant to us here today. The first point is
 

that with respect to national will, it is imperative that the
 

international, the global community accept the concept of
 

human progress as being as important as the concept of economic
 

progress. moday the world community talks in terms of GNP
 

growth rates. A country is doing very well if it has a three
 

or four per cent per capita economic growth rate. We don't
 

get the same kind of accolades if a country manages to reduce
 

its infant mortality rate dramatically or increase its life
 

expectancy considerably. So really one of the first tasks is
 

to advance the acceptance of human progress being as or more
 

important than economic progress.
 

Under this same point, it becomes important to think of
 

human progress in time frame terms. We're not talking about
 

human progress fifty years from now or seventy-five years from
 

now: we must be able to talk about human progress in the 80's.
 



GNP growth rates are talked about as 3 per cent a year, 4
 

per cent a year, 5 per cent a year: we need to talk about
 

increasing life expectancy, decreasing infant mortality in
 

the same terms.
 

Also related is the need to convince the national decision
 

makers that investing in people, investing in children is good
 

for economic growth.
 

Now, on these three counts I think we have seen good
 

progress in the last five years. The New International Develop­

ment Strategy, Alma-Ata, Health for All -- these are all
 

contributing to a new standard of measuring progress and setting
 

time goals.
 

A great contribution was made by the World Bank's Development
 

Report for 1980 that came out this past summer. (tables C,D,and E)
 

Coming from the Bank for the first time was a major set of
 

documented conclusions that investment in social progress
 

contributed significantly to economic growth if measured over a
 

long enough time frame. The Bank documented it most clearly on
 

the education front, but the findings are equally applicable on
 

the primary health care front.
 

Three tables bring this out. The World Bank notes (table C)
 

that investment in primary school eiucation in a low income,
 

low literacy country over a period of twenty years will bring
 

an average return of 27 per cent a year, significantly higher
 

than most economic investments can be expected to bring.
 



Table C 

Rates of return to education
 

(percent) 
Numbe: of 

Countr group Primary Secondary Higher Colu :ies 

All developing countries 
Low income/adult literacy 
rate under 50 percent 

Middle income/adult literacy 
rate over 50 percent 

Developed countries 

24.2 

27.3 

22.2 

15.4 

17 2 

14.3 
10.0 

12.3 

12.1 

12.4 
9.1 

30 

11 

19 
14 

Source: 	Development Report for 1980,
 
World Bank
 

It is 	also noteworthy that they found that investment in
 

primary education in a low income country will bring twice the
 

rate of return that investment in unive-sity education will
 

bring.
 

A double set of conclusions here is applicable across the
 

board: 1) investment in primary health care, in primary educations
 

can be very good econQmics indeed, and 2) investment at the
 

primary levels, as distinguished from the university or hospital
 

level, will be significantly more productive in terms of
 

economic growth.
 

Table 	D indicates that if the average developing country
 

to shift one per cent of its GNP from investment in
were 


physical facilities to investment on the social side, at the.
 

end of twenty years that country would witnso siqnificantly
 

more economic growth than if tho investment had boon in physical
 

facilites.
 



Table .D 

CoTeq-eces o .- switchin4 I percent
of GNP from ph'yical invastzent to 

prie',- schoofUt; 

Incame A!u-lt 
per literacy

~sor3 rate 

Initial situation $640 55% 

(outcome without the switch-1.00) 

Outcome 7 years
 
later 0.99 1.00
 

Outcome 20 years 
later 1.00 1.11 

Souxce: Oeveloornnt Report for .A630, 
World Bank 

Table E sets out the proposition, that if progress is
 

combined on several fronts at the same time, they develop a
 

synergistic effect. Thus, if a farmer is educated but does
 

not have access to credit, to other inputs, this will increase
 

his productivity by roughly six percent a year. On the other
 

hand, if along with education, the farmer has access to credit
 

and other inputs, his productivity increases by some twelve
 

per cent a year, the synergistic result from investment.
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Table E 

Farer Zducatiri 
and 

fatmer producti':iVE 

Estima~e percantage increase 
in annuaL farrT output due to 
four year; of primary education 

StuaZ rather h.?on 

With complementary inuts* 

Brazil (Garibaldi), 1970 
Brazil (RaewIde), 1969 
Brazil (Taquari), 1970 
Brazil (Vicose), 1969 
Colombia (Chinrchina), 1969 
Colombia (Zspinal), 1969 

Kenya, 1971-72 
Malaysia, 1973 
Nepal (wheat), 1968-69 
South Korea, 1973 

: 18.4 
4.0 

22.1 
9.3 

-0.8 
24.4 
20.4 
20.4 
20.4 
9.1 

Taiwan (banana, and pineapple) 15.5 
1964-66 
Taiwan (rice), 1964-66 
Average (unweighted) 

12.6 

Without complementary inputs 

Brazil (Candalaria), 1970 
Brazil (Conceicao de Castelc, 

Brazil (Guarani), 1970 
Brazil (Paracatu), 1969 
Colombia (Malaya), 1969 
Colormia (Moniquiva), 1969 

1969 
10.3 
-3.6 
6.0 

-7.2 

12.4 
12.5 

Greece, 1963 25.9 
Average (unweighted) 3.1 

No information,on availability of complementary 
inputs
 

Average of eight studies 
6.3
(unwaighted) 

-Improved seeds, rrg.1tion, transpo:Z to markets and so onl 

for1980, World BankSource: Develooment Renort 


The returns from investment in health facilities is an
 

area which we in the health field need to document much more.
 

I think it's noteworthy that if you take a small example,
 

the eradication of smallpox, the United States invested some
 

fifty million dollars in the worldwide effort to eradicate
 

smallpox. In one year after the eradication was complete,
 

the United Stites had a saving of more than a handred and
 

fifty million dollars, three times its fifty million dollar
 

investment worldwide in the 70's for smallpox eradication.
 

It has been able to do away with immunizations, quarantine
 

facilities and an array of other things.
 



We desperately need to get a series of examples that
 

illustrate how investments in health can provide a dramatic
 

payoff on the development front.
 

Point two in the group of seven requirements is that we
 

We need vastly
need vastly increased knowledge of two types. 


increased knowledge on the social science side on more effective
 

forms of distribution, and we need far more research on the
 

hard science side on technologies that are more appropriate for
 

the poor.
 

It's quite clear that on the distribution side, we need
 

in virtually every field, including medicine, to find alternative
 

approaches that result in carrying the medical dollar, the
 

education dollar, the nutrition dollar much further than is
 

We also need to find out what ahe payoffs
the practice today. 


are in integrating health and education and other progress
 

together to get a synergistic result. This of course is very
 

In other words,
much the subject of primary health care. 


primary health care is a major effort to arrive at community
 

participation, people participation, use of auxiliaries, at 
the
 

same time integrated with progress on the education front, 
the
 

nutrition front, and other fronts parallel with that p.Cogress
 

on the health services front.
 

It is very clear that the world is making a very modest
 

I

investment indeed in research on the problems of the poor. 


think one can safely say that in health and agriculture less 
than
 

one percent of the world's research project expenditures today
 



have primary application to the problems of the 
world's poorest
 

We have vast sums available for cancer research,
billion people. 


heart research, but very little for schistosomiasis, 
the great
 

This clearly

infectious diseases, river blindness, malaria. 


Equally we need far greater
is an area requiring a major shift. 


I attach
 
dissemination of the results of what we have 

found. 


to this statement (Appendix 1) some twenty postulates 
that
 

John Grant laid out, mostly as he was living here 
some thirty
 

odd years ago. These represent probably ninety per cent of
 

the collective wisdom we have today about how 
to tackle health
 

But we
 
problems that encompass the poor majority of 

society. 


have been unable to get these accepted and documented 
in such
 

a way that they are actually applied.
 

The third requirement is how to get better 
means of measuring
 

The focus, as I indicated earlier,
 progress in human beings. 


In human terms
 
has been progress as measured in economic terms. 


we have tended to focus on how many dead or 
how many doctors -­

It's clear that if we focus on end results,
not on end results. 


then we can really tell whether or not people 
are progressing.
 

For example, the world has recently launched 
worldwide water
 

decade.. The underlying theory of this water 
decade is that it
 

We are now finding in most
 will result in much greater health. 


rural areas that bringing clean water to the 
surface alone cannot
 

have a significant impact on child mortality 
and child morbidity.
 

But we derive a sense of satisfaction from 
measuring in terms
 

of number of wells drilled or number of villages 
provided with
 

But if we look to the underlying yardstick
 a safe water supply. 




of infant mortality and morbidity, we are seeing that this
 

rather major investment in most countries, in most areas, is
 

not bringing anything like the returns we think it ought to.
 

Table F indicates that if one looks at progress in terms
 

of death rates, one can see that in the last thirty years there
 

has been significant progress at the very time use of per
 

capita GNP indicates that the gap has been widening greatly.
 

uves of the C.ap ik-wen De eloring upd I)rntwlnwd Coqiries 1961-197STwo Mac 

ISO 
OWN .RAT" PR I.i0

?.m P CAPIIA GNP 

S.I D.4~ D o I~, 

'w SI, 

Sr
 

t)
W WPM1 t1i94tQs
Il) 


I 1 - " V " 0 -


i ..* qh,.. l -~ &.il. IAN. Ali-N ~ A4U bP ... 0.0h U IW W E I 1 fthtA C -


The three postulates I have just put forward are relevant
 

to all of us in this room. We have a major capacity to convince
 

governments that they ought to think in terms of people progress
 

the real task of whether progress is being made. Secondly,
as 


we in this room have a major capacity to advance and to promote
 

research on more effective poor-focused systems, alternative
 

strategies that do work and that are successful in involving
 



community participation, use of auxiliaries 
ax.J paraprofessionals.
 

We in this room also have a capacity to develop 
and insist on
 

the development of better yardsticks for 
measuring progress of
 

primary vital statistics.
 

We need to talk about four other basic 
requirements at the
 

The first is that there does need to be 
increased
 

same time. 


concessional resource transfer from the 
rich countries to the
 

low income countries in particular. An increased transfer of
 

some twelve to twenty billion dollars 
a year would be a minute
 

percentage of the world's six trillion 
dollar gross total
 

product, and would provide the foreign 
exchange resources for
 

Secondly,
 
a successful worldwide effort aimed at 

the year 2000. 


it's very clear that the industrial countries 
need to allow
 

greater access to the markets for manufactured 
products of the
 

low income countries if the low income 
countries are going to
 

a major

be able to achieve economic progress. 

Third, there is 


need to convince the high income countries 
that their prosperity
 

is increasingly dependent upon the prosperity 
and growth of
 

the low income countries.
 

I won't go into these three, but it's 
very clear that
 

these need to go along with progress 
on the other front if we
 

are going to succeed with "Health for 
All by the Year 2000."
 

I close on the final point by saying 
we need initiative
 

from major new sources if there is to 
be a break from the
 

I would say that the New International
 pattern of the past. 


Development Strategy represents one of 
the many that will be
 

But clearly there does need to be a real 
consistent
 

required. 




push before present patterns will change.
 

Let me conclude on the note that, first, the world
 

community has rhetorically accepted "Health for All" for all
 

people by the year 2000 to a degree that most people would
 

Five years ago very
have found unbelievable five years ago. 


few people would have believed that you could get the international
 

community to accept these kinds of goals, that we would have
 

achieved the type of progress embodied in Alma Ata and in the
 

It is very clear that
New International Development Strategy. 


if we are to convert these rhetorical goals into reality, the
 

next three or four years will be vital. If the next three or
 

four years do not witness major progress on these goals, then
 

we will have missed the opportunity for our time.
 

Now there are pessimists who say these goals are impossible
 

he 80's and the 90's. They say the world is far
to achieve in 


This is a far
less organized now than it was twenty years ago. 


we are moving into a global recession.
 more pluralistic world: 


The optimists reply that progress frequently comes at times
 

of great difficulty, and progress frequently comes when it is
 

people-led. Certainly in India when you think of your national
 

liberation in the late 40's, it was because people were ahead
 

The Civil Rights movement
of government insisting on change. 


in the United States was people pressure ahead of government.
 

UNICEF has just been involved in the salvation of a nation that
 

was on the verge of entering a holocaust -- Kampuchea. This
 

again was a case where governments were really not prepared to
 

respond until there were such massive public opinion pressures
 



that it became bad politics not to respond and 
good politics
 

to respond. We mounted the greatest relief effort since the
 

end of World War II for that country and brought 
it back from
 

the edge of disaster.
 

It was just last month that the World Health Executive
 

Board passed an infant formula code that was jointly 
developed
 

by WHO and UNICEF, and I would venture to say that 
that code
 

would never have come to be if it were not for 
private groups
 

that were out ahead of government forcing the 
case.
 

I am saying here that the key to progress is 
the willing­

ness of people to say that past situations are 
unacceptable.
 

The concept that 35,000 small children are dying 
everyday is
 

I would say

unacceptable when we have the means to avoid 

it. 


that success in this goal of health for all 
by the year 2000
 

One way is to do
 depends on our contribution in two ways. 


everything possible to increase the national 
will that puts this
 

The second say is through our
 subject high on the agenda. 


contribution to research, our learning from 
the projects we
 

We must document that it is possible to make
 are undertaking. 


major progress at a fraction of the cost that 
governments and
 

politicians had thought necessary before, and 
that the benefits,
 

economically and politicalli, are far greater 
than realized
 

before.
 

If this set of goals articulate(
The stakes are high indeed. 


at Alma-Ata and by the New International Development 
Strategy is
 

achieved, it means that by the year 2000 some 
five million fewer
 

small children will be dying every year and some 
ten to twenty
 

VAk
 



million fewer children will be born every year than the
 

United Nations now projects for the year 2000. Is there a
 

more worthy cause for us to be dedicated to?
 

Thank you.
 



Appendix I
 

GRANT'S PRINCIPLES AND CHANGE*
 

1. 	The use made of medical knowledge and the efficiency 
of
 

health protection depend chiefly upon social organization.
 

2. 	A vertical medical system cannot stand by itself 
unless it
 

is integrated with other social activities in a joint
 

horizontal attack upon the problem of social reconstruction.
 

3. 	Organization implies reliance upon tested practicable
 

methods and training institutions designed to meet local
 

needs.
 

4. 	Socioeconomic progress depends chiefly upon 
actual demon­

stration of feasibility and worth.
 

5. 	Demonstrationsi to be successful, must make 
use of technical
 

methods which are scientifically efficient and economically
 

practicable.
 

6. 	Demonstration units must take into consideration 
the
 

economic practicability of extending them to the 
nation
 

This implies that the principle of self-help
as a whole. 

be adopted, as no Asian country can as yet afford to 

make
 

full use of available technical knowledge through tax 
funds
 

Among the most essential elements of self-help is
alone. 

the development of technical consciousness at the 

village
 

Generally speaking, universities are most
community level. 

qualified to undertake demonstration projects.
 

7. 	The immediate social problem is to overtake the 
lag between
 

modern knowledge and its use in the setting of a 
community.
 

The single outstanding and basic cause of this lag 
in the
 

health field is the lack of scientific investigation 
of
 

methods to apply the results of the growing body of 
scientific
 

As the principal instruments for
knowledge to society. 

generation, utilization and application of new knowledge
 

are the universities, these institutions must be held 
primari)
 

responsible for the failure to develop effective 
and
 

scientifically based community health care.
 

8. 	Investigation requires a suitable organization 
to determine
 

the most effective and economical methods of applying 
the
 

results of basic research to the maintenance of 
health and
 

the cure of disease through organized community effort. 
This
 

implies that the investigative organization must control 
its
 

own experimental community in the same manner that 
teaching
 

hospitals are available for research in clinical medicine.
 



9. 


10. 


11. 


12. 


13. 


14. 


15. 


16. 


Public Health administration is effective in proportion to
 

its adherence to the following seven principles: a) social
 

services ire interdependent; b) health maintenance can be
 

achieved only if the consumers of services themselves are
 

technically aware and practice the knowledge which chey
 

possess; c) the administration of special functions (e.g.,
 

health, agriculture, education, etc.) should be undertaken
 
only by one governing body; d) compromise between theory
 

and practicability is necessary in social progress; e)
 

administrative procedure must be based upon sound economic
 
consideration and practicable financial budgeting; f) success
 

depends upon the extent of self-participation, directly or
 

indirectly, by the citizen; g) methodology must be developed
 

inductively through controlled experimental communities
 
administered by personnel who are trained in methods that
 
are scientifically derived.
 

For planning to be effective it must build up from the local
 

unit of organization to the central administration rather
 

than be superimposed from the centre on the periphery.
 

The eventual goal of all administration is to achieve as
 

much decentralization of services as is compatible with
 

efficiency. A major factor in this undertaking is the
 

development of community technical consciousness of health
 

needs among the consumers of the community. This can best
 

be achieved when the health services are established as an
 

integral part of community development designed to raise
 

the welfare level of local inhabitants in all fields through
 

self-help which can look to the technical agencies of
 

government for guidance and support.
 

It is necessary to attempt to clarify the impact which
 
financial investment in health care has upon social,
 
economic and political development in general.
 

A demonstration project, if not conducted at an appropriate
 

financial and technical level and if the mechnaism for
 

duplicating or expanding upon it is not readily forthcoming,
 
can be a hindrance in terms of further development.
 

For a community project to succeed the community unit chosen
 

for demonstration must donform to an already existing
 

pol.tical unit of the country in question.
 

The first principle of administration is that when a function
 

is to be undertaken by government for the welfare of its
 

people, this function should be discharged by a single
 

agency.... The greatest single obstacle to health progress in
 

many countries is the establishment of social insurance
 

which permits the security agency to establish its own
 

institutions for the provision of health care.
 

The efficient distribution of health care services requires
 

That they be coordinated within a given region in a systematic
{pattern. The regional system should provide for, among 




other things, continuing education, and periodic 
evaluation
 

of the system itself.
 

17. 	 A regionalized area should contain a population 
large enough
 

to be self-cuntained in supporting the provision 
of all
 

This 	requires a population
facilities.
branches of health care 

This 	level is needed to
of between 250,000 and 500,000. 


render efficient service and supervision and to 
support the
 

costs of service personnel. Coordination is effected by
 

establishing a two-way flow of professional and 
administrative
 

services be;:ween the peripheral units and the 
base, which
 

preferably should be a teaching medical center.
 

Sound planning of medical education is essential; 
for it is
 

18. 

only through the systematic and continuous application 

and
 

coordination of the techniques and principles 
of administra­

tion, the available resources, the staff and 
thc scruices,
 

with a view to establishing their distribution, 
effectiveness
 

The principal aim of research is the dissemination
and cost. 

and utilization of these findings to improve the 

administra­

tive and technical practices of health care.
 

a
 
20. 	 The successful development of health care services, 

as 


social service, requires a suitable national atmosphere 
and
 

an appropriate economic system with equitable distribution.
 

The prerequisites are satisfactory land tenure 
and laws,
 

and legislation prohibiting the flight of capital.
 

A teaching hospital should be intimately linked and 
inte­

21. 

grated with an adjacent community field practice 

area, for
 

teaching purposes, and to provide integration 
and continuity
 

of care. In addition, this enables the teaching hospital
 

to undertake an epidemiological assessment of 
its role in
 

the care of at least that proportion of its patients 
admitted
 

from the practice area and of the practice population 
as a
 

whole.
 

These simply stated, highly original, and profoundly 
important
 

Neither before
 
precepts and concepts are a measure of the man. 


John 	Grant nor after him has the need for scientifically 
proven
 

principles as the basis of community health care 
been so convin­

cingly argued, and their characteristics so comprehensively
 

In fact, these stand alone, unmodified and unreplaced,
described. 

as a timeless monument to the man and his work.
 

*Reproduced from the Future of Academic Community 
Medicine in
 

The
 
Developing Countries. Willoughby Lathem, M.D., editor. 


Selected list of principles for-

Rockefeller Foundation 1979. 

mulated in the period 1921-1959, which was taken 

from Seipp, C.
 

for the Community, Selected Papers of Dr.
 (Ed.): Health care 

John 	B. Grant. Johns Hopkins Press, 1963.
 



PRIMARY HEALTH CARE - WORLD STRATEGY* 

It was a wise decision to select the subject "Primary Health 

Care - World Strategy" as the theme for this Third International 

Congress of the World Federation of Public Health Associations being 

held jointly with the Silver Jubilee celebration of the Indian Public 

Health Association. Nineteen eighty-one is, in fact, the year in 

which an initial global strategy for the attainment of the social goal 

of Health for All by the Year 2000 will be decided upon by the 

Thirty-fourth World Health Assembly. As you all know, the International 

Conference on Primary Health Care, held in Alma Ata in 1978, stated 

that primary health care is the key to attaining this social goal.
 

The Alma Ata Conference, jointly sponsored and organised by the
 

World Health Organization and the'United Nations Children's Fund, was
 

the culmination of a preparatory process. This had entailed, among
 

other activities, a large number of national,regional and international
 

conferences, seminars, workshops, study groups and other meetings.
 

The Conference on Primary Health Care in Industrialized Nations, held
 

in New York in December 1977, made it abundantly clear that the primary
 

health care concept and approach is not relevant only to developing
 

countries. The International Congress of Non-governmental Organizations
 

on Primary Health Care, held in Halifax, Canada, in May 1978, underlined
 

the important role of non-governmental organizations in implementing
 

primary health care.
 

*Presented by Dr D. Tejada-de-Rivero, Assistant Director-General,
 

World Healch Organization, Geneva, at the Keynote Session of the
 

Third International Congress of the World Federation of Public Health
 

Associations and the Twenty-fifth Annual Conference of the Indian Public
 

Health Association, Calcutta, 23-26 February 1981. pb
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The Declaration and the Recommendations of the Alma Ata
 

Conference were, therefore, a point of synthesis or crystallization of
 

They were also
many experiences undergone in many different countries. 


the result of a process of participation that culminated in the
 

collective commitment of governments, United Nations organizations,
 

specialised agencies and non-governmental organizations. This means
 

that although most of the conceptual aspects of the primary health care
 

approach already existed before Alma Ata, it was at that meeting that a
 

comprehensive and coherent conceptual framework took shape.
 

In May 1979, the Thirty-second World Health Assembly endorsed
 

the Declaration and Recommendations of the Alma Ata Conference and
 

considered that "in accordance with the basic policy of adapting
 

international activities to the real needs of countries, strategies and
 

plans of action for attaining health for all by the year 2000 should be
 

formulated first and foremost by the countries themselves, and that the
 

regional and global strategies formulated on the basis of these
 

on the basis of the strategies of
national strategies, as well as 


regionalgroups formed by countries for practical reasons, should
 

promote and facilitate accelerated development of primary health care
 

the attraction of substantial
in the Member States of WHO, as well as 


and continuing additional international resources for these purposes".
 

If the term "primary health care" is well known, what is less well known
 

is the authority of the World Health Assembly, what the World Health
 

Organization is and why this whole process has been launched through it.
 

IDI
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The
 
Many factors contribute to distort the 	real meaning 

of WHO: 


wrong identification of WHO with its secretariat 
composed of inter­

or in
 
national staff located in Geneva, in the six regional 

offices 


The fact that WHO is one of the so-called 
"speciallsed


the countries. 


agencies of the United Nations" also induces incorrect generalisations.
 

The technical reports of its Expert Committees and other scientific
 

groups create an impression that WHO is simply 
a highly scientific
 

body whose sold function is to summarize 
the state of the art in very
 

specialised technical health issues and, 
accordingly, to give highly
 

In this respect there still are some
 specialised advice to countries. 


few who hold the opinion that WHO should 
confine its activities precisely
 

to those functions.
 

a co-operative

D: Halfdan Mahler has repeatedly stated 

that WHO is 


(or, in the language of the WHO Consitution, 
a co-operative


of countries 


of "Member States"). WHO's Constitution opens with the following 
words:
 

... " 
"The States parties to the Constitution 	declare 


and after having stated the principles 	on 
which the Organization will base
 

"Accepting these principles and
 its functions and activities it says: 


for the purpose of co-operation among themselves 
and with others to
 

protect the health of all people, the 
Contracting Parties agree to the
 

... " 
present Constitution and hereby establish 

the World Health Organization 


Therefore, the co-operative character 
of WHO has existed from its
 

Thus, it follows, that the World Health Organization 
IS its
 

inception. 


to say, countries of the world acting collectively
 
Member States - that is 


through global and regional mechanisms 
and acting individually 
in the
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The World Health
implementation of their collective decisions. 


the

Assembly is the highest policy-making body of WHO and decides 


policies of the Organization. And because WHO is a co-operative of equals, 

at the World Health Assembly all countries - regardless of size or wealth ­

have an equal vote in the policy-making process.
 

The World Health Organization has two fundamental 
constitutional
 

: to be the directing and co-ordinating authority 
on inter­

functions 


national health work and to provide its Member States 
with technical
 

Both functions are mutually supportive. The directing
cooperation. 


to decide collectively

and co-ordinating function permits the Member States 


on the health goals, policies and programmes they 
desire and to act
 

In this way "international
 collectively and individually to attain them. 


health work" begins in the countries and ends in 
the countries.
 

On the other hand, technical co-operation in WHO 
terms implies a true
 

partnership between the countries themselves, 
through the proper use of
 

Therefore, WHO is not at
 
their Organization, including its secretariat. 


all a supra-national entity to which countries 
may come to request
 

assistance on a donor-recipient basis.
 

however,

WHO has not only a technical role but also a social 

one; 


it should be quite clear that WHO's technical 
role is in no way diminished
 

WHO's social role is characterised by its humanitarian
 by its social role. 


efforts to promote social justice in health matters, particularly 
through
 

a more equitable distribution of health resources 
among and within
 

Dr Mahler has stated in a report that "The 
Organization's


countries. 


to be interpreted in the sense of
 socio-political role therefore has 




supporting national action aimed at inducing change for the better in
 

health situations through collective definition by Member 
States of health
 

goals, the adoption of principles for realizing them, and the promotion
 

of the rekorms in the health and related socio-economic 
sectors that will
 

In other words, this role implies
enable he goals to be attained. 


promoting action for health, and not merely indicating 
how such action
 

might be carried out.".
 

It is in this context that we have to see any world 
strategy on
 

It is also in this context that it is easier to
 
primary health care. 


understand the true meanir.g of the concept of primary health 
care.
 

no doubt that the impact of Alma Ata was-much greater
There is 


than had been foreseen when the Conference was first 
proposed. This
 

has contributed to the wide acceptance of the term "primary 
health
 

care", despite its limitations in expressing the full conceptual content
 

behind it. However, this wide acceptance includes 
faithful true believers,
 

eager to impose the concept as an infallible and unchangeable truth,
 

jumping on the
 
opportunists ready to benefit from its popularity 

­

bandwagon with their own old, discrete programmes, 
and cynics waiting
 

silently for the time when the "fashion will be 
over" or implementation
 

of the concept will have been proved impossible. In any case, the term
 

Ithas become common,and with such
"primary health care" iswell known. 


fashionable technical and colloquial use comes the 
tendency to over­

a universal tendency, especially when
 simplify its real meaning. This is 


we deal with social problems. In today's fast-changing and conflicting world
 

co face them are, indeed, becoming
the social problems and the approaches 
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more and more complex and "ill-defined". Their complexity is well
 

What is not clear to many is
 understood although frequently forgotten. 


I will try to explain my point:
their "ill-definition" 


Think of an ordinary, simple clock compared with a satellite
 

destined for outer space and composed of highly 
sophisticated precision
 

In terms
 
mechanisms, many of them computerised and full of controls. 


of complexity there is an obvious difference, but 
in terms of
 

Each part of the clock and each
 "definition" both are "well-defined". 


part of the satellite has a pre-set and regulated 
behaviour in terms
 

Each part has been conceived for
 of movement, actions and/or reactions. 


a pre-defined purpose and functions accordingly. 
In short, each element
 

of those systems has been conceived for a well-defined role in relation,
 

to the whole.
 

On the other hand, social problems are indeed 
as complex as the
 

most sophisticated satellite but their components 
have no regulated
 

behaviour but rather tend to have their own 
and sometimes erratic
 

pattern of existence which does not necessarily 
relate to the whole
 

system. Furthermore, their relationships with-other 
components of the
 

"system" in terms of actions and reactions vary widely and are often
 

One of the elements of the complexity and "ill-definition"
 unpredictable. 


of a social problem is man's behaviour, conditioned 
by cultural and
 

moral values, knowledge and experience, temperament 
and personality,
 

Empathy, the struggle

ambitions and complexes, transitional moods, etc. 


for power, social and organizational pressures, 
and overall cultural and
 

social contexts and circumstances play significant 
roles in any social
 

Even the new mathematical developments for dealing 
theoretically


problem. 
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with social problems, as for example the games theory, are not
 

able to give us more than possibilities and probabilities 
- freely
 

and "provided that". Thus, one can
 sprinkled with the words "if" 


begin to understand that the natural human tendency 
when facing complex
 

over-.

and "ill-defined" problems is escapism through a process 

of 


This would appear to be what is happening at the
 
simplification. 


moment with regard to primary health care.
 

For some, primary health care is identified only with the community
 

health workers recruited from a poor, rural locality, 
given some training
 

and trying to do their best with an over-simplified 
or primitive health
 

a new name for the
 
technology. For others, primary health care is 


expansion in coverage of the old basic health 
services, disease oriented,
 

to be delivered
 
curative and where the providers still decide 

what is 


and the people are still just passive recipients. 
Even for some of those
 

who are familiar with Alma Ata, primary health 
care is simply a question
 

the "eight components" included
 of how to combine the activities known as 


Yet again, in some minds,
in point VII of the Declaration of Alma Ata. 


primary health care is simply a parallel and even 
vertical health care
 

system, independent from the conventional and 
expensive health system
 

provided mainly for the affluent few in the capital 
city and main urban
 

Thus primary health care becomes a second- or
 
areas of a country. 


areas. 
 These erroneous over­third-rate service for poor and rural 


simplifications hide not only the true concept 
and significance of primary
 

health care but its very origin and the factual 
reasons for its emergence
 

urgently needed and feasible approach in facing 
up to the health
 

as an 


problems of today.
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The health situation in the world is summarized in the Joint
 

Report of the Director-General of WHO and the Executive 
Director of
 

UNICEF, presented to and unanimously endorsed by the Alma 
Ata Conference.
 

I should like to quote some pertinent paragraphs from it:
 

"There is widespread disenchantment with health care 
throughout
 

Better health
The reasons are not difficult to discern.
the world. 


could be achieved with the technical knowledge available. 
Unfortunately,
 

the best advantage

in most countries this knowledge is not being put 

to 


Health resources are allocated mainly to
 for the greatest number. 


Quite apart from
 
sophisticated medical institutions in urban areas. 


the dubious social premise on which this is based, 
the concentration
 

of complex and costly technology on limited segments 
of the population
 

Indeed, the
 
does not even have the advantage of improving 

health. 


improvement of health is being equated with 
the provision of medical
 

care dispensed by growing numbers of specialists, 
using narrow medical
 

People have become
 
technologies for the benefit of the privileged few. 


cases without personalities, and contact has 
been lost between tnose
 

and those receiving it."
 providing medical care 


"At the same time, disadvantaged groups throughout 
the world have
 

These groups probably
 
no access to any permanent form of health 

care. 


total four-fifths of the world's population, 
living mainly in rural
 

areas and urban slums. In some countries, even though health facilities
 

are located within easy reach, inability to 
pay or cultural taboos put
 

them out of bounds."
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are all too often being
"To complicate matters, health systems 


devised outside the mainstream of social and economic 
development. These
 

systems frequently restrict themselves to medical care, although
 

industrialization and delibarate alteration of 
the environment are
 

creating health problems whose proper control 
lies far beyond the scope
 

of medical care."
 

"Thus, most conventional health care systems are 
becoming
 

increasingly complex and costly and have doubtful 
social relevance. They
 

have been distorted by the dictates of medical 
technology and by the
 

misguided efforts of a medical industry providing 
medical consumer goods
 

Even some of the most affluent countries have 
come to
 

to society. 


realise the disparity between the high care 
costs and low health benefits
 

Obviously it is out of the question for the 
developing


of these systems. 


Other approaches have to be sought."
 countries to continue importing them. 


More thaa two years have passed since the Alma 
Ata Conference,
 

and there is no point in trying to develop 
further the conceptual
 

The lack of knowledge and/or understanding
 aspects of primary health care. 


a lack of
 
of its real meaning and implications does not .pre-suppose 


Another form of escapism, while facing concrete 
social
 

c3nceptualization. 


In many ways, we have reached
 
problems, is their over-conceptualization. 


a limit in intellectual contribuitions for the conceptualization of primary
 

- given the existing

health care. Actually, the main problem is just how 


- primary health
 
peculiarities and different contexts and situations 


part of a self-sustaining
 
care is to be implemented in each country as 


the main element of the national strategy
 process of health development and as 


that could make possible the achievement cf 
the social goal of Health for
 

All by the Year 2000.
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However, there are many constraints which need to be analysed
 

objectively in each particular country situation if we really want to
 

take the first step in bridging the gap between conc2pt and practice.
 

Some 6f the constraints are internal to the health system 
(and
 

internal to the health workers' minds) and are most likely 
to come to
 

taken towards re-orienting
the first concrete steps are
light as soon as 


the health system to the primary health care approach. Let us mention
 

some of them.
 

We have been used to see health services systems working 
on the
 

basis of almost independant and unco-ordinated activities. 
Some of them
 

are related to specific age groups of the population, others in function
 

of specific diseases, or based on the technology used 
for control of
 

diseases.
 

At the same time, health services systems have been developed
 

from the point of view of the providers of health care, 
with an
 

almost total disregard for the real needs of the people 
to be served.
 

Despite a genuine acceptance of the concept of primary 
health
 

too used to dealing with their own specific
care, health workers are 


and to working within institutional and administrative
technical areas 


systems which require them to show tangible and immediate 
results.
 

Consequently, we findy(Eealth specialists trying to "adapt" Lheir own
 

This produces a
 
specialized field as a part of I imary health care. 


collection of independant activities which, whilst 
differing from the
 

traditional lines and "adapted" to the primary health care concept, is
 

The real thing involves the
 a poor substitute for the real thing. 


development of a set of health activities that should 
correspond to the
 



to the
health needs of the people, to the resources available and 


In this respect,
constraints existing at national or community levels. 

certain practices of health programme managers - both in countries and at 

- are becoming sadly familiar. Some feel driventhe international level 


to succeed in their actual, isolated responsibilities and are 
too
 

impatient to wait for the materialization of a comprehensive 
primary health
 

care approach. Others may be willing and ready to use any initial
 

primary health care measure as long as it provides a convenient 
tool
 

or vehicle for the advancement of the particular programmes 
they favour.
 

not
 
Nowadays, it seems to be difficult to discover any activity which is 


"an integral part of" or "in the spirit of" or "related to" or at least
 

"linked to" primary health care.
 

The primary health care concept makes it possible to develop a
 

All possible

comprehensive and systematic approach to health services. 


health activities are closely inter-related. Priorities among the
 

different components are defined in relation to the needs 
of the
 

populations. Supportive and complementary actions from other sectors
 

have to be considered. The interaction within the different levels of
 

the health services system is oriented to the needs of 
the people to be
 

little practical experience, and even less
 served. However, there is 


imagination as regards putting this comprehensiveness into practice.
 

try to implement everything
The normal and simplistic tendency would be to 


which is impossible.
simultaneously ­
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In planning, programming and implementing health activities
 

we are used to dealing with certain classical health 
resources. For
 

example, certain types of professional and auxiliary 
personnel are accepted
 

Our training efforts,

without discussion as "unchangeable facts of life". 


both in terms of content and of method, have been 
conditioned by the pre­

existence of such classical resources, and the one has permanently
 

consolidated the other.
 

Policy-mlakers. technicians and administrators in the 
health
 

sector are too used to working almost exclusively 
with technical tools.
 

Just as one example related to the need for national 
strategies and plans
 

of action, the existing planning and programming 
methodologies,
 

managerial processes and other administrative mechanisms 
are sometimes
 

too logical and rational. They appear almost to have been built up from
 

the point of view of mechanics or physics for 
they take no account of the
 

very real fact that social problems are complex 
and ill-defined. They
 

are, furthermore, based on the implicit assumption 
that the political
 

is a complete

and economic contexts are permanently stable and 

that tEl're 


absence of social and political conflicts. Thus, in practice, we find
 

of their tools, under the
 that the users actually become the slav4 


illusion that social problems and groups are to 
be treated as mechanical
 

Furthermore, the very concept of strategy
objects, like parts of a clock. 


Thus, a strategy for health for all and primary 
health
 

is misunderstood. 


than a formal and logically organized document
 care should be much more 


with a definition of objectives, setting of priorities, 
identification
 

and quantification of targets, selection of indicators, 
description of
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The WHO Executive Board
approaches, ennumeration of actions. 


recognised this when, in its document "Formulating strategies 
for
 

health for all by the year 2000" it stated very explicitly:
 

"The strategies should incorporate the systematic identification
 

and use of suitable entry points for fostering health development, 
ways
 

of ensuring the involvement of other sectzrs bearing 
on health, the
 

range of political, social, economic, managerial 
and technical factors,
 

as well as obstacles and constraints and ways of 
dealing with them.
 

It is part of the national strategy to identify 
and make use of all
 

as well as to recognize constraints
 favourable conditions and factors, 


and identify existing and potential obstacles that 
could impede the
 

The ways of dealing with the above will
 attainment of national goals. 


depend on their nature."
 

We are used to working with formal structures, 
manuals and
 

composed of
 
organigrams, forgetting the fact that any social 

system is 


many informal parallel structures functioning 
simultaneously in different
 

Technical or moral authority; political power

and contradictory ways. 


social, economic and/or familiar interests and 
influences;
 

and pressures; 


and even emotional
 
inter-personal empathies, sympathies and antipathies; 


are always present, making the formal structure
 and sentimental links 


never exists and
 
only an ideal term of reference because in 

practice it 


it never works as presented in the organigrams. 
Another fact that is
 

that these informal parallel and superimposed
too often forgotten is 


functioning and living structures are, in 
many cases, infiltrations or
 

reflections within the health system of much 
broader systems, including
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those coming from beyond the national context. This fact, occurring
 

it always does, even within the "status quo", becomes all 
the more
 

as 


grave when a process of real change is necessary. The Joint Report of
 

the Director-General of WHO and the Executive Director 
of UNICEF, already
 

mentioned, states:
 

"It can be seen that the proper application of primary 
health
 

care will have far-reaching consequences, not only 
throughout the health
 

and economic sectors at the community
sector but also for other sociai 


Moreover, it will greatly influence community organization 
in
 

level. 


for instance,

general. Resistance to such change is only to be expected; 


ensure a more equitable distribution of health resources 
could
 

attempts to 


well meet with resistance from political and professional 
pressure groups,
 

and the use of appropriate technology may arouse the 
opposition of the
 

medical industries."
 

To try to introduce changes, plan and programme 
actions and
 

institute procedures in a vacuum whilst assuming 
an absence of constraints,
 

of course, relatively simple.
obstacles and even active opposition is, 


The self-satisfaction of technicians working out 
guidelines and methodologies
 

is the plethora of national health
 in precisely this way is as real as 


plans and programmes which are taking up space on 
library shelves without
 

being implemented.
 

On the other hand, the demand for simple and easy 
proposals for
 

dealing with complex and difficult problems is a reality. 
"Minimum
 

packages of primary health care activities" are insistently requested,
 

for example, by politicians, high-level technocrats, 
local health
 

the overall
 
administrators and now, mostly by funding institutions, 

as 
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solution for putting primary health care into practice. These
 

"minimum packages" are also supposed to take the form of universal
 

models or recipes that can be applied, with perhaps some minor changes,
 

in any country or in any situation. This point is direcrly linked with
 

yet another constraint. Fast becoming an increasing danger is the fact
 

that despite the consensus on the conceptual total framework of 
primary
 

as well as in international
health care, officials at country level 


taking into consideration only
organizations are over-emphasizing or 


the so-called "eight cumponents" in a way that is almost obsessive.
 

It is true that emphasis was given in Alma Ata to the inclusion 
of at
 

least certain activities in order to avoid the distortion 
of primary
 

health care into a second- or third-class health care service for the
 

poor and rural areas. However, certain requirements in the development
 

of primary health care are far more important. Let us ennumerate them
 

very briefly:
 

- Political commitment and the will to bring about the
 

reforms that are essential, translated into political 
decisions
 

A real

taken by the government as a whole and at all levels. 


process of reorientation of the health system and 
a clear
 

are the best indicators of the
re-allocation of resources 


political commitment;
 

A progressive process of transference of responsibilities
-


in the delivery of health services from the highly specialised
 

professionals on the one extreme to the individuals within 
the
 

family on the other;
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The review of the technology used at all levels of the
 

health services system and the development of 
an appropriate
 

to those
 

-

technology which is scientifically sound, acceptable 


to be employed,

who will apply it and to those for whom it is 

capable of being adapted and further developed 
if necessary, 

and financially viable today in the country 
and within the 

local communities; 

- Multi-sectoral co-ordination, workable at least 
both at the 

national level for the formulation of compatible 
policies and 

at the community level for concrete actions; 

Community participation at all levels, for 
the definition 

of problems, setting of priorities, supervising 
and controlling 

andthe health activities, etc.; 


The need for a supportive .4 referral system that will make
 
-

it possible for any person to reach any 
level of the health
 

services system.
 

The problem is not, then, how to make 
a package of the "eight
 

initiate some primary health care activities 
whilst
 

components" but how to 


trying to fulfil, at least as the initiation 
of a long-term process, all
 

the requirements just mentioned.
 

To close the gap between theory and practice 
in implementing primary
 

health care is not a simple endeavour. 
However, each day we glean more
 

experience that shows that it is not impossible. 
At the present time,
 

to the year 2000 we have no alternative
 with less than 20 years to go 


It has already
 
but to act. In countries and directly in the field. 
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been stated that we have reached saturation point in concepts.
 

as forms of
Over-conceptualization co-exists with over-simplification : 


One point is clear and
escapism the two do not contradict one another. 


formulate
this is the collective decision of Member States "to 


implement national strategies for achieving health for all 
by the year
 

the key approach". This is

2000, employing primary health care as 


One of the 22 recommendations
fundamentally a national responsibility. 


of the Alma Ata Conference states that "primary health care requires
 

strong and continued political commitment at all levels 
of government"
 

and promptly adds an extremely important point which is sometimes
 

"political commitment ... based upon the full understanding
overlooked : 


and support of the people". Complementary to this, it recommends
 

governments "to stimulate, mobilize and sustain public interest and
 

This

participation in the development of primary health care". 


recommendation does not refer only to the essential 
issue of community
 

participation in the development and functioning of the 
health system,
 

but to the essential need for mobilizing all possible 
institutions,
 

groups and persons in supporting and participating in 
the implementation
 

of the national strategies.
 

It is obvious that in any country the professionals and 
non­

professionals working within or in relation to the health 
system are
 

very important elements for the success or failure of the national
 

strategy - from its formulation to its implementation. Their
 

involvement is two-fold because besides being a part 
of the health system
 

they are also members of professional, occupational 
or social groups.
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are clear examples of non-governmental
National public health associations 


national organizations which must be involved and should play 
a very
 

They may, and should, exercise a leading
important and active role. 


role.
 

The importance of international support for primary health 
care
 

also underlined by the Alma Ata Conference. One recommendation
 was 


referred to the need for countries to share and exchange information,
 

experience and expertise as part of technical cooperation 
among
 

Another

countries, and particularly among developing countries. 


recommendation similarly emphasized the role of international 
organi­

zations, multi-lateral and bilateral agencies, non-governmental
 

organizations, funding agencies and other partners 
in international
 

health. 
 It was recognized that in order to 
promote and sustain primary
 

health care and overcome obstacles in the way 
of its implementation
 

a need for strong and co-ordinated international 
solidarity


there was 


and support, but with the full understanding 
that the co-ordination of
 

any external international support must be undertaken 
by the countries
 

themselves in a spirit of self-reliance and self-determination. 
Countries
 

individually have to be the masters in their own 
houses in relation to
 

Countries also exercise this co-ordination collectively
external support. 


This is the basis for the whole
 their World Health Organization.
through 


world-wide effort of formulating strategies for 
health for all that
 

started immediately after Alma Ata.
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International non-governmental organizations have, therefore,
 

in support of this international ction. This would
 
an important r,Ate 


mean among other responsibilities, the support of corresponding
 

national non-governmental organizations and facilitating 
the exchange
 

This is our challenge and
 
of experiences, information, expertise, etc. 


It is not just an opportunity but, in looking 
at
 

we have to face it. 


the world today, a moral duty.
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'rinary h.-al.th qare is considered as a major tool to achLeve 

and maintain an acceptable level or health. It is the only solu­

tion to assire equitable provision or essential services, physi­

cally close to the community, quickly responsive to its needs, and
 

directed to the advantage to the least favored. During the second
 

half of this century or ever before, extensive efforts were done
 

to develop and strengthen primary health care. Eminent public 

health workers like Dr John Grant started thf..s constructive 

effort on primary care in this country, others continued the task
 

until it was crowned by the historical declaration of the Alma-Ata
 

Conference on Primary Health Care, in September 1978.
 

This declaration, widely accepted by the International
 

Community, presents the real challenge for us aa public health
 

workers. It lays the foundation fox our future activities since
 

much is left to be done to chieve the global goal of "Health for
 

All by the Year 2000". Th', main challenges are: what type of
 

health do we hope to achieve by the year 2000? why pf.rticularly
 

this date? by whom and how it is to be achieved.
 

Scope of Primary Health Care:
 

Before Alma-Ata, we were mainly concerned with what is known
 

as "basic health care" which includes maternal and child health,
 

family planning, imnmunization, prevention and control of communic­

able diseases and treatment of common diseases and injuries.
 

It was always clear to health professionals that the real
 

This was the
determinants of health are not in their hands. 


rationale for extending the scope of primary care in Alma-Ata to
 

include health related activities such as health education, safe
 

water supply, nutrition and basic sanitation. The new'extended
 

scope was even left open for countries, to add to it, activities
 

required to achieve and maintain good health for its citizens.
 

To me, education is a major activity since a causal association
 

always exists between health and the education. status of the
 

http:h.-al.th


conmunity. oreover,, social nn-] econo'nic levelopmet are itaJor 

doterminants of health, especially in less developed countries and 

in rural comirmnit es. Thwtt, it is a one-package deal necessita­

ting the establisliment and implem.entation of an over-all socio­

economic plan including health in order to achieve health for all. 

Environmqental Control:
 

Urbanization and industrialization are desirable goals for
 

socic-economic development plans in most of the developing countries.
 

Primary health care should address environmental control as a major
 

activity early enough before emergence of environmental problems.
 

WIhy "The Year 2000":
 

This date is not too far from now, yet the international
 

community can use it as a dead-line rather than a defined target
 

Health for all must be the today goal, upgrading the level
date. 


of health to reach the best achievable one to all citizens in all
 

WHO, was aware of that when it
countries by the year "2000". 

decade as the "water decade" anti to implement thedeclared the next 

extended program of immunization, as well as other constructive 

a reasonableactivities. The"year 2000" can only be used as 


horizon to promote long-range planning activities in countries,
 

and then moving through a rolling horizon of twenty-years period.
 

Pri,.,t'ry Health Care in Developed Countries:
 
I 

The joint report of the Director of WHO and ,the Executive
 

Director of UNICEF to the Alma-Ata Conference, stated clearly
 

that the report concentrates on the needs of developing countries
 

in particular, since for them, it is a burning necessit.y. This is
 

a completely rational priority, yett if we intend to achieve "Health
 

for All", then wo qhottlil consider seriously what is to be done to
 

dvylop prirary care in dAevlope,1 c,)'.iflri,'rl arid/or in urLazi conmuni­

ties. T7iesr3 co,.uit are 11us.ially ov,,,--. 1tpplL,!,1 by spe.cialized
 
1
1,,,al th mtipo ',"l', ,y Lohi~tict,-, 1113ti t,1ti0ts an'l teaching hospitals. 

to 1,a~ic h L'!ividuvd'7et, LUic f'.n.acil . S~i ity for all 

Best Available Document
 



Ii. Corn' tn ess wiil it
neefls caln ri- v,?r to..~~re1* lalp.' 

range of specializc I Ile.lcth prof JisLonalsI, the inliviluall fails to 

care sy-t'!,. T'%erp. Isideritiry a ,i1,neIa ontry to the hiIth 

al 'js the darior that services provided are neither person-centered 

3rved are ob1.i~od to "shop"nor continuo,ts, and ,i.ually people for 

services in a disintegrated iianner. The problem is more and more 

of urban slums in big cities, where hous­cunfronted by inhabitants 

ing and basic sanitation are inappropriate, and the financial
 

barrier is a major constraint for their accessibility to 
adequate
 

care.
 

Conclu sion:
 

is the major tool to achieve and main­P'rimary health cars 

The scope and concept of
tain aa acceptable standard of health. 


primary care as declared by the Alma-Ata Conference on Primary
 

Care is the basic foundation for future work and activities. 
Health­

related activities as nutrition, health education, safe 
water supply,
 

nutrition, and basic sanitation are major activities for 
promoting.
 

health, 

and decision-The community, health professionals, economists 

makers should consider the following: 

over-all socio-economic developmentPlanning for an 

than planning for health services. This shouldrather 

least include education, economic development, and
at 

environmental control. 

- The year 2000 should be considered as the dead-line tcv 

for all. It is the reasonable horizon'achieve health 
to continue on ato stimulate long-range planning, 

rollintg horizon. 

right for developed
- Primary health care, is as well a 

countries and/or ntr.an co:,inities. Plans should be 

it,1p]. e,,eite ,i to assire for theseosta1blished ar d 

-iilVM ,L p,.rson c.ntere,! cnr'.',
co1muIni ties proper ac 

" a.!if1i.1d entry to :Ii? health systo-, n3 -€,lII as co.i-
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Dr. Carl Taylor
 
Johnq Fopkiins University
 
(U.S.)
 

Calcutta Speech
 

Planning for Imnlementation
 

century,
In this home territory of one of the greatest snirits of this 


Rabi dranath Tacgore, I quote his statement which exnressed 
the theme
 

presented in Jim Grant's eloquent speech yesterday.
 

"Most of us who try to deal with the problem of 	poverty think only of 

amore intensive effort of production. We forget that it brings about a 

areater exhaustion of materials as well as of humanity. It gives to the 

It is food 
excessive opportunities for profit at the cost of the many.

few 

which nourishes, not money, it is fullness of 
life which makes one happy, not
 

intefisifies the 
fullness of purse. Multiplying material wealth 	alonE 

have not, and it inflicts 
inequality between those who have and those who 

to
the social system that the whole body eventually 	bleeds 

so deep a wound on 

death."
 

It is also a areat temptation to quote John 
Grant because he wrote so
 

Rather than quoting John
 
well about what we are still trying to implement. 


to read his marvelously uo-to-date 
Grant, I am trying to arrange for you 

Cbnrad Seiop went out 
A volume of his collected papers edited by

writing. 

of print some 10 years ago. With 6onsiderable difficulty I have been able 

to arrange a reprinting especiallyfor this conference; 
250 copies-were
 

They are now in
 
subsidized by the U.S. Government and shioped 

to India. 


Only for
 
Delhi airport customs but should be here before 	

you go home. 


delenates from India and developing countries 
we have arranged that you can
 

get a copy for Rs 20 at a desk outside this hall 	when they arrive.
 

Yesterday David Tejada clearlv oresented 
the need that was evident after
 

Alma Ata for courttries to prepare National Plans of Action. He tells me 

NOT OFFICIAL 

DRAFT
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that about 100 countries have now prepared national strategy documents
 

defining policies and directions inmoving toward health for all by
 

the year 2000. On the last day of this meeting the WHO regions will
 

present reports synthesizing the regional strategies.
 

All of this effort will mean nothing unless we take the next steps to
 

define implementation in plans or action. At Johns Hopkins over the past
 

14 years our Program for Senior Health Planners has progressively shifted
 

to what we now call "Planning for Implementation." Within the 20-year
 

frame of the strategy documents we now need pragmatic and focussed five­

year cyclic plans and yearly revisions to move incrementally to
 

implementation.
 

Having been born in India and having spent half my life living and
 

working in the villages, I will now focus on India, and I will take the
 

The ICSSR-ICMR* Ramalingaswami report will
liberty of being blunt. 


contribute little unless there is an effective planning for implementation
 

process now established. Publicity is creating public consensus and
 

the isolated criticisms are mostly defensive reactions of doctors.
 

Implementation will be iacilitated by the following seven steps:
 

From decision makers we need openly stated commitment and
1. 


The honorable Chief Minister's
political will for action. 


pledge yesterday is a start.
 

Planning and evaluation units need to be greatly strengthened
2. 


at central and state levels. India has always done well in
 

standing on the one leq of planning by committee. The other leg
 

needs to be strengthened of having a staff of full time planners
 

working on the implementation process.
 

Indian Council of Social Science Research/Indian Council of Medical Research
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3. 	The qreatest problems in implEientation tend to be straightforward
 

I will qive only one example. The government
manaaement issues. 


health systems are usually paralyzed by a lack of drugs. At the
 

same time an uncontrolled flood of druns oours into the villages
 

through private channels. Our studies showed that in the Punjab
 

and Karnataka 70 percent 	of the druns used by traditional
 

practitioners are the most powerful available pharmaceuticals-­

not harmless "jari-barties.!' Backaround documents for the ICSSR-


ICMR report showed that with present trends there will,by 2000,
 

be as much money spent on privately paid for drugs as in the
 

total government health budget. We incapacitate Deripheral workers
 

few harmless and relatively ineffective
by giving them only a 


few weekS, while
druas with a year's supply beinn used up in a 


in the private sector the flow of penicillin and chloromycetin
 

is unchecked.
 

In the sessions that follovi discussions will focus on numerous
 

other management issues such as supportive supervision, role
 

reallocation in the health team, and referral.
 

A particular challenge in the Alma Ata definition of primary health
4. 


care is to do something practical about intersectoral cooperation.
 

As with community participation the sloaan is accepted in rhetoric
 

So far we have
because we know we could not agree on what itmeans. 


tried mainly to manipulate the other sectors into doinq our work
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rather than findinq synergistic ways of working together. Ifwe
 

impose on the busy village school teacher, who will produce the
 

educated next neneration which our data show isa powerful
 

determinant of health?
 

In addition to education there are three sectors which overlap with 

health so much that we are constantly speaking of integration.
 

Population, nutrition, and control of water and other environmental
 

factors also overlap in the work of other ministries. He have
 

been recommendino supra-ministerial tommissions to try to net 

coordination.
 

I have come to believe that the first need is to separate policy
 

from implementation. The commissions could be important in setting pol­

icy, but then they should deleaate implementation to-appropriate
 

The time has come also to recognize that a cabi:net can
ministries. 


Rather
only accommodate . one inter-ministerial commission. 


than seoarate commissions for population, nutrition, and water,
 

three
single commission for 	social develooment could cover all 
a 


areas.
 

5. Another challenae to implementation from Alma Ata iscommuhiity partic­

ipation. 	 Vasudeva's comprehensive oration yesterday masterfully
 

I consider this to be the most challenqina
defined the issues. 


subject before us for an intensive health services research effort. 
It
 

is time for us to step outside of our professional egocentrism
 

and stop taking over 	the people's right of decision about their
 

health.
 



We create dependency rather than self-reliance. The health system
 

should increase the capacity of the community and of individuals 

to solve their own health problems. Rather than waiting 

passively, the health system should work with the community
 

to design and apply appropriate interventions.
 

For larqely political purposes goverments and international
 

doing for the people what the
donors have consistently insisted on 

people would most like to do for themselves. I will mention three
 

demand and for which everyone
things for which there isexistin 


wants to get credit. The best example is that of putting up
 

visible landmark that something has
buildings which provide a 


Village people take nreat pride inproviding facilities
been done. 


There isnothing that brings
even when they are desperately poor. 


building that will fit
 
a community together more than outtina uo a 


work out ways of
with their culture and needs. Secondly, they can 

meeting their food needs except in temporary emergencies. Third,
 

around the world people are eaaer to oay for curative 
medicines,
 

and they do because then they know the drugs are more 
likely to be 

qood. We must make provisions for reular supply at reasonable 

cost with some provision of essential medication for the poorest. 

there we would need to oet politicians to stop poing around
But 

These are the three most expensive
care.
promising free medical 


to 
components of primary health care and the people would 

be qlad 
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pick up these costs. Our problem has been that we have tried to
 

get communities to pay for what they don't want to pay for, such as
 

salaries, while the aovernment nets credit for paying for what is
 

in greatest demand. Abel HIolman, who helped greatly with the
 

a fool
Calcutta masterplan, has always said that "any planner is 


Anyone who
to pay for anythino that anyone else will Day for." 


says primary health care is too expensive to implement is mearly
 

assuming that the health system will pay for everything, and this 
is
 

fundamental ly wrong.
 

A directiand effective way of implementing PHC is to move progressively6. 

and deliberately from projects to general implementation. The
 

ICMR conference last April showed that since Narangwal there are now
 

almost a hundred good field projects around India--of which more
 

than 30 were reported at that meetinq. Itwas clear that a
 

critical mass of experience has been created infiltrating general
 

services around. Anything we know how to do should be moved
 

directly into implementation. The disillusion with projects is
 

laraely because nothinn has been done to ensure a flow of 
problems
 

from the health system to the project and a feedback of solutions
 

back to the system. John Grant, at Ting Hsien from PUMC and
 

Sinnur from the All.-India Institute have pioneered the idea 
that
 

a field practice area every educational institution should have 

they have a teachinn hospital. I can remember him talking
just as 


about universities as the "academic arm" of health services.
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Some of the reasons for projects are: I)when an approach is
 

known to work generally but there is need for local adaptation;
 

2) when judgment about whether to proceed with implementation is
 

stronaly influenced by cost: financial in cost effectiveness terms;
 

management cost in availability of manpower, supervision; logistical
 

needs.in meetinn the problems of scale in aeneral implementation.
 

Potential harm from a new intervention has to be evaluated. This
 

can be either iatrogenic complications or more often political
 

Many good interventions
acceptability and cultural blocks. 


have produced massive backlash when imposed too abruptly on people.
 

has clearly hown demonstration projects
As apricultural extension 


produce a natural diffusion of social chance when personal initiative
 

In India the potential is esoecially great if the
is required. 


lonqstanding recommendation could be implemented of havina effective
 

field practce areas both for health services research and for
 

community-side teachinq just as hospitals provide bedside teachina.
 

Underlying everythina I have been saying is the fundamental issue
7. 


that we need to improve the quality of care and caring. The
 

not so much quantitative as
 greatest problem in official systems in 


qualitative as indicated by lack of concern and service motivation.
 

This cannot be imposed or dictated. Repeatedly, an experience that
 

was especially gratifyina to me at Narangwal was, in the constant flow
 

of visitors from the government services, when someone, whether a
 

http:needs.in
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high official or a neighboring ANM, would shake their heads
 

when leaving and say, "The greatest thing I have learned is that
 

I can do what I have been doing differently." We should not be
 

embarrassed about the Naranqwal spirit or the Jamkhed spirt in 

Complaints that this quality of caring interfering withprojects. 


We should deliberately
replicablity are totally irrelevant. 


enhance the quality of caring in pfojects and learn how to
 

promote a contagion because the only way we will ever get these
 

qualities to permeate the health system is by learning how to use
 

projects better.
 

Ghandhi said:
 

"Medical relief as part of village work or social service-­

has appeared to me to be the laziest form of service and often even
 

It works mischief when the patient is expected to do
mischievous. 

He is none the wiser
nothing save swallow the drug given to him. 


for having received the medicine. If anything he is worse off than
 

before. The knowledge that he can get for nothing, or for a trifle,
 

a pill or a potion that will correct certain irregularities will tempt
 

The fact that he gets such aid free of charge
him to repeat them. 

will undermine his self respect which should disdair, to receive
 

anything for nothing.
 
There is another type of medical relief which is a boon. It is
 

given by those who know the nature of diseases, who will tell the
 

patients why they have their particular complaints and will also
 
an
tell them how to avoid them. Such discriminating relief is 


education in hygiene, teachino people how to observe 
cleanliness
 

and to gain health. But such service is rare."
 
(Ghandhi Village Swaraj Narajwa 1962 p. 198-199)
 

The problem is not only with health workers. My increasing concern in
 

community participation is that just turning decisions over to community
 

Community leaders may have become the
leaders may not lead to health for all. 


elite because they are the greatest exploiters. The health system may have
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to develop mechanisms so that they don't monopolize services. The greatest
 

health problems are among the poorest, and dramatic improvement can come only
 

by concentration on improvihg,-thei-r conditions. At Narangwal we showed
 

that 30-50 percent decreases in death rates, reduction in fertility,
 

dramatically greater average height, weight and psychomotor scores in
 

study villages as compared with controls ,occurred only because we preferentially
 

reached those in greatest need.
 

was
Two thinas were necessary. First, village leaders learned that it 


in their own best interests to ensure equity. A variety of community incentive
 

need local testing. Second is a newapproaches based on Indices of coverage 

approach to surveillance. Individual surveillance is illustrated by
 

the nutrition growth chart. Community surveillance has been developed by
 

epidemiologists to give warning of outbrcaks of infections such as influenza
 

or of famines. A third use is to follow a specific high priority activity
 

such as eligible couples lists for family planning. I propose an even more
 

important use for the health-for-all goal which is surveillance for equity.
 

Surveillance of groups in special need should lead to affirmative action to
 

reasons but for pragmatic health
redress discrimination not for emotional 


justifications.
 

Equal
A new definition of equity came out of the Narangwal research. 


access may be good enough in affluent countries. Cultural barriers and
 

shame may make the poor hesitate to come to model facilities, and this
 

requires a public health outreach. We learned that to achieve equity we
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had to shift from input to output indicators. Inputs suited to the needs
 

of the poorest must be increased preferentially to reduce disparities
 

in income.
 

Finally I quote again from Tagore who saw clearly the need for
 

starting a process of rural development in a few villages and 

progressively expanding to the whole country:
 

village from the shackles of"If we could free even one 
helplessness and ignorance, an ideal for the whole of India would
 

be established. Let a few villages be rebuilt and I shall say
 

say they are my India."
 

Jai Hind.
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S U M M 	A R Y 

Most countries tire conmnitted politically through its 

national declarations to provide.adequate health and 
primary
 

health care to all its citizens. This paper discusses why these 

into 
policies and commitments occasionally fail to be converted 

action plans.
 

The first common difficulty is encountered in the 
plan pre­

national long planning pro­where 	 comprehensiveparation itselfl a 


cess may be lacking or inefficient. Those who prepare the plans,
 

may be professionally trained planners, health administrators,
 

academicians and senior clinicians, or expatriate 
consultant3.
 

Neither of these can do the planning but a carefully 
selected mi..
 

Excessive gathering of un­is the appropriate planning group. 


Usually 	health plans are Pot 
ne-essary data is a common feature. 


justified as a profitable investment in health in
econnically 


orear to gain the support of politicians and economists.
 

Pec ..sian making on resource allocation for health and P)L.z. 

care is 	 always in favor of sectors other than health and/or of 

care other than primary care. In developing countries the 
medical 

most important cause is economic erosion due to 
local wars anJ
 

political unrest. Healthl professionals and politicians ust'ally 

care accamulated 4.n 
are in favor of prestigious medical monuments 

ux"-ban areas. 

for planners awid :ntI'
The paper discusses soiime proposals 

Vlth health to overcome these diSfi -, 

iational 	agencies concerned 

Balties. 
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1. Introduction
 

policies in itsIn most countries, there are declared 

constitutions or national declarations assuring that health 
is
 

iscitizen. ,iforeover, primary health care a right for every 

being more and more emphasized since the Alma Ata declaration 

in September 1978, and after raising the global goal of "Health 

for All by the Year 2000", This should be converted into an
 

implemented plan of actions assuring equitable provision 
of
 

primary health care services, where its scope is extended 
to
 

include nutrition, safe water supply and basic sanitation, 
other
 

than the basic health services.
 

There is a wide gap between the declared policies and the
 

It is more recognized in less
actual implemented action. 


developed countries due to a variety of constraints. 
These
 

are mainly: limited resources to fulfil ambitious goals, 
in­

adequate or nonexisting long-range comprehensive planning, 
and
 

inappropriate decision making for resource allocation between
 

the health sector and other sectorsl and/or within the 
health
 

sector ilself.
 

2. Plan Preparation
 

2.1 The National Realth Planning Process:
 

Three stages of .ncreasing complexity of planing can be
 

a
distinguished in mixed economy countries, there are: 

project by project approach, integrated public investment 

The latter should
planning, and comprehensive plannin. 


the first two stages since
be developed graditally ptising by 

comprehensive planning is a couplicated pragmatic process
 

that should evolve Lrcdiatally (:'aterson, 1965). 



2.2 Stages of Plonnin!:
 
Although 
planning is a unique activity inyet comnnlonly every country,agreed upon stages can be identified, Taylor1976) outlined the following stages for planning:1. Planning the planning and developing the Pl.aning 

COpetence. 

2. Statement of Policies and broad goals.
 

3• Data gathering, i including demogzaphic, epidemio­logic, economic, services utilization, and cvaila-.bility and projection of facilities and manpower 
resources.
 

4. Priority statement of health problems. 
5o 
 Plan outline with statement of major alternativA
 

proposals.
 

6. Development of the detailed plans and programs with 
targets and standards.
 

7. Implementation as a part of the health plannlgi 
Process. 

8. Continuing evaluation specifically for follow-up
of plan implementation and as a tool for planrevision and updating, to assure a continuous 
planning process.
Annex I. presents a model of PERT chartplanning process 

used for the
to prepare Kuwaitts national health 

plan.
 
2.3 Who110 arethe Plinn, rs?4 

Planners vary from one country to the other, and throughout
the stages of planning in the same country. They mayprofessionally betrained planindrs,
senior clinicians 

top health administrators,
and academicioans expatriate Conllustants,or rarely community representatives° 



Classically, certain characteristics are to be considered
 

developing a rational comprehensive national health plan.
in 

These are agreed upon by the WHO Expert Conimittees on 

et 1l (1972),
National I ealth Planning, Geneva (1967), Reinke 

boe et al (1972), Levey and Loomba (1973), Schnefer
Hillu 


Smith et al (1978), these nre:(1974) and Abel 


There should be a high political support to the
 -

plan and the existence of the will to plan.
 

Nece-sary machinery activity and capacity are
 

of
required to be available within the Ministry 

Health for health plannil'ig; for coordination .ith 

the overall socio-econo~lic planning at the top 

level, and for ensuring 	 the co-operation ofthe 

or,.anizat ions participatingpublic and professional 
their accep­in the planning process 	 and gaining 

tance and support.
 

needs and demaknd.3 
- It should be built on local 

through valid information system and applying 

modern techniques of operational research and syste 

analysis to measure objectives, targets and effec­

tiveness, and describing the community iii'a define
 

demographic, socio-economic political, cultural 
a,,.'
 

health characteristics.
 

Health planning is a continuous dynamic process thu 
-

should start by planning the plari, ,jettingthe plat 

accepted and continuous evaluation of the plan 

through implementation. 

Planning implies standards which become the bases
 -


of the corresponding control system.
 

Tie plan should fulfil basic elements of "good"
-

health care including proper accessibility, con­

tinuity, quality efficiency and effectiveness
 

(Danoub, 1979).
 



The professionally trained planrers, though are the :iost 

legible to do the technical proceures, yet, if left alone, 

they may resort to sophisticated procelures in an idealistic 

that may renderattitude of "professionalism" or "plannisn"
and pr:)£it contributionhealth planning a difficult process 

of other categories. Top health administrators on the other 

as part of their prestigioushand, may consider planning a 

than being a technicaladministrative responsibility rather 

skill.. Academicians and senior clinicians by nature, and
 

due to their traditional medical education, may only recognize
 

ultraspecialties and medical care monumerts as the main 
features
 

of modern health care, ignoring first of all primary care *.itc
 

Many developing countrios
the promotive-preventive services, 

of health plans prepared byexperienced beautiful documents 
in drawers wlbichexpatriate consultants lying on shelves or 

wVere never implemented, simply because'they were irre." waret 

of being too intellectual,unreasonable, or sometimes because 

reLarding comitunity involvement, y,'tYuch is being mentioned 
or
-the role of community representatives is usually resisted 


in. countries.denied by professionals especially developing 

achieved by choosingTAerefore, effective planning can only be 

rienrticnedpZ.)niers as a cnrefully defined mix of all the c-bove 

each Eroup within thecategories, defining a specific role for 

org -iization of the compreiensive health planning tewn. The 

determinant of success forbalance between these roles is the 


plan preparation.
 

2.11 Common Pro10lems in the Planning Process: 

2.4.1 Excessive Tnformation Re quirement: 

Planners, in an attempt to idealism, may require an
 

exhaustive list of information. Sometimes the lack 

are an excuse
or unrelialility of the existing data 

for not to plpn. It is a common practice that much 

of dataeffort and resources are spent in the stage 

gathering to collect information that will never be 

con­used. Since the planning process is subject to 



tinuing updating and remodellingS the decision must
 

be that the initial plan should rely on the existing
 

information, and inevitably by using assumptions or
 

small surveys to cover gaps in the existing data.
 

Occasionally informed experts or community leaders,
 

through group process techniques as the Delbecq or
 

Delphi methods may be quite adequate for problem identi­

fication and priority setting. 

2.4 2 The Lock of Economic J.,stificntion of ffea.lth Programns: 

tnlesz country health pro-raris are presented in anx 

economically justified way they ill never be accepted 

or s,,pported by high politicians and decision makers. 

Expenditure on health should alwUays be expressed as 

profitable investment to be appealing to economists. 

Primary health care should be recoZ.iized as the nmaj­

tool to add productive years of life to the ,oinmunii:'. 

through prevention and control of morbidity, moorta'5"'y; 

.nand disability caused by the major health problems 

developing countries, where underemployment and/or 

over-population are comnon features, this concept ily 

not be convincing. Primary health care then can be 

econonically justified as a tool to ccon:mizo the demand 

and utilization of secondary tLnn tertiary care facilitie 

which are the most exensive parts of health services 

with the least yield in terms of health. It wras possib 

in Kuwait to identify three major priority projects to b 

implemented, only by preseitiTig the years lost to the 

society (lue to infectious diseasesof infancy and early 

childhood, motor vehicle accidents, and hypertension and 

ischemic heart diseases (Annex II). 

2.4 .3 Limiting the Scope of Contr'y Health Planning to 

Medical Care Services: 

Although we are always talking about health as "a state 

physical, mental and social well-being", yet most of
 

i 



the health plans are medical care-oriented or even
 

This is a common feature of
hospital-oriented. 


all country plans especially the developed ones.
 

It can be due to the fact that the broad concept of
 

health determinants is not in the hands of health
 

Inter­professionals, who are used to plan alone-. 


sectoral and over-all socio-economic plans are usually
 

economic-oriented, while health plans are medical care­

oriented, with a major gap and lack of integration
 

between economists and health planners.
 

3. 	Decision-Making on the Propoiled
 

Plan of Actions
 

3.1 	 Resource Allocation between the Health Sector 
and
 

other Sectors:
 

The percapita G.N.P. differentiates countries of the world
 

into rich, less rich, poor and very poor countries. Varia­

tion is very wide ranging from less than 100 U.S. dollars
 

to more than 15,000 US dollars percapita per year. What
 

is more striking, is that those countries with higher G.N.P.
 

percapita spend higher proportions on health either in terms
 

of G.N.P. proportions or governmental expenditures (Table I).
 

This makes the absolute monitory value on financial resource
 

minimal in more poor coqlntries
allocation to health 


(Table II).
 



in SelectedTABLE I. 	 Expenit,,res iTalth Cortries 

Percapita Health Expenditure 	 Public health 
expenditure as%

Country Year G.N.P. as 7 of total 
(US $) central government of G.N.P.
 

expcnditure .... 

0.9

Ethiopia 1976 100 	 4.5 

0.8

Nepal 	 1976 120 6.7 


2.7 	 1.2
India 	 1976 i50 

1.8 	 0.6
Pakistan 	 1976 170 


1.6 	 0.9
Sudan 	 1976 290 


0.7
380 	 4.3Thailand 	 1976 

Mexico 1976 1,090 4.2 0.7 

Iran 1976 1,930 3.3 1.5 

16.8 	 5.7
Italy 1976 3,050 


United Kingdom 1976 4,020 12.9 5.2
 

5.61975 6,550 	 15.1
France 

' Denmark 1974* 7,450 6.8 	 6.7 

3.3United States 1976 7,890 	 9-7 


Switzerland 1976 8,880 10.1 	 3.5 

i.61977 15,480 	 5.9
Kuwait 


Sixth report on the World Health Situation part I , 1980.
Source! -WHO, 

-World Bank, HealthSector Policy 	Paper (1980).
 

TABLE II. Government 	Health Expenditures Per Capita in
 

DevelopinS Countries, 	1976
 

Health Expenditures 
Total 91 I12 4 '6 $11
 

or to to to I to aboveNumber of 

GNP per capita Countries less $3 $5 $10 20 .20 
Number of COuntries 

0O0 0
Less than $150 	 15 11 4 0 

22 7 10 4 1 0 0 
S150 to S299 


02 	 219 1 5 	 9
30to$599 

v500 to ^999 16 3 1 0 6 6 0 

?1,00o to 41,500 iA 0 0 2 3 6 3 

0 T A L 20 19 1% 3 

S1to Po. I ...i , i|19e 
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One of the main causes of the relatively low proportion of 

G.N.P. spent on' health in less developed countries could be. 

the inev1t;0le choice of e:q,-.i.it1ure 'n f~rnseI wea1potli, 

andl war,;. 

As international public health workers, we 
can not ignore
 

the impact of wars and political unrest on 
health in develop­

ing countries. These countries are the most who suffer
 

from local wars and political unrest in the 
last thirty years
 

Local and regional wars are waxing and
 since World War II. 


waning in developing countries so that one 
can conclude that
 

2000" can never be achieved unless"Health for All by the Year 

Table III presentsbe accomplished."Piece for ALL", can 
Declared ex­

military expenditures in selected countries. 

It can
 

penditures can be far less than real expenditures. 


be noticed that wars in these countries 
are causing the
 

following: 

- If data are available on war casualities in terms of 

mortality and disability, it may indicate'that 
local 

wars are one of the most serious epidemics 
in the world. 

,erodes the minimal rate of economical development.
- It 

It encroaches on soclo-economic developmental 
programs
 

-

including health.
 

- It diminishes the active labor force including health 

manpower deviating a sizeable proportion of it 
to the 

and its support services.armed forces 

It is-the cause of major health and social 
problems


-


associated with mass human movement of 
refugees in 

of' the world.different parts 

cause of mental stress and ispc;,rity- It is a major 

in the a.fected coittitri-s. 

, one of the most important activities of 
As an exarpb 

as ontli - AlDocm-Atenn e .1,cl-ratioa Is the 
pritary care 

Best Available Document
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Nations Mar del Plata Conterence in Argentina, announced 
tb.
 

water decade 80-1990. noticing that 78 
' of rural
 

population and 23% of urban populatioh in the 
world has
 

"To attain this goal the inter­no access to safe water. 


national community must raise over US 9 6,000 
millions
 

- yet less than the developed
every year: a vast sum 


world paid out in military expenditure every 
fortnight
 

last year" (WHO, 1980).
 

TABLE II. Military Expenditures in Selected Countries
 

-Total 1n As ercuntage As percentage 

Country Year US S 
millions 

of Central 

Government 
of G.N.P. 

Expenditures 

Ethiopia 

India 

":2exico 

Iran 

Iraq 

Tnited Kingdom 

United States 

1980 

1979 

1979 

1979 

1979 

1980 

1980 

84 

4,406 

519 

3,974 

2,328 

24,448 

142,700 

27 

26.9 

2.1 

11.4 

30.1 

10.7 

23.3 

2.9 

3-9 
0.7 

17.4 

10.9 

41.9 

3.2 

U.S.S.R. 

Svitzerland 

1975 

1980 

1211,0 0 0 

1,8032 

-13 

18.9 1.9 

Annual report of the International Institute 
of Strategic Studies
 

Source: 


iii London, 19120/1981.
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3.2 	 fl~o,,rce Allocation within the Health Sector: 

care is obviously considered as the mostPrimary health 

for obtaining health on an equitable base.
effective approach 

decision is taken favoring instiutional care of
Yet stiLl. the 

more of health ex­
patients which is consuming about 70% or 

countries. "The
 
penditures in both deveLoped and develop

4?k 


bulk tef 
limited government outlays for health go towards 
main­

taining expensive, well equipped 'hospitals manned by highly 

trained personnel concentrated in urban centers" 
(World Bank
 

1980). 

In other words, primary health care including 
promotive and
 

preventive care are the least favored among health 
services.
 

order
This long standing pattern requires a lot of efforts in 

.to be changidq by health professionals, medical educators and
 

Health planners should always telce the 
top decision makers. 


initiative to rationalize this concept in 
health plans they
 

prepare.
 

3.3 Geographical Resource Allocation:
 

can be noticed i"V facilities and manpower
The dlscrepacy 

distribution bet"een urban and rural communities 
in both
 

T,..s results from
 developed and developing countries. 


professionals.
preferances of both decision makers and hedlth 

The formers react mostly to urban population 
needs, who are 

areaspowerful,and the latters prefer urban
politically more 

Health plans should favor
 for social and financial reazons. 


rufbl connunities, promoting their positive participation 
in,
 

service planning in order to change the political 
preferance.
 

and preferably trained 
Primary health workers should be chosen, 


and maintained in the comimnity.
 

Anci 

contribute converting, 
4. The Dole of International 

p s 

A major role of these agencies can 	 to 

into plans of actiors. Perhaps 544C role . :n. 
th d-iclared policies 

Corm,ilattion or stratez.eS fr Te'Tzith 
. h ,~ti'ftl'a1.t.L:1 "t,.-

http:stratez.eS
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yet much has to be done in 
for All by the Year 2000'.It 1sa model, 

this aspect.
 

The whole UN Agencies with its limited 
resources coat never
 

effective financial support of
 
contribute to service provision 

or 


There should be a coordinated 
effort between these
 

programs. 


agencies avoiding gaps and overlaps.
 

Their major role collectively can 
be guided by the fact that 

a fish he will eat for one day, 
while if you 

"if you give a man 
Thus a coordinatedwill eat everyday".to fish heteach him how 

effort should focus on the following:
 

Peace settlement through the international 
community and
 

-

the United Nations. 

Technical assistance to countries 
to develop its planning
 

-

capacities, and to formulate 
its national health .plans.
 

information especially in­
- Interchange of experience and 


between developing countries.
 

Research in the field of primary 
health care delivery,
 

-

including developing indicators 
and evaluative techniques.
 

Training of health manpower especially"
of senior plannersg
 

trainners and primary health care 
workers.
 

http:2000'.It
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A F X I. 

Estimated Years Lo'st to Society in Kuwait* due to 

Mortality and Morbidity of Leading Diseases in 1978 

Cause of Morbidity and Mortality 

Enteritis 

Pneumonia 

Upper respiratory infections 

Motor vehicle accidents 

Perinatal diseases 

Congenital anomalies 

Ischenic heart disease 

Infectious hepatitis 

Deliveries 

Neoplasms 

Hypertension 

Other intestinal diseases 

Other injuries 

Immunizeable diseases 

Skin diseases 

Uro-genital diseases 

Other infectious diseases 

Ear diseases 

Other heart and circulatory diseases 

Eye diseases 

Bronchitis, asthma, emphysema 

Neurologic disease pmd epilepsy 

U Musculoskeletal and connective tissue disease 

O Livei" cirrhosis 

Tuberculosis 

'Mental diseases 

Rheumatic fever 

r~4 Blood and blood forminc diseases 

§r- Appendicitis, hernia, obstruction 

Other respiratory diseases 

ialetes 

U, 

Years Lost
 

12,518.8
 

10,462.9
 

9,855.4
 

9,510,7
 

8,585.9
 

6,560.3
 

6,63.6
 

6,130.7
 

6,039.9
 

5,867.2
 

5,.379.4
 

5,350.2
 

4,841.9
 

3,972.4
 

3,731-5
 

3,643.5
 

3,627.1
 

3,095.2
 

2,823.2
 

2,602.8
 

2,375.3
 

2,212.7
 

2,059.2
 

1,232.8
 

I143.3
 

1,013.7 

iooM
 

912.3
 
546.9 
4?tg.O 

'to3.0n 
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FOR PLANNXNGHEALTH MIANPOWER FOR PRIMARY HEALTH CARE - A FRAMEWOPR 


Dr. Timothy Baker
 

Johns Hopkins University
SUWARY 
 (U.S.) 

The three elements of health manpower planning are described and a 

arematrix describing health workers by income and type of practice 

presented as aids to clarifying the process of planning for health 

manpower to meet primary health care needs.
 

INTRODUCTION 

Primary health care has many definitions ranging from the two page 

definition of the U.S. National Academy of Sciences, Institute of 

, to the recent eleven page article on "An EmpiricalMedicine ( 1 
(2) 

Medicine ,Definition of 'Primary Care' " in the Journal of Community 

(3) 
to the WHO Alma Ata declaration . For purposes of this presentation, 

however, we will assume that primary care includes the point of
 

first contact, is not restricted to medical care but includes 

preventive health services, and is to be made available to both rural 

and urban populations. 

Primary health care planning, to be appropriate, must be placed in
 

the context of secondary and tertiary care resources in the area for 

which one is planning. It is not appropriate to attempt planning for 

health manpower for primary care without considering the complementary
 

needs for secondary and tertiary health care manpower. To be sure, 

there are great differences in the type of work required for these
 

but some primary care manpower is drawndifferent levels of care, 

from essentially the same pool of doctors, nurses, assistant nurses
 

as secondary and tertiary care manpower. 

ELEMENTS OF MANPOWER PLANNING
 

are
The three basic elements of health manpower planning DEMAND, 

SUPPLY and PRODUCTIVITY. They are related as shown in the diagram 

following.
 



-2­

Supply-demand balance on the fulcrum of productivity.(4)
Fi. I 

Demand is usually considered as effective economic demand, either 
by
 

individuals on a private payment basis or by tax payers 
through their
 

There are, of course, limits to the amount of
 government system. 


The amount of
 
funds that are available in either of these systems. 


funds are an important, realistic planning constraint. 
It is not enough
 

to say that we will provide "health services to all" 
without considering
 

the expenses of these to the nation's government or 
to the individuals
 

Of course, the extent of demand
 of a nation on a private paying basis. 


We
 
depends, to a large extent, on the price for individual 

services. 


Demand is demand for services, not
 will return to this point later. 


for individual health professionals.
 

supply of health manpower refers to individuals, 
usually in terms of
 

(i.e., 2 half-time workers equal oae
 full-time equivalents (FTE). 


This concept of full time equivalents is
 full-time equivalent.) 

essential for planning purposes, particularly 
when some of the health 

workers are not available on a full-time basis. Vo 



Productivity is the fulcrum for the balance of supply and demand. 

Productivity is usually described as the number of services provided* 

per unit of time per health worker. In a very simple example, we can
 

assume that a community of 100,000 people will have a need for 2 to 3,000 

(Birth rate 20-35; estimatecomplete series of immunizations per year. 


of size of cohort requiring immunizations each year.) If the effective
 

(i.e. the
price of immunizations is close to 0 for the individual 

community decides to provide immunizations free of charge to individuals), 

If an "immunizer" has a productivitythe demand may approximate the need. 

per year, the supply of immunizersof approximately 4,000 immunizations 

.5 full-time equivalent (FTE)"immunizers" forrequired is from .25 to 

the community. 

Of course, real life planning is not this simple. One deals with 

of workers and mixes of services. When one discusses the mixteams 

of the peopleof health manpower on the various teams serving the needs 

for primary care, it is readily apparent that the price (salary) of 

the types of workers will determine how much of the need for services 

This leads us to the can be converted into effective economic demand. 


next section which deals with the matrix of levels of health workers
 

and types of service.
 

MANPOWER PLANNING MATRIX
 

See Table I following.
 



TABLE I 

RACflC 5
HEALTH WORKERS BY INCOME AND TIPE OF 

High Inome. fedium income, Low Income, 
longeducation medium education . uwrt education 

(12yearsbasic (1O-12yearsbasic+ (6-12 yearsbasic+ 

6-13 years 2-5 years 0-2 years 

Type ofpraciice professional) professional) professional) 
Unsupervised 	 Physician (GP) Assistant medical Dresser 

officer, licentiate,independent 

general clinical 	 behdar,health 

officer (Gondar),practice 
feldsher,nurse
 

Hospital or group GP and Nurscs-eneral Nurses' aide,
 
practice specialist: e.g.. duty and practical nurse,
 

surgeon, specialist, surgical dresser, laboratory 
iathologist, technician, assistant 
radiologist, laboratory 
physiatrit, technician, X-ray 
orthopaedist technician, 

physical therapist,
 
etc. o
 

Midwife Auxiliary midwife,
Antenatal, delivery, 	Physician-
daland postnatal obstetrician 

Care 
Drug compounding 	Pharmacologist Pharmacist Dispenser, 

compounderand dispensing 
Psychiatric aideMental health 	 Psychiatrist Psychiatric nurse, 

psychiatric 
technician 
Dental hygienist Dental aideDental practice 	 Dentist 

Health officer Health visitor, Home health aide,
Public health 

public health nurse, 	etc.(MD.) 
health educator 

Malaria assistant,SanitarianEnvironmental 	 Sanitary engineer 
sanitary inspector,sanitation etc. 
0.1-0-2X
Average cost of training: X 0.3-0"5X 

Average earnings peryear:Y* 0.2-0. Y 0-1-0"2Y 

Including consideration of private practice as well as government salary. 

by length of training, income and 
Table I classifies health workers 

subprofessior
It does not indicate professional or 

the type of practice. 


levels, as professionals are in both 
high-and medium-income groups.
 

Specific work 	function was specifically 
omitted, as there are wide
 

overlaps in function among the three 
groups.
 

Another parameter that has not been 
included in Table I is supervision.
 

In most cases, there will be supervision 
within groups as well as
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across professional lines. For example, the chief nurse or supervisor 

will assume responsibility for most supervision of field nurses, while
 

the physician will also give orders to field nurses for patients under 

his direct responsibility. Some middle-income health workers have
 

responsibilities within a health system far greater than some high­

income professionals in private practice.
 

A point that should be enphasized is the vast difference in scope of 

responsibility between independent duty, generalist pa -admdicalsand 

paramedicals who work with the benefit of supervision. 

Although the generalizations in Table I may not be completely applicable 

to every country, the system has overall applicability to most 

countries.
 

Major economies can be realized as functions are transferred from high­

salary to low-salary workers, because the main costs in the health 

industry are for services rather than goods. This principle is based 

on the assumption that productivity does not decrease at the same rates 

as salary. 

Examples from dentistry show the magnitude of increases in productivity 

that may be expected from use of auxiliaries and aides. An American 

Dental Association survey showed that each additional full-time auxiliary 

working with a practicing dentist increased the dentist's productivity 

(6,7)
by approximately 30 per cent ( 7 A U.S. Favy study showed that each 

amiddle-level dental technician could boost the productivity of 

(8)
dentist well over 50 per cent
 

There are limits to this principle; otherwise, we would have the
 

janitor performing all primary care functions. Downward delegation of 

functions is limited by (1) quality of care expressed as end-results 

of services, (2) acceptability to consumers, and (3) perhaps most 

important, acceptability to the professionals who set standards for 
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care. Physicians in developing countries often state that nothing 

but physician care is good enough for their people, when, in point of 

fact, only a small portion of the people have the benefit of any 

modern medical services at all.
 

CONCLUSION
 

Affordable, appropriately trained and supervised, acceptable, and
 

are the most important element ofefficiently used health manpower 

This article presents fundamentalcare.planning for primary health 

care.concepts useful in health manpower planning for primary health 
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The 	Lampang Project inThailand isone of several approaches the
 

Ministry of Public Health has fostered to deal more effectively with.
 

observed inadequacies. The innovations and modifications of the exist­

ing provincial health system that constitute the Project's key features
 

include:
 

1.. 	 Reorganization and strengthening.'of the prvincial health 

service infrastructure by: 

a. Integrating the curative, disease prevention, and health
 

promotion services by coordinating and administering them
 

under a single provincial health administration;
 

b. Establishing a Department of Community Health within the
 

Provincial Hospital; and
 

c. 	Improving -management and supervisory practices, in part 

by developing a practical management information system. 

2. Development of c-miunty-health paraphysicians (wechakorn) 

to overcome the lack of skilled"curative services available
 

at the periphery. Ninety-thn wechakorn, recruited from among 

nurses, midwives. sanitarians , nurse aides have been
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trained for one year in the provincial and district hospitals,
 

after which the majority return to assignments in subdistrict
 

health centers.
 

3. 	Deployment of three types of community health volunteers
 

in every village of the province. At least one "health post
 

volunteer" (HPV) and, where available, one "traditional birth
 

attendant" (TBA) have been trained for each of the province's
 

uAkIg basic primary health care services and
545 villdgps, r, 


nonprescription drugs accessible to every villager in the
 

province. To assist the health post volunteers, groups of
 

"health communicators" (11C) are also trained, one for every
 

ten famoilies, to provide a network of advice, referral, and
 

health information ineviry household. By 1979, 650 health
 

post volunteers, 350 traditional birth attendants, and almost
 

6,000 health communicators have been trained.
 

4. 	Stimulating community and private sector Involvement.
 

This is a major emphasis inthe development process. Community 

support has been actively sought through the formation of 

"Village Health Committees," whose function is to select the
 

volunteers and to provide local support to then once the
 

volunteers are inplace. Efforts have also been made at the
 

local level to involve private organizations and health care 

providers (such as druggists, private clinics,. Rotary and 

Lions Clubs) and others with important roles invillage health 

care 	and development.
 

Figurelprovides a summary picture of how the new inputs of the 

Lampang Project have modified and supplemented the previously existing 

view to enlarging and improving ruralprovincial health system with a 


health services.
 



FIcUE 1- UPAG POVIUAL HEAL SISTmE AND T TN.= OF THE L AN ALHK V PROJEWT 
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I4. Private Sector Involvement arie
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Two of the major thrusts of training In the Lampang Project 

have been program for developing community health paraphysicians, 
primary health carecalled wechakorn and three groups of village level 

volunteers.
 

1. COMIUNITY HEALTH PARAPHYSICIAN (VIECHAKORN) 

A major effort has been devoted to training wechakorn
 

because of their strategic importance to the entire Project. Their 

(a)to grea1y expand the availability of both curativebasic role is: 
(b) to reduceand preventive/prcmotive health services in rural areas; 

doctors in the district and provincial hospitalsthe burden on medical 

of handling simpler ca3es so that they can concentrate ot, more 
serious
 

and complicated ones; and (c)to be the principal link between the
 

village health volunteers and committees and the higher echelons 
of
 

the expanded health care system. 

certain amount of
Vlechakorn candidates have already had a 


training and experience inthe health field, usually as sanitarians,
 

nurses, nurse-aids or midwives. The wechakorn's training is designed
 

to equip him/her to take a strong leadership role among the health
 

center team, and to establish a relatiunship with the village health
 

volunteers that is crucial to providing effective health care coverage
 

inthe area. After completion of the one-year training course, the
 

wechakorn isable to:
 

1. provide medical care for.patients suffering 

from conmon illness and injuries by using 

available resources under the physician's over­

all responsibility;
 

that are beyond his capabililty,2. recognize cases 

refer patients, and consult physicians as
 

necessary;
 



3. supervise the-health centert members; 

4. administer the health.subcenter or assist in 

cli nical and admintstrative work i.the.district 

hospital; and 

5. promote.and.guide comunity health development 

programs.
 

The training approach used for wechakorn isproblem­

oriented and'the methods are competency-based. The methods of train­

ing wechakorn were adapted from the tEDEX model, which-originated in 

the United States during the late 1960s. The short one-year duration 

requires that theoretical, and classroom material be minimized and 

practical clinical experience be maximized. Emphasis ison "learning
 

by doing".,
 

The training and deployment of wechakorn has been one of
 

the most outstanding features of the Lamipang Project and isa.major
 

factor inthe increasing utilization of health services at the periphery
 

of the health care system. Fourteen wechakorn from remote rural health
 

centers were trained for six weeks and are now delivering primary dental
 

care services, in-addition.tomedical and other health services which
 

they now'deliver. Inmany parts of Lampang, wechakorn have assumed a
 

role of leadership and technical guidance to health post volunteers
 

and other health workers inproviding and coordinating local health
 

programs, such as nutritional surveillance, operating child nutrition
 

centers, and conducting family planning programs, including promotion
 

of vasectomy inareas scheduled to be visited by the provincial hospital's
 

rural mobile clinic. 
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Development of Instructional Materials 

Identification of training requirements followed a logical
 

process. The first step was to identify and define the local health 

problems. This was done by conducting an analysis of health service 

records from all levels of service units in the Province. After the 

first groups of health post volunteers were deployed, analysis of their 

records gave further evidence of the preponderant health problems at 

the village level. Community Health and Nutrition Surveys of the 

Prroject, and other health surveys were exa*ined to help identify key 

health and medical problem areas. The second important approach was 

to analyze the Job descriptions, tasks, and performance of existing
 

health workers at health units where wechakorn would be deployed. The 

third step was to define the new role of the wechakorn 6t each of the 

service units where they would be deployed, and then to determine the 

exact Job description for wechakorn. Once the health problems of the 

communities and the job description for wechakorn are determined, the 

basis is established for development of the curriculum that will be 

used in the training of wechakorn.
 

Instructional materials and instructional process for
 

wechakorn training were based on the MEDEX approach. Instructional
 

materials were developed along the lines of the Medex training modules
 

that were evolving at the time the Project began in1974. Once the
 

wechakorn roles and Job descriptions were determined, the training 

objectives, learning experiences, testing and evaluation were developed
 

inthe context of a competency-based training approach. Key personnel
 

development staff of the Project were sent to the University of Hawaii,
 

the University of Washington, and the MEDEX/Micronesia Training Program
 

Later,
inTruk, Micronesia, to become familiar with the MEDEX approach. 

consultants from the Health Manpower Development (MEDEX) Staff of the 

University of Hawaii worked with training staff in Lampang to assist in 

1112
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developing format and content of training materials and to advise on 

training and evaluation methods. 

Preceptors from the Lampang Provincial Hospital and district 

hospitals, and instructors from Chiang Hal University Medical School 

and the Lampana .rovincial Hospital were repeatedly oriented to under­

stand and accept the wechakorn role and the competency-based training 

Before the training began, the instructors and preceptorsapproach. 


were asked to develop some 24 training modules for wechakorn training.
 

Content outlines for the clinical training modules were done by
 

Provincial Hospital staff,-and the detailed writing of the training 

modules were done largely by staff of the Lampang Project and the 

Audiovtsual'materials'ofUniversity of Chiang Mai School of Medicine. 

local probl ems were collected or developed for each modul e.common 

Each module had lists of specific required skills. Lesson plans and a
 

trainee's log book were also developed for use intraining.
 

Selection of Wechakorn Candidates for Training
 

Candidates-for training were selected from existing goverment 

--nurses, midwives, and Juniorhealth workers of three major types 


health workers or sanitation workers. Practical nurses with at least
 

two years experience inthe health field could also qualify. They were
 

not over 40 years of age and had a good recommendation and performance
 

record. Recognizing the importance that the first group of wechakorn 

should be well-qualifled and able to create the imagery needed for 

acceptance by both health professionals and consumers, the candidates 

for the first training group were proposed by their immediate superiors
 

(eg. district health officers) and were then interviewed by the provin­

cial health supervisors to select those who were the most outstanding
 

and experienced. For selection of the second and third groups, the
 

candidates took an oral and written examination, and those with the
 

highest scores were selected. Although this method identified the most
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alert and intelligent candidates, itsome times created a shortage of
 

personnel when more than one candidate were selected from the same
 

service unit.
 

Profile of a Typical Trainee
 

The "typical" profile of wechakorn inLampang is of two types:
 

(1)a midwife inher early twenties, and (2)a Junior health worker in
 

Both have several years field experience ingovern­his late twenties. 


ment health services before entering the wechakorn training program.
 

Inmost cases, they are deployed to the same or nearby area inwhich they
 

worked before wechakorn training. They are generally hard workers and
 

are well-motivated. They enjoy providing both curative services and
 

health promotion and disease prevention services, and they work closely
 

with the health post volunteers in the villages of their areas.
 

While their health centers are not fully equipped or supplied,
 

the numbers of patients seen at their health centers has increased from
 

about 5 per day to about 40 per day. With wechakorn now serving all
 

health centers and district hospitals inLampang, overall utilization of
 

medical and health services has increased tremendously and service cover­

age of the population most in need--women and children--has increased to
 

satisfactory levels. Wechakorn have been well accepted by both their
 

Some have been given special training
co-workers and their connunities. 


major public dental health need, and
in primary dental care to meet a 

The most active and best
they are performing well inthis new role. 


performing wechakorn have been given awards as one incentive. The vast
 

numbers of International and Thai visitors to the Lampang Project have
 

But one
provided an incentive for those who receive these visitors. 


existing problem is that they cannot be administratively promoted.
 

Training Program Design and Methods.
 

The total length of training was 12 months which included 4
 

months (16 weeks) of intensive didactic training and 8 months (36 weeks)
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of preceptorship rotations. The didactic phase isdone first with the
 

group for the entire four months. The eight-month
class together as a 
preceptorship phase isdivided into an initial phase of 29 weeks for 

clinical rotations among the various departments of the hospital, 
in-

Working under close supervision of hospital physi­
clud'ing night duty. 


cian preceptors, trainees learned to take histories, examine 
patients,
 

diagnose problems, and prescribe proper treatment. Protocols guided
 

the learning process for wechakorn by providing simplified-decision 
chains
 

patient present­which systematically present the steps indealing with a 


given problem or set of problems. Inaddition to the 29 weeks'
 
ing with a 


of hospital rotations, wechakorn spent four weeks working 
in rural health
 

centers, one week for community health resource planning, 
and another two
 

weeks on electives.
 

The overall trainingcontent is arranged, as follows:
 

1. Core Skills:
 

History taking and medical terminology 30 hours
1.1 

60 hours
1.2. Physical examination, anatomy and physiology 

30 hours
1.3 	Laboratory examination 

6 hours
1.4 	Use of formulary 

6 hours
1.5 	Introd-ction to comprehensive health care 

6 hours
1.6 	How to use protocol 


2. General Clinics:
 
30 hours
2.1 	 Skin problems 


Ear, Eye, Nose and Throat problems 30 hours
2.2 

30 hours
2.3 	Chest problems 

30 hours
2.4 	Abdominal problems 


2.5 	Genito-Urinary/Kidney, Ureter, Bladder problems 30 
hours
 

12 hours
Z.6 	Diarrhea/Vomiting/Dehydration 

30 hours
2.7 	General problems 




9
 

84 hours
3. Emergencies 


4. Maternal and Child Health
 

4.1 Maternal and Child Care
 

4.2 Family Planning
 

5. 	Community Health and Field Supervision
 

30 hours
5.1 	 Nutritional problems 


30 hours
5.2 	Prevention 

18 hours
5.3 	Vital Statistics 

18 hours
5.4 	Community Health Education 


12 hours
5.5 Supervision 


In the classroom or didactic phase of training, each module was presented
 

consecutively in a logical sequence. The modules comprised a series of
 

discrete learning units, each with a pre-test and post-test for each
 

learning objective. The:,odules are problemmoriented and employ decision
 

chiin protocols for ease of learning and later reference. Training
 

methods included lectures, integrated teaching and case presentations,
 

supported by audiovisual materials such as films, slides and, to a less
 

degree, videotape.
 

In the preceptorship phase, wechakorn trainees rotated every three weeks
 

to the various clinical departments of the Provincial Hospital and the
 

district hospitals. In addition to experience gained with the various
 

preceptors in various departments during the daytime, trainees also
 

served night duty with physicians in the emergency room of the Provincial
 

Hospital. Following the preceptorship phase in the hospital, trainees
 

spent a period of four or five weeks at the rural health centers.
 

The function of trainers varies according to the phase and content 
of
 

training. In the classroom or didactic phase, teaching staff give
 

lectures, demonstrations, clinical presentations, and use other appropriate
 

I1
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methods for imparting essential knowledge and to begin skills development.
 

In the preceptorship phase, trainers provide demonstrations of clinical
 

problems, re-check patients seen by trainees,discuss the problem and
 

treatment, and provide immediate feedback toz-the trainee on his perform­

ance, recording their proficiency in their log books...Each required
 

skill isfirst.demonstrated, and later observed by the.trainer and..
 

recorded so that the trainee's progress can be reviewed. Punctuality,
 

responsibility, and human relations data are also recorded and reported.
 

Interesting topics and case presentations are discussed inconfcrences
 

hela weekly at both Provincial and-district hospitals.
 

2. PRIMARY HEALTH CARE NETWORK
 

Extending into every village is a.network of village
 

primary health care volunteers health post volunteers, health communicators
 

and traditional midwives. The Lampang Project trained'901 health post
 

volunteers, 352..traditional midwives, and 5,636 village health communi­

cators for the'provision of primary health care services at.the village
 

level to over 600,000 rural residents of the 592 villages, 75 subdistricts,
 

and 12 districts of Lampang Province. On average, there are 1-2 health 

post volunteers and about 9-10 health communicators per village, with 1 

The ratio of each type oftraditional midwife serving two villages. 


community health volunteer to population covered, on average, would be
 

about the following: 

1 health post volunteer : 700 villagers 

1 traditional midwife : 1,700 villagers 

I health communicator : 110 villagers 

A. VILLAGE HEALTH (POST) VOLUNTEERS (IIf.VHL)
 

The planned role and expected activity of the health
 

post volunteer are summarized as follows:
 



(1) to provide simple first-aid and illness care,
 

u~ing safe "household" medicines, provided by the
 

government, for such conditions as fever (includes
 

anti-malarial medicines, cough, gastroenteritis,
 

diarrhea, headache, conjunctivitis, ear infection,
 

intestinal worms and parasites, common skin
 

diseases, minor accidents, minor burns, bites and
 

stings, fainting, nosebleeds, and water accidents;
 

(2) to provide medicines for some chronic conditions,
 

such as tuberculosis and leprosy;
 

(3) to provide health promotion and disease prevention
 

information concerning maternal and child health,
 

family planning, nutrition, and sanitationW;
 

(4) to support community nutritional surveillance and
 

to promote and support nutrition care for affected
 

families;
 

(5) to provide family planning information and condoms
 

and birth control pill resupplies (under the super­

vision of the wechakorn);
 

(6) to recognize serious illness cases and refer them
 

to the appropriate health facility, usually the
 

local health center (for examination and treatment
 

by wechakorn);
 

(7) to support and supervise the work of health communi­

cators in his village;
 

;ICI
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to record health post activities in the health
"(8) 

post log, including contacts with health communi­

cators and village health activities, and to 

record births deaths and migration of local 'Iesi­

dents; and,
 

(9) to help coordinate government health activities 

In his area. and to promote and motivate villaqers
 

to undertake locdl health activities.
 

Health post volunteers have been trained by local health
 

tff of the Lampang
personnel, other goverment officials, and Lraininq 

Project's Division of Personnel Development. The training was conducted
 

at i temple or school,
 
over a two-week period intha local area, usuall 

for groups of twenty or thirty trainees..Training 
wathods include 

The training curricultm 
lectures, demonstrations and some audiovisuals. 


is sumarized,As follows: 

(1) Introduction to the goverment health system 
and
 

trateg-'.orientation to the Lampang Project 

(2) Orientation to the role of village health post
 

volunteer, in relation to the roles of other 

community health volunteers (health communicators 
& 

traditional midwies) and to health center
 

wechakorn and other government health workers.
 

(3) Cooperative arrangement of health post volunteers,
 

child nutrition center attendants, and village
 

health coxn~ittees.
 

(4) Human relations
 

(5) Provision and collection of health information 
in
 

the village
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(6) How to conduct community health and nutrition
 

surveys
 

(7) Nutrition
 

(8) Sanitation
 

(9) Family Planning
 

(10) 	Maternal and Child Health
 

(11) 	 Primary medical care for URI, gastroenteritis,
 

diarrhea, headache, intestinal worms and para­

sites, bites and stings, bleeding, water accidents,
 

trauma, fever (including malaria), eye and ear
 

infections, and skin diseases
 

(12) 	 Use of household medicines
 

(13) 	Recognition of serious illnesses and injuries, and
 

referrals to health center (and follow-up)
 

(14) 	 Distribution of resupplies of medicines for tuber­

culosis and leprosy
 

(15) 	Recognition and referral of some comunicable
 

diseases
 

(16) 	Health education, with particular reference to
 

MCH, FP, nutrition and sanitation
 

(17) 	 Recording and reporting deaths, births, and migra­

tion of villagers
 

(18) 	Oral hygiene
 

(19) 	Community water supply and sanitation programs
 

(20) 	Comunity development programs
 

(21) 	 Supervision of village health comunimitors
 

for malaria examinations(22) 	Taking blood smears 

(23) 	Health information, communication, reco.il-keeping 
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Upon completion of training, HPVs return to their village 

small" area serves as a consultationati* establish a in their home which 

area when neighbors come for help. This consultation area usually has 

a bed for patients to be examined and treated by the HPV. It also has 

a s,mll medicine cabinet to store simple non-prescription medicines 

sells to his patients. Some of the more successfulwhich the HPV 
two hundred patients each month. The medicinesvolunteers see as many as 

provided by the IIPV, are sold as inexpensively as possibly, but with an 

which is the only monetary incentiveallowance for a small profit --

allocated to thr volunteers.
 

After treating the patient, the HPV enters a record of patient
 

contacts in his daily log. -This record assists the local health-worker
 

to supervise the HPV by seeing whether thellatter has given the proper
 

..Inaddition, the log allows the
.treatment for the diagnosed ailment. 


health worker to know which health problems are most prevalent in the
 

community, as well as which of the HPV's supplies must be replaced. By
 

helping his neighbors intimes of need, the HPV establishes his credibility
 

which will facilitate the introduction of preventive and promotive health
 

care in his community. 

TNo programs which benefit from the services of the HPVs were
 

th se related t o family planning and nutrition surveillance. The volun­

teers help extend family planning services, to fellow village.rs, by
 

discussing the advantages of small families, spacing, and the usefulness
 

of sterilization for those individuals who have decided that they do not
 

want any additional children. Initially, HPVs suggest that interested
 

appropriateneighbors visit the nearest local health facility to discuss an 

family planning method; but HPVs are supplibd with condoms and oral pills,
 

and provide follow-up services for their conuunity.
 

http:village.rs


The Comunity Health Department of the Lampang Provincial 

Hospital. M$th assistance from the Family Planning !1-vision and the 

Lampang Project, began a rural Mobile Vasectomy Clinic program designed 

to help reduce the high fertility of the province. Inthe firbt nine 

months of operation, more than eight hundred individuals received vasec­

tomy service. To a large extent, the auccess of this program can be 

directly attributed to the efforts of the HPVs. Before the mobile
 

clinic actually arrives In their community, volunteers meet with local
 

health workers and health comunications personnel of the Lampang Project
 

to promote this activity. The volunteers were informed about the advan­

tages of this procedure, as well as the nature of the vasectomy operation.
 

They could then go out into their cowmunities and intelligently discuss
 

with their neighbors the benefits of vasectomy. This direct inter­

personal communication between volunteers and friends and relatives is 

one of the most effective forms of motivation in Thailand. The motiva­
number
tion activities, of the volunteers, have been so successful thnt a 


Vasectomy Clinic.
of communities have already requested that the Moblb 


return to their area.
 

The Nutrition Surveillance Program isalso benefitted from the
 

efforts of the HPV. After conducting community health and nutrition
 

sirvey, the widespread problem of malnutrition, primarily PCI, became
 

apparent. In Hang Chat District, over forty percent of the surveyed
 

children demonstrated undernutrition, PCM or other nutritional deficien-


Ifthis figure isapplied to the entire province, approximately
cies. 


thirty thousand children inLampang are undernourished. This is a 

staggering figure when one considers all the resources, especially man­

power, needed to ameliorate such a problem.
 

By utilizing the large corps of health post volunteers, the
 

aprovincial health care delivery system has the capacity to operate 

nutrition surveillance program. In s,,ie areas, health post volunteers 

have gradually taken on greater responsibilities inthis project. To
 



insure that they contribute to.the nutrttonal, surveillance monitoring
 

system, the provincial health organization initiated a refresher nutrition 

Local health workers net, vith health post volunteerseducation program. 


to'discuss the nutritional problems-in their communities-'-Voiunteers
.
 

were then trained to weigh all pre-school children intheir village 
using
 

,asimple, accurate, but inexpensive.,market scale. The resultsOf.othese.
 

on a "Road to Health" tyfe growthexaminations are subsequently recorded 

chart (developed by Lampang Project personnel) to determine the child's 

With support from the local health workers, thenutritional status, 

health post volunteers followed the progress of second and third degree
 

This was accomplished by health post volunteers'
 malnourished children. 


helping to distribute,food supplements and educate families to choose
 

The use of health
locally-available nutritious foods for-their children. 


post volunteers has not only increased the villagers' awareness of 
this
 

problem, it has also demonstrated that volunteers in cooperation with
 

responsive government health workers are capable of establishing 
an effec­

tive nutritional surveillance program, using minimal outside resources.
 

In some areas, however, the surveillance and nutrition improve­

ment program could not be adequately maintained because of inadequate
 

supervision, support and/br coordination from government health 
workers.
 

As designed, the system still relied primarily on inputs from government
 

and, without the essential government health service
health services ---

In areas where wechakorn and other
inputs, the program's impetus waned. 


health workers are well-motivated, supervised and supported,..nutrition
 

ealth post volunteers
surveillance and service provision through village ..


can be effectively maintained.
 

an effort to help ameliorate the malnutrition problem through
In 

increased production of locally available.foods, agricultural 
extension
 

training for health post volunteers was planned and conducted 
by staff
 

from the Lampang Project, the local agricultural extension 
officei and the
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regional community developmzent office. The program aimed at providing
 

health post volunteers with additional skills-needed to improve local
 
agriculture,,education and community development activities. Health
 

post volunteers were trained inbasic agricultural methods needed for
 

developing local demonstration gardens at schools, temples, health
 

posts, or other community centers; poultry and pig raising projects;
 

and similar activities to improve the availability and accessibility of
 

basic foodstuffs for local consumption and/or for generating more income.
 

A total of forty health post volunteers were trained inthis pilot project.
 

B. VILLAGE HEALTH COM1UNICATORS 

Health Communicators are the second type of village
 

Oie health communicator is
volunteer developed by the Lampang Project. 

a total of about 10-15 comnuni­chosen for about 10-15 households, making 

cators for each village. Their role isto promote the services of the
 

local health post volunteer and the subdistric health center. They also
 

receive and disseminate health information among the households assigned
 

to them, under the overall supervision of the health post volunteer.
 

The health comnunicator candidates are selected by the
 

village committee and sent ingroups of 50-75 to a training center near
 

their home.
 

Teaching isdone through small group discussions and
 

lectures, supplemented with handouts, posters, models, and slides.
 

The health communicators are generally younger than the
 

health post volunteers and thus tend to be more transient intheir
 

However, because of lack of clarity of their contribution, the
services. 


Impact of their attrition or service performance has not been obserwpd.
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While the project had origtnally-set a-target of 6,100
 

health comunicators, based on the ratio of one heal th comnunicator 
per
 

10 households, thistarget was revised and.the ratio was changed to 
one
 

.health conumunicator per 15 households. -The health comunicators 
have
 

been found only marginally useful, particularly when adequate 
supervision
 

AT the

:and support.for health post volunteers has not been adequate. 


same time, health communicators have been productively utilized 
during
 

health promotion programs and other local activities, such as 
in help­

ing'to organize.fellow villagers for nutritional surveillance 
and mobile
 

health and vasectomy services.-


Some project and provincial health personnel feel that
 

the role of the village health committee could be expanded and 
more local
 

health activities organized by the village health committees 
ifmore
 

attention were given to training and providing technical guidance 
to
 

Indeed, village health conmittee members could,
village health committees. 


themselves, act as "health communicators", working closely '.ith the village
 

health post volunteer and with local health workers.
 

IRTH ATTENDANTS (OR "GRANNY" HMIDWIVES)r. TRADITIONAL 

Traditional birth attendants, or "granny" midwives -­

still deliver a majority of the children born in
almost all women --


and attend to pre- and post-natal care. Because they are

rural areas 

usually older and closely involved in family affairs, they have great
 

Traditional midwives are selected in every

influence in the village. 


In
 
village where one is present if they are not over 60 years of age. 


some areas that are well served by government health 
facilities, the
 

number of traditional midwives has been decreasing, with the result that 

to serve two villages.
only one midwife could be identified and recruited 

The traditional midwives are trained in groups of about 25 at the Lampang 

During the course of 
Regional Midwifery School for a period of two weeks. 


carried out by Project and Midwifery School staff.the training, which is 



the trainees learned to:
 

1. give advice to mothers and children in using health
 

services from local facilities;
 

2. detect abnomal pregnancies and refer them to health
 

centers or to the district or provincial hospital; 

3. assist normal deliveries using aseptic techniques;
 

4. advise mothers and children about good nutrition;
 

5. give minor medical care using household medicines;
 

6. encourage villagers to practice family planning; and
 

7. report births to the health post volunteer or village
 

headman.
 

Since the traditional midwives are usually illiterate,
 

the midwifery school training has been adapted to their special needs.
 

The general content is presented inan informal setting by denonstrations
 

and observations, and by lectures making use of role playing, models,
 

pictures, movies and slides. The trainers are all local women who speak
 

the local dialect. 

careTraditional midwives are entitled to free medical 


at the local health center, district, and provincial hospital. They are
 

normally supervised by the government midwives inthe subdistrict health
 

centers and receive refresher training once a year.
 

927
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Table 1 

Summary Profile of Community Health Volunteers Developed in Lampang 

g ory 


Method 

i.Main job 


2. Background 


3. Selection ­

4. Training 
- Time 


-Place 


- Curriculum 
14CH 
Nutrition 
F.P. 

Preventive &
 
Promotive 


Supportive 

Treatment 


-Trainer 


Special Training 

5.: De~lpyent 


6. Logistics
 
- Supervision 


- Support 


- Incentive 

Total .Trained 


Provider:Population 

Ratio 

Healtt-

Communicator 


Provde health 

information 


Limited age, local 

inhabitant, village 

comittee member
 

Sociometry, village 

committee
 

2 Days (12 hrs.) 


School or temple in 

village
 

8% 

8 


16% 

8^ 


33% 

35% 


Local health 

officials 


-

1 for 10-15 households 


By HPV and local healtl 

officials 

Village committee 


Free medical care 


59636 


1:110 


Health Post 

Volunteer 


Give primary health 

care 


Local literate 

inhabitant
 

Village committee 


10 Days (60 nrs.) 


District hospital 

.
 
4% 

4% 


12% 

11% 

65% 

District hospital 

staff 


Agriculture
 

1-2 for each village 


By local health 

officials 

-Village committee. 

local health 

officials & district
 
coordinator
 

- Rotating fund for 
medicines 

-FP pills and supplies 

Free medical care 


901 


1:700 


Traditional Birth
 
Attendant
 

Perform normal 
delivery and assist 14
 

Practicing TBA
 

Local health official
 

10 Days (56 hrs.)
 

School of midwifery 

;

69%
 
9%
 
9%
 

9%
 
4%
 
-

Provincial and
 
midwifery school stai
 

Almost 1 inevery
 
village
 

By local health
 
officials
 
Local health
 
officials
 

Pills and supplies
 

Free medical care
 

352
 

1:1.700
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EXPERIENCE AND LESSONS LEARNED
 

A. WECHAKORN
 

Although wechakorn and primavy health workers have been deployed
 

only a few years. it isalready evident that the utilization of govern­

ment health services, particularly at the health centers and district
 

hospitals where wechakorn are assigned, have increased markedly incon­

trast to the Project's control areas. Preliminary review of data suggests
 

reversal of the former trend of increasing reliance
that there isnow a 


on hospital-based provision of curative services to more appropriate pro­

vision of medical and health services at the periphery; away from the
 

overcrowded hospitals. Consumer satisfaction with government health
 

services ingeneral - and with wechakorn inparticular - is very high.
 

It isprimarily because of the development of wechakorn and village-based
 

primary health care workers that LampAng has been able to increase coverage
 

at the
from some 20% at the beginning of the Project to about 70-80 


presentltime.
 

1. Support for wechakorn in the district and pro'incial hospitals
 

has presented only minimal problems since the wechakorn work in close proxi­

mity to their physician supervisors and can consult with them and receive
 

in-service training regularly. However, for wechakorn located in the more
 

crucial need
distant sub-district health centers, technical support isa 


and often a difficulty. Indistricts that have physicians at the diatrict
 

hospital, clinical conferences are held when the health center workers come
 

Ithas been less feasible
to the district for the monthly staff meeting. 


for the district hospital physicians to travel around to the sub-district
 

health centers to prcvide on-tUe-job supervison and instruction, in part
 

because of demands on them at the district hospital and also because the
 

district hospital has no officially-defined role in supervising subdIstrict 

-- and an expressedhealth center activities. There has been a clear need 
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request from the wechakorn themselves --for individualized, extended
 

technical supervision at their work sites, but this has been difficult
 

to arrange on a regular basis.
 

Supplies and equipment needed by the wechakorn attheir
2. 


health centers was a problem for the first group of wechakorn because,
 

as former midwives and sanitarians, they had not been authorized to
 

Although there had
order antibiotics, for example, or to insert IUDs. 


been an orientation for-provincial-senior staff ccncerning the role of
 

wechakorn, when the first group completed its training there was 
still
 

some confusion about what they were authorized to'do. For example, a
 

few provincial staff members questioned supplying the wechakorn 
at the
 

new lines of drugs and equipment. This problem
health centers with a 


has, for the most part, been resolved as a result of continued 
discussion
 

and clear demonstration of competence by the w.chakorn.
 

The provision of regular, periodic supervision, however,
3. 


problem because of the overload of routine administrative
has been a 


work and the extensive time and travel required to provide optimal 
levels
 

of supervision. Therefore, the administrative and technical supervision
 

and'support of wechakorn and village health post volunteers is
still not
 

The plan'was for the wechakorn to provide
considered to be satisfactory. 


supervision to each vil.lage.health post volunteer in his area (usually
 

about 10-15 village health post volunteers inthe area served by a health
 

But the demand on the time of wechakorn
center) at least tice per month. 


for provision of curative care at the health center precludes 
the possibi­

lity for.such an extensive field supervision schedule. The original plan
 

was for technical supervision of wechakorn to be conducted 
monthly, but
 

the district hospital physician and the district heaith 
supervisor are
 

generally too busy to make visits this-often.
 



23
 

The provision of adequate levels of supplies and new equip­

ment needed for wechakorn in health centers became a problem when the
 

first wechakorn were deployed. And the supply problem increased as the
 

demand for services increased with increasing numbers of trained wechakorn
 

deployed and with increasing utilization of health center services. The
 

consumption of supplies increases at a more rapid rate than that of the
 

increase in service contacts, particularly when integrated medical and
 

health services are offerred. Ifthe support and supply line problem
 

is not solved early, the result will be lowered morale and performance
 

among the new health workers, followed by consumer dissatisfaction.
 

B. VILLAGE HEALTH VOLUNTEERS
 

Health post volunteers have made a clear contribution to 

oral contraceptive distribution, helping to lighten the burden on rural 

health centers and making villager acceptance mere convenient. They have 

provided simple curative care to large numbers of their fellow villagers. 

Volunteers have consistantly referred about 10% of their medical care 

contacts to other health facilities, which is a positive achievement in 

bringing seriously ill villagers to appropriate levels of treatment. Pro­

viding curative care isconsidered by many health leaders to be a re­

quisite to building credibility inthe village. But curative care has a 

limited impact, and should not be viewed as an end inItself. If it can 

be used to help establish the volunteer's credibility in the village, then 

It can lead to volunteer involvement inother important activities crucial 
to the health of the villager: nutrition and oral rehydration, water 

supply and sanitation, immunizations. The health post volunteer netw-ork 

has been established, and has a made notable achievements in une or two 

important areas. But Its full potential for serving the health needs of 

the village and improving the health of its population have not yet been 

fully utilized. 
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1. The two-week training course for health post volunteers
 

seems adequate to. provide the basic skills needed to begin their work.
 

A period longer than this would probably be beyond the time active hoLse­

hold and community members could be available.... But it:ts.alsc clear
 

that two weeks isnot enough to make a volunteer an effective primary
 

Besides.basic pre-service training,,the.volunteer
.health care.. workers. 


must have supplies and materials required for his work at hand 
on com-


There has often been a lag period before the volunteers
pleting training. 


have been properly equipped, delaying..walunteer's initial activities
 

and undermining motivation. Moreover, volunteers need continual follow­

up education, regular technical and administrative support, and consist-

Experience


ent supply deliveries from the government health care system. 


has shown clearly that to enable our volunteers to perfom effectively,
 

need for continual and meaningful support from the peripheral
there isa 


health workers.
 

2. There may be, perhaps, too much emphasis on curative
 

It isno doubt
 care, because it isgenerally whet villagers demand. 


means of establist.
important to have some simple curative care skills as a 


Ing credibility, and they may lighten the load on health centers 
for
 

But focus on clinical care has somewhat sidetracked the
minor ailments. 


needed emphasis on prevention of problems more directly related 
to health
 

We need to narrow our focus to three or four selected program
status. 

impact on health inthe community.
areas that have high potential for 


InLampang, this might be nutrition, inunizations, sanitation, 
and
 

Ideally, the training should be competency-based, that
family planning. 


is,the volunteersintraining'should actually be given practice 
indoing
 

the tasks that will be reauired to carry out these programs in
the community
 

nutrition surveillance program,
For example, ifthey were to take part in a 


they should actually have practice inweighing children, recording 
the
 

weights. and practice inmixing and introducing oral rehydration 
solutions,
 

making some preliminary Identification of children with problems.-
This
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means that the training activities are not only in the classroom, but
 

there should also be community exercises, so that, in the end, the
 

volunteer acquires skills inwhich he has confidence, which may stimulate
 

him to take more initiative indeveloping activities in the community.
 

This is,admittedly, an ideal situation. To accomplish this means that 

each volunteer training group must be small (10-15 trainees) and much of 

the training would be carried out at the tambol (sub-district) level. 

3. Links with Peripheral Health Workers. Assuming we
 

can redirect volunteers' work towards activities that may have a direct
 

impact on health, we must emphasize that volunteers cannot work alone.
 

Intensified efforts in immunization, nutrition surveillance, sanitation,
 

and family planning all require close cooperation and support from the
 

government peripheral health care workers and their district and provin­

cial supervisors. The volunteers can help to identify problems and can
 

but the governmentstimula.e community interest in dealing with them, 


prepared to provide the technical support and
health care system must be 

deal with the demands generated by the community health activities. This
 

is important bridge to gap. If our peripheral health workers accept the 

importance of the role of the primary health care volunteers, and if they
 

make an effort to support and provide continuing education to the village
 

volunteers, itwill be important factor in reinforcing volunteer performance
 

and insuring long-term continuity. We must cement the link between the
 

periphery of government health care system and the village-based primary
 

health care system.
 

Although it seero perfectly clear to most of us, who 

that primaryare outside of the day-to-day life at rural health centers, 

health care Is probably the only way to dramatically expand health care
 

coverage of the rural population, not everyone at the service operational 

level recognizes this. To many health workers, who waLy already be over­

worked, training, supplying and supporting rural primary health care
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volunteers are only added burdens; They may not realize how much the
 

volunteers can help them to serve the majority of the rural population.
 

4. Management.. The adoption.of primary heal th carein 

Thailand has caused the government to put a village healti, volunteer 

network into operation. This network, involving thousands of volunteers, 

adds a huge burden of management to the provincial-level health care 

system, generating demands for supplies, drugs, and technical, and adminis­

trative support. 

The notion of self-reliance is integral to primary
 

health care. The aim isto make our underserved population realize
 

there ismuch they can do to help themselves, and train them how to do it.
 

Primary health care can be mistakenly viewed as an independent, self­

supporting system that will relieve some of the burden on the government
 

health care services. But to achieve the full potential of primary health
 

care requires new responsibilities and intensified effort on thepart of
 

the government health services. Stimulation of comunity interest and
 

support, training the volunteers, keeping them supplied, supporting them
 

technically and backstopping their community health activities are minimal
 

requirements to provide a structure inwhich primary health care can fulfill
 

its potential.
 

CONCLUDING COINIMENT 

If "health for all" is to become a reality, it will be generated from a 

partnership between primary health care workers at the village level and 

peripheral health workers of the government health care system. In 

Lampang, this partnership occurs at the crucial link betwee;i the village 

health post volunteers and the wechakorn. But systems of supervision,
 

support, technical guidance and continuing education are needed by both
 

the wechakorn and village health post volunteers. Beyond this, open
 

communication and frequent encouragement are essential.
 

http:adoption.of
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Summary 

Enormous problems arise in providing primary child 

care in the developing countries of the world. Not only are 

resources limited but they are also unjustly distributed. 

Doctor-centred and largely curative urban-based programmes 

are inappropriate. Soon there may be as many village health 

workers as there are primary school teachers. There is a 

need to find and develop programmes in which workers 

representing different disciplines but with similar objectives 

can work closely together. 

Improved nutrition will involve an increased 

consumption of staples. Locally ground and home cooked 

staples produce an excessively bulky diet for small children.
 

Fortunately the energy density of the child's food may be 

significantly increased by addition of locally produced 

edible oils and fats.' The health worker will need to work 

closely with the agricultural extension officer if these oils 

or fats are to be readily available. 

Appropriate primary health care will depend on a 

change in direction of the whole health system. As neither 

universities nor ministries of health are commonly agents 

of change some other force is required. With help from 

those in education a new drive towards appropriate methods 

of child care may be provided by a distance learning 

programme targeted at the ongoing education of health 

worker teams in rural and slum areas. 



Size of the Problem 

The number of children in our world between now, 

the ene of the century and an ultimate projection is given 

in figure 1. The rapid increase in the world's child 

population will be concentrated between now and the end of 

the century. At the present time, three quarters of 

these children live in rural areas and lip to the end of the 

century the number in rural areas will be increasing, 

although not as rapidly as in the urban areas of developing 

countries. Between 1975 and the end of the century the 

population of children in the cities and slums of our world 

wll treble. (Fig. 2) 

India currently has 275 million children.. By t e 

end of the century this will have reached 335 million. 

India spends between 10-20 Rupees per head on health care 

in most states. However, this figure is almost meaningless 

as was shown by the Mangudkar Maharashtra State 

Commission in Bombay. Although Maharashtra is one 

of the states spending more per head on health care than 

most states, these resources were absorbed by the cities 

and no more than the equivalent of US 2 cents per head per 

year was spent on the rural population (figure 3). Although 

the analysis shown in figure 3 was made for 1976 it is 

unlikely that there has been much redistribution. At a time 

of inflation, when resources are diminishing, health care 

investment may be cut back in xural areas rather than in 

the cities. The politicians will do their utmost to protect 

their interests and those of the urban-based doctors. 

k~q
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Figure I
 

Increase in the population of children in our world is 

expected to be slowing down by the turn of the century 

and will have reached the ultimate projected number. 

For this reason the next two decades' provision of even 

basic services for the rapidly growing numbers of children 

will be a tremendous task. 

http:ESA/P/WP.65


WORLD GROWTH OF RURAL AND URBAN POPULATIONS (1975- 2000)
 

(W.H.O. 180. 6,Rep. on World Health Situation, p.234)
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Figure Z
 

The number of children living in rural areas will continue 

to increase till the end of the century. The dramatic 

increase will occur in the cities and particularly the shanty 

towns - there the population will have increased three fold 

in the last quater of this century. 
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In 1976 between US.%0.50 and $1.50 was spent per head on
 
health care in India. However, the Mangudkar Maharashtra
 

State Commission showed that only 4 % or $0.02 was spent
 

in rural areas where most of the children live.
 

http:US.%0.50


The pattern of health services in developing 

countries remains similar to those in Europe and North 

America. As a result the resources allocated to child 

care arVasfRlar to those for a Europe in which children 

make up less than a quarter of the population and not 40%1 

as in developing countries. This maldistribution is 

unfortunate as, in terms of 'cost benefit', expenditure 

on immunisation and other measures taken in Under Fives 

.Clinics are among the mon effective health expenditures. 

The pattern of need in the developing countries is very 

different. In the second year of life each child living in 

a village of a developing country is likely to have 5-10 

times as many illnesses compared with the well-nourished 

children living in the highly sanitary and salubrious 

environment of Europe. 

Working with Primhry Education 

The primary school is to be found in almost every 

village. In spite of many shortcomings and a lack of 

resources, the school and its teacher are highly respected. 

Within the next two decades each village will receive help 

from perhaps as many village health workers as there are 

school teachers. Much of the community health workers' 

functions will be not too dissimilar from those of the 

teacher. The village health worker will provide health 

education in better nutrition, managing diarrhoea, preventing 

diseases through immunisation as well as treating a few 

common conditions such a, ineumonia and skin infections. 



For example, in her training she may have been taught how 

to make a salt and sugar solution using a block of wood she 

(or he) prepared herself (figure 4). She will see that such 

simp.e measures are widely distributed in the village and 

all the women will be familiar with their use. Similarly, 

she will have learnt to assess the nutrition of children
 

She wil achieve this
between the ages of one and four. 
round their mid-upper arm
 

using her finger rnd thumb,/and attempt to develop this io
 

a means of 'greeting' to small children in the village. 

In spite of the teacher and the primary school being
 

highly respected, those intent on rural development will 
not
 

be happy with the present objectives of the curriculum and 

hopes of parents, teachers and schoolchildren.the 


so that they can achieve theThis is to instruct children 


next step on the education ladder into the secondary school.
 

Whatever else may be achieved, this step up the educational
 

a step away from the village andladder is likely to b* 


involvement in improved agriculture and a broader based
 

village economy. 

For this reason, thoqe health workers who are 

seek out senior colleagues in educationprepared to 


may find that they are interested in efforts to alter
 

so that it will have a greater health and
the curriculum 

development content. A specific example of such a develop­

ment and its wide acceptance has been the CHILD-to-child
 

programme. For thousands of years older children have 

been caring for their baby brothers and sisters. Only in 1979 

awith the Year of the Child was this capitalised to create 

programme so that these older children can be taught how
 

to care for and stimulate the young children who may be
 

for so much of the day (figure 5).
in their care 
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~WHO PROVIDES CHILD CARE ? 

Figures from Shah show that in one area of 

rural Maharashtra more than half the children are cared 

for by older children. 



Working with Agriculture
 

For more than twenty years a deficit of protein has
 

been accepted as the priority problem in child under­

nutrition in developing countries. In the last ten
 

years there has been a shift of emphasis to the even
 

greater deficit of energy as the priority problem for
 

most young children. The reason for this limitation
 

is largely one of high water content and sheer bulk
 

of food fed to infants and young children. If the
 

bulk of the childy/can be reduced by increasing the
 

energy density of the food, then both the energy and
 

the protein deficit would be made good. Emphasis has
 

now shifted to increasing the oil intake along with
 

the mainly cereal diet together with a auarter of the
 

volume in some form of legumes together with a green
 

leaf as a source of vitamin A. (Figure 6)
 

Unfortunately, a recent small study of articles
 

in newsletters cirbulating amongst village health
 

workers indicated that the editors and writers still
 

placed emphasis on persuading mothers to increase
 

their child's protein intake. This is an indication
 

that appropriate teaching is still not reaching the
 

mothers of less privileged children to whom giving
 

advice about more protein is almost irrelevant.
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FOOD INTAKES IN RELATION TO ENERGY DENSITY 
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Figure 6 

The large bulk of cereals that a small child has to eat 

is r major limitation of adequate food intake. Addition 

of edible oils has a dramatic effect in reducing the weight 

(bulk) of food required. 



Apropriate Net of Ideas at Village Level 

There are now many excellent and well tried ideas 

on providing appropriate health care which circulate 

through the international information net. Perhaps too 

little emphasis is taken in developing the individual who 

has a hand in both the local net and the international net 

of ideas. To overcome this, TALC* over the last year 

service by which the names of.those interestedha,; developed a 

will be dist-ibuted to the editors of free newsletters. The 

newsletter has many advantages. It is short, usually easy 

to read and can be widely distributed in large numbers at 

limited cost. Some, such as "Salubritas" and "Contact",
 

may have distributions approaching 20, 000, and are
 

available in a number of languages. Such newsletters
 

have a great potential if only they can be brought to those 
nd can develop 

who are in contact wi a local network of ideas. 

Comprehensive health care for all by 2000
 
will be needed to change theAttempts, however, 

attitude and behav;our of senior health professionals,knowledge, 


With almost no exceptions, the health care establishments
 

in our world.are driving along the straight and broad road
 

to provide more expensive curative services
 

a fraction of the urban population.
available to 

TALC isahort for The Foundation for Teaching Aids at Low
* 

30 Guilford Street, London WC1NT 1EH.
Cost, Institute of Child Health, 


group of housewives distributing
It is a charity run by a 


12, 000 books and a third of a million transra:encies each year.
 

A list of what is available can be sent on -,-equest.
 



Figure 7 

Efforts of the World Health Organisation and other inter. 

more appropriate distributionnational bodies to achieve a 

of services with emphasis on promotive and preventive 

cart. are unlikely to meet much success until the health 

establishment changes course. Such a cbhnge of course 

turn" but rather a firm hold on the steeringis not a "U 

wheel. 



Over the last decades hundreds of commissions 

and conferences have suggested and come up with "radical" 

changes in the curriculum for doctors and other workers 

being trained in "disease palaces". Progress is miserably 

slow. Nor can we hope that most ministries of health will 

make any dramatic change as they are buffeted from one 

emergency situation to another. Neither university nor 

ministry of health are change agents. 

An alternative is needed. This should fill if 

possible an existing void so as not to compete or challenge 

other institutions. With limited resources it should give 

encouragement, support and ideas to those few who provide 

services to rural areas and slum populations. The void 

to be filled is the ongoing education of these health workers. 

In most countries a young doctor can train to be a surgeon, 

obstetrician or paediatrician. If he is to remain a general 

dut,.es off'cer in spite of being an essential member of the 

health team, he can hope for l.ttle ongoing education. 

Perhaps even more serious, he will find little encouragement 

or assistance in providing further education for the 

health team with whom he works. 

Just as in medicine, there have been many advances 

in the last decade, the same applies in education and one 

area particularly appropriate is in distance learning. 

There are many examples of such programmes in Amnerica 

and Europe. The one best known to the author is the 

Open University of the UK which has some 90, 000 students 

working i i their own homes. 



In developing countries, a distance learning 

programme is required headed up by an educationalist 

as the problems involved are more in education than in 

health. The small distance learning team would include 

a young and enthusiastic doctor, nurse, medical assistant 

and artist. They would prepare material for those in more 

isolated units in rural areas to take up as a regular study 

programme. At first the teaching would be didactic, 

perhaps on why measles is severe and how to manage 

dehydration. As the training progressed the staff of the 

rural units would be asked to study their own situation, 

-what they achieved, which groups of the population they 

served, and more important, failed to serve. In time they 

would be encouraged through this training programme to 

involve their community in bringing forward additional 

resources so that the health team could integrate with the 

community in providing appropriate health care. Such a 
at first 

programme would not be easy and/only a small minority of 

rural health units would achieve success. However, those 

are the units to which medical students and others would 

be directed so that they could learn for the first time how 

a well-led health unit with limited government resources 

but co-opting resources from the community could bring 

about a revolution in the health of the people. There is 

evidence that this can be done in populations of around 

70, 000 (Gwatkin et al, 1980). This knowledge now needs 

to be used for the good of all the under-privileged children 

in our world. 
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It is my great pleasure to represent here M/r. A.T.Ariyaratne
 

President of Lanka Jatika Sarvodaya Sharamadane Sang=maya to whom 

you had kindly extended an invitation to grace this occassion and
 

deliver a key note speech on Community participation while
 

ovn work in this field. Since Tr.Ariyaratne wascormiunico'ting his 

unable to ba present due to another very important commitment 

I was requested to represent him on this occasoion. I would
 

frankly mention that my attempt to represent Sri Ariyaratna would
 

be a difficult task since his experience with the rural people 

and the poorest of the poor of our country for nesrly twenty 
five
 

so rich, justifying to some e:ctent the 'ahabharatha
 years would be 

saying that omniscient are those who associate the neople.
 

I would like to draw much from the Sarvodaya orGanisa-
DHowever 

tion of Sri Lsana which had made an indelible impact on 

the community
 

lopulation benefits from thewhereby nearly 10% of Sri lonka 

The village awakening
community development programme of Sarvodaya. 


programme covers three thousand villages and community 
participation
 

means of involving the individual in the well being
is developed by 


of himself and the community at large.
 

While sharing the ex-erience of ".*r.ArIyaratne founder 
-

his writings. As he
Leader of Sarvodaya, aatO also influenced by 

we come owes its value
often emphasizes. the culture from which 



to the teaching of Lord Gautma Buddha, a great teacher of India. 

Sarvodaya based on the -hilosophy; of Buddhism whici considcrs the 

development of the individual as important as against craving for 

e:-cessive material 'development'. The movament which I represent 

introduced as Sarvodaya; Sarva' moans all, 'Udaya' reans awakening -

awakening all. So, to me community means everybody - all of humanity* 

If I may So further, commaunity means the entire living viorld,because 

in olir culture, health or even medicine is defined as something tvit 

is found averywhere. it cannot be taken out of any experience or 

situat"ion ,:lich aCects the mental or the phiys.-cal well-being; of man. 

"'Jhei- a goverilnent carmot deliver the fullest services to its 

com-unity to satisfl: th-3 cormunity's needs raturally community 

organizatorns at a non-goverraental level apr:ng up. I cone from 

such in oranlzation, the 2Srvodaya Shrrnnada-na "ovement in Sr Lanka. 

Our orgxiization always maintains four princial objectives; 

Pirstly, the total awrakeninC of the personality of every humnn 

being, starting fro-i oneself. 

I- Secondly, awakening of the comminity; it mny be the v.lage 

comraunity or 

cc ntideri-. 

It may be 

hat e-very 

an urb-n com.miunity. 

human being belongs 

In other words, 

to o small community, 

U 
0 

h:,e totol swkl-enins of that c'mrunity. 

Thirdly, these. conmurItias are organizcd in modern times as 

'-t ions', therefore, nati-l 1 ov.akening. 

..ourt:1-w,we c-i- no longer talk in terms of individunls, 

U 
O4 

co-mmunities or nation; vie have 

.th3.efore the world e1.:akening. 

to talk in terms of the v.'orld; 

DoT.hese 

0-or 

are the 

the human 

four n-sects of 

being to awa:en 

total 

himself 

e.ing. 

there are certain 

02 basic human needs that have to be satisfied. With regard to 

r 

-... 

these human needs, there must be a certain concensis of opinion 

,mnne eomt-1vii ties and .ovrrmierts. 



in caor =or!- as v l evel -or!ers,There-Pore, 

.e feel are essential to bein nind ten basic e that 

totally Palcened.if a 	 hurmn beinG's .ersomllity is to besatisfied 

These 	are 

1. 	 A clean and beautiful envirorment.
 

and pure sunply of water.
2. 	 An adequate 

3. 	 The minimaim clothing needs. 

4. An adeauete 	 ard balanced food su"pply. 

5. A place to 	live - housing. 

6. 	 Basic health care services. 

An access road to their com"iunjty nd a'"so -a to 
7. 


anO com unication possibilitieso
their liomes 

to cook their food,to boil their water,
8. 	 Energy sources ­

to light their homes. 

A formal and ar. informal educat-oral progr~mme, which9. 

but which caters
is rot confined 	 to o particular age group 

. co nitn!. 1:3 a whole.to tho needs of tae 

hav: a -. spiritu-al enviroi.­cultur id10. 	 Lastl,. tie. cvIald 
l 

ment 	 in which those innermost n.sel" o tumar.l ! e ns 

could ba sotisfied.. 

humon needs, of course,
Within the cottext of these ten basic 

these 
come the primory health care programmen. ".7han you think of 


in isolation.
 
ter. basic human needs, you cenerot think of then 


them cs one total proceso. Today, in the

Yo- !ve to thirdc of 

. n s a matter of fact,
world A.:'er i.e ta-l. of development, or 


hear very much tolk about -eople's part~cl-)ation. Ier. also
 
we 

nvolv.cfnt,tnlk 	about coTi, unity --crtic'-atilo, cc .n..t,- . 
we 


for effectiveintfon of comm:unity resourcesmc
ccmnurlty action, 


cire work and so en.
primary health 
Contd: •...... .4. 
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Thy or!', ta!: of cor:' ntty'- involvemient ;.n somct'Urg vhich 

:e talk of the fovirrnontsis evolved b- somcbc j else? ".hy not 

nrA others GettinG involved and prrticipatig ir..-.hat commur.ties
 

have thouLht about nnd developed also?
 

in my own country, in over 2000 places, especially over
:ovi 

have evolved a system where pre-school
the last five years, w:'e 


childrei., needy school- oinZ children, loctating zrmd expectant
 

old people- thes sic cate;ories of people ­
othe-.'!, sic:. ai4 

are being-organized on their ovn to provide three 
essential
 

nd mental and social
Services, rmmely, nutrition, henlth cnre ..


Th's is bein done in abo.t 1000 places

develpreaiit services, 


r.eLrly 150,000 who are beoeflciaries 
as -ell as
 

i.vovnrG 


parti pinnts. I r-sy beneficiaries as well na:ticiplants bicause
 

are

they are not or.y recipients of csrt ir. services but they 

of" those services. 

'.o cover;ient service piograimec, I L"now of, exist In my 

in this type 

also the promotors 

number of liumen be.r.scountry tha1t crer to this 


words n non­
of orZ;nized nndpeople-cc-tred manner, I. other 


in Sri 7x-ilna haG succeeded i- building

Eov., r:.entci- -roarnrre 

up an effective children's service programme. 
This is a
 

of the people by the people for the people 
keering


;oie 


is proGzrrarnecentre. Here a
the mnother" nnd the child at the 


their
 
that has been evolved by people themselves 

in response to 

should do, what the social develop.felt needs. What a Sovernment 

do, is to idsntify these 
plannero aud ad;iinistrators shoUldment 

do their work betterthem all support toand renderpro~raammes 

without trying to control or manipul-nate them.
 

Contd: ......*.9. 



In aii ir.staice ii:e t'"*: is it wron to tell .we ,..erD' 

Look here vwe hiave succeeded in buildirng up a children's service 

you build into this prograamme :bat you 
pro grai 7,.h1y don't 

PnrticiTaton and involvement mustintend to do In this field? 

reo3ect and eouslity inbe a tvo-waj .roccs with mutual 

association.
 

It must not be a process .here some of us wvSith Oreat 

scientific and tecmical knowledge want to sit dovm and plan 

and e::>ect the co:r-unLtY to passively participato. Tills is 

wrorn. ',Thc:: most development oreni-zato:ns, incldi-- the 

*.1{O set the mimum huan needs satlsfoction target for the 

to Zive basic health services to
 year 2000 AD, for exam-:-e, 

of thje deprived
every huar. being, do you think that most 


accept it?
communities in *zhisworld will 

community Involvemernt rnd .)artlicipationCern :e orxZanie 

gov3nrrner-taI ond Inter-governmental services
)rojz-mnes into 

:e agree on certain snat o'. I	 r enin'--flly If so te could 	 fit ir? 

we can do this.basic princlglas of development 

There :aust be a 	 com"on IsnGut'ge of deve2opment which is 

to the elite and poor alike. W7e must
equally intelligible 

"e saould not trpke for Granted that
 stand on co.on Ground. 

they are poor, or beca'ise they nro 
co,,unities, becase 


illiterate, are also ignorant.
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ometimes the most enlightened peu)le are the illiterate and
 

nder-trodden people, because they have learnt through the
 

niversity of life, the university of suffering. They have
 

urvived in spite of the fact that they have to vialk eight
 

ten miles to get a bucket of water to drink. Therefore,
;o 

on certain basic principles we should
 .t is very essential that 


tgee before we plan our programmes. 

Development should be for the benefi' of every human 
being.
 

)evelopment is not the mere production of goods and 
services and
 

the fact vihetxer they h.ve reached the peoplerorgetting about 

Human being should be the target of all development.
Dr not. 


Phe last in society should be our first concern. 
Development
 

from top downwards. Developmentstart from below; notshould 

people have their knowledge and their
should start with what 

is in a process of development and
Every communityresources. 

to that 
has reached a particular technological level peculiar 

we can havethat level, unless
comnunity. Vie ha.ve to start from 


the magic of giving them the best overnight,sthich is impossible.
 

get the total community to narticirate in this process of 
Then 

dec ision making. 
Z they too
 
As much as ve are concerned about their health 

-


Vlhen they are told that
 
ar more concerned about their health. 


every six hours 4000 people die of malnutrition 
in this world,
 

they themselves can understand this In 
reference to their own
 

ten basic human needs I outlined ou take thecommunity. l.ow if 

and break them down to about 400 parts 
with them, which vie have
 

done and put it before the community they are capable of 

recognizing those fundamental needs which 
can be satisfied by
 

co:.imunity.is an education for the
their own efforts. That 

Without education, without an awakening 
processno participation
 

can come about. 
Contd:.. . . . P*7* 



Today in my own country ( I am sure this is the seme in many 

other poor countries), there are a number of queues,people lining 

up, you can see. If you go to a co-operative store, you see people 

lining up to buy their rations. If you go to a member of Parliament's 

house, there will be people lining up to get a chit to get jobs. You 

go to the health service or medical clinic, p)eople will be queing up
 

there too to get medicine. Can't we turn these queues the other way.
 

We can* And what is the principle of doing this? Mlake those very
 

people for whom our services are meant not only the receivers but
/
/ 

also the initiators of these service programmes. Then as I mentioned
 

who belong to non-governmental or governmental organizations, 

not have to waste most of our/ Ime trying to organize the community. 

we, / do 

/The communities have the Poential to organize themselves. Others 

have orJ-y to give the freedom and opportunities they need. 

Government should essentially render other services which 

create the environment and supplement people's efforts. Firstly 

the government should give them social justice under the law. 

Government can give the expertise wherever necessary. Governmer-t 

can divide its resources accordi.ng to the needs of the people , 

goverr-nment can create that psychological atmosphere where the 

people can feel free for self-development. Governments can bring
 

them face to face with the highest developments in the field of
 

medicine or health or technology when they are of benefit to and
 

for the tihe o o lovieme-tOappropriate people. to2!/ 

Give the people the freedom to organize thamselves to seetI.Ags. 


to it that every pre-school ciiild in the community gets those
 

services of nutrition, health care and a good atmosphere leading
 

to social and mental development.
 

In our countries we have in the age groups or 18 to 30 or 35 

many hundreds and thousands of young people who are unemployed ­-

Contd: ...... P.8. 
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unemployed not only in the sense of getting no income but also 

not having any useful work to do, which is very frustrating. 

It wol.1 not cost the government very much to take in these 

young people and give them a training in basic ersential health
 

care for a period of three months or so. Being a non governmental
 

body we are training at one time about three hundred such people
 

that every three months we are able to start 300 new children's
so 


services centres.
 

You may call her a primary health care worker or pre-school
 

worker or a young sister doing children's services in the village.
 

There have been statistically proven improvements in the level of
 

health ofi the groups they serve. There has been an improvement
 

in the cohesive nature of the community they serve leading to self­

development. There has been an all-round understanding that, after 

all it is self-reliance and co-operation on the part of the people 

that can bring about a change. I am emphasizing this aspect of 

people's initiative and leadership very much because what we decide
 

for them in international conferences is not put into concrete
 

practice at that lowest level.
 

"Ve have had many visitors from international organizations
 

seeing our programme in action but hardly any development ad-


Why is this?
ministrator from my owm country has visited us. 


People are ready to get involved, participate and work, as long
 

as they know that the programme is an honest and genuine effort 

to bring about development. They are ready to co-operate. I have 

yet to come across a community that did not co-operate, but we ­

the educated, the elite are not ready.
 

There should be a total awakening process not only on the 

part of the poor people but also on the part of the administrators
 

come aboutand the leaders of our countries. This awakening cannot 

unless they all come down to the grassroots and work with the people
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car workers at 
serve as Primary health 

too should come down and 

integration can 
Then only a psychological

the village level. 

The V1O has accepted, as 
a principle, the involvement
 

come about. 

of thethe importancework andin health care

of the community 

I would ask you to make 
a survey
 

primary health care services. 


of our own medical practitioners 
and find out how many of them 

of them think that the level 
of their 

this view. :..'ost agree to 

professional excellency 
is brought down by people's 

involvement.
 

has to undergo
of the medicsl professionnatureThis mystified 


In China, the recognition of
 
We need, likechange.a fundamental 

85 per cent of
 

the need for and the value 
of bare-foot doctors. 


our illnesses, you all 
have mentioned, can 

be prevented at the
 

But do
 
85 per cent of our money 

should go there. 

basic level. 


When the political leadership 
asks from the health
 

we do it? 


budget, 75 per cent to 
put up new hospitals, 

do you oppose it as
 

a profession and say 
'Please do not it, spend 

more money for the
 

This is not done. Why? Because there is
 

preventive services'. 


enough experience and 
commitment among those 

who decide for
 

not 


Therefore there should 
be a concerted effort 

on
 

our coaiunlties. 


to get them into action, to give
 

your part to avaken 
our peo1rle, 


to 
from their own community and 

train pergonnel 
more knowledge, to 

be an educationalalso mustThereto the comr.unIty.
send them back 

at the top. Then 
man these services 

for the people who 
process 

only can we reallse 
our objectives and the 

lofty ideal of the
 

health of all.
 
everyLie- 4Lc_ face these problemshauLto.xaflwhotalking as 

That is why I am talking 
with a feeling of conviction.
 

day. 

we can Implement as
 

Coming to concrete 
action rrogrammtes that 


village level, I would 
mention again that 

Primary Health Care
 

of development.
 

should be a part of 
an Integrated programme 


?.10.Contd: ..... 



A lot of money and time and energy must be spared to De s!enz
 

to bring the knowledge right down to the grassroots, in a simple
 

I do not think this is happening very much
and intelligible way. 


compared to the volume of high technical papers that are bbing
 

Very simple manuals should prepared to be used at that
produced. 


1e need a lot like that on every subject.
level. 


,1'1,owlet me briefly mention how a Sarvodaya 
programme begins
 

Our first objective is to build a psycho-social
in a village. 


'.hen a village wants to join this
infrastructure in the village. 


we say 'all right let us organize a shramadana camp
1.ovement, 

enabling us to do a labour intensive task while living together
 

By that what I mean is that the village com­for three days'. 


come form outside, spend time living together
munity with those who 


cooking together, eating together, discussion together, 
singing
 

and dancing together and doing a community service 
project for two
 

To that camp we
 or three days according to a certain time table. 


to
 
invite all the government personnel at the community 

level 


as equals with the people. This is to break psychologic
particip;ate 

There are barriers of dependency and patronage
barriers that exist. 


All these
 
and barriers of superiority and inferiority 

complexes. 


have to be broken down because a psychological 
infrastructure has tc
 

be created not only among the members of the 
community but also
 

among the people who serve the co.munity.
 

like that for a period of time, the. 
While people live together 

or tank bunds or
 
may contruct a series of latrines, wells, 

soakpits 


that all share the joys of a beneficiai.
 
a road to the village so 


in the first
But the most important outcome
Sphysical achievement. 


think together, to plan
 
stage is the opportunity the people get 

to 


together, to work together, and to feel 
that they have a great
 

This is community education in a
 potential for self-development. 


true sense.
 Contd: ....... P.11.
 



'e to a s.,agc oz' organIzin; a motors' group.nP[t co:lie 


Mothers' group selects one or two willing girls between the ages
 

of 18 and 30 based on criteria commonly set to be sent for a pe­

riod of training to a Sarvodaya Development Education Institute. 

We have six large Institutes of this type and several smaller 

ones. Training is also a type of community living. There you 

do not see any marked difference between trainers and students.
 

Ther all live together and share experiences as members of one 

.
large family. 4r-PZ.iD-eat une- and
 

Sf you - - -l +~ . -i -o.They learn theory 

through prectise, so that within three months you can give them 

maximum practical knowledge. When those young people come back 

to the village, they -ot only take with them certain skills in 

the PHC field but they also take with them certain changed 

attitudes. They would not come back to the village as persons
 

with certificates. Vie do not give certificatis. Ony after two
 

or three years we give a certificate for exemplary, creative and
 

innovative type of work.
 

It is not for certificates that these people come. Vie are
 

not paying them any salary. They first learn the science of
 

serving their people and receive the joy of living by learning
 

the art of loving their fellow men. This service is known as a
 

Vie believe that the government
pre-employment voluntary service. 


will say one day - 'Vell, we pay 50 or 200 rupees per month to
 

that village level worker because he or she has proved her worth
 

in taking care of our children. let all the 23,000 villages of
 

our country have the services of such inspired and trained youth'.
 

The mothers' groups in the villages have to be in general
 

charge of the children while the pre-school girls are in training.
 

The youth gzoups in the villages put up the required buildings
 

with local material.
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Other elders in the community help in these activities. When 

the trained youths return to the village it becomes very easy 

for them to start the Day Care Centres for children below 3 years 

those between 2 and 6 years of age,of age, pre-schools for 

community kitchens for the needy, pre-natal and postnatal care for
 

frommothers and child welfare activities for children with help 

the public health midwife, Immunization and Environmental 

of Public Health Inspectors,Sanitation Programmes with the help 

home gardening campaigns and other community services. They
 

maintain heal.h cards for children and establish working 
contacts
 

with goveinmental medical and health care personhel.
 

have tried to bridge the gap hetween the avail-This is how we 

the real needs o2 the people.ble governmental services and 

the willing co-operation of the
However it is not always that we get 

Therefore we have obtained the
 governmental extension services. 


nurses and health persons as
services of a grou. of doctors, 

and help our village
leave to comevolunteers who make use of their 


health projects in such situations.
 

If the governmeMal services give official support 
to voluntary
 

bodies to organize mothers, children and youth in this manner
 

for them outcome will be

without trying to lay down the law the 

local bodies to assist the up-keep
tremendous. Instructing the 


of Workers and provide the basic material, providing 
the medical
 

and health personnel to help the programme, making available simple 

health education and primary health care manuals 
are so me of the
 

Then
 
ways that the government can help these people's 

efforts. 


would have been utilized much
the governmental resources more
 

than it happens now.
effectively 


few words about research. This is another

Let me speak a area 

We also do research at the village
that needs demystification. 
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iot high powered research but very simple research useru. To 

become common knowledge to
the people and the results of which 

Al people of the co-mmunity. 

Let me give an example. Everybody needs water for their 

personal use. 13e do research to find out how much hygienic water
 

each member of the family needs a day and the total 
number of
 

the whole family needs. Similarly how much all
 gallons of .ter 

In actual fact how much of water families in the village need. 


is available in the existIng wells and how many 
more new wells
 

have to be dug to give the village an adequate 
and a clean supply
 

A group of village youth with a simple training 
beco­

of water. 

mes the initiators of the research programme 
that is carried out 

1Vext they become the well-diggers
with the villagers themselves. 


all-together once the research is over.
 

have to find money for
17ow to build up these wells, they 

Either the government has to have a system
cement, bricks etc. 


through relevant ministries,
whether through local bodies or 


when such r programme is. going on, to give 
'the material that
 

is necessary or non-governmental organization has to support
 

This also means that the village needs a group of young

them. 


men and women who are skilled in certain technologies of well
 

So
construction, etc.construction, toiletconstruction, house 

of the quality of village 
this leads to a ovemznt of regeneration 


total
 
So I would plead with you to look on this 

as a 
life. 


to another.process one le3ding 

have to get com-itted to bring about 
Th -, village comunities 

better health as an integral part of total 
development. Those who
 

are more fortunate than others to 'De in 
a positiorn of making
 

serious com­also have to make a
decisions that effe:.t the people 

more difficult than awakening the village
mitment. This is much 
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are more In decisionvested interests=nunities because 


the village people. So, if
 
iking groups unlike in regcrd to 

Du, face facts, we have to bring about commitments 
either by 

ersuasion or by compulsion, if the 
governments really mean
 

to get both these groups awakened as to 
hat they say. We have 

he danger that we all are facing in the years to come and pull 

avert it and promote good health for all. 
heir weight together to 

bring about a more healthy life for our communities weTo 

areas. Firstly,
to bring about changes in three related we 

iave 

have been taking 
iave to bring about psychological changes, 

I 

to bring about changes in methodologies
lbout. Secondly, vie have 

ind techniques where we try out not 
only the methods and techniques
 

that have been 
top to bottom, but alsc think of those 

ooming from 

The latter could be linked to 
the national 

evolved from bottom up. 


This has to be elaborated
 
Thirdly, structural changes.
services. 


upon a little.
 

importance of changing structures 
permit me
 

To stress on the 


There was a high
 
to give an illustration of a 

village experierce. 


our
 
incidence of infective hepatitis 

that was prevailing in one of 


care worker was functioning. She 
a primary healthvillages where 

this deseese. as twelve families had 
at one time as menyfound that 

that the source of
of it she found 

When she explored into the root 


being
through the village - was 
- which was runting streamwater 

Those who imposed the factory
started factory.a newlypolluted by 


how their actions would effect
 
not look into 

on the village did 


Are we turning a blind eye to this
 
villagers.the health of the 


and only try to repair the damage done?
 
type of situatin1 


Incongruencies
to structuralattentionVie have to turn our 

If a poor farmer
 
and injustices that are imposed 

on our peoples. 


has to pay 100% interest for a loan he obtains 
for his cultivation
 

purposes, how can we expect 
him to buy sufficient food 

for his
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Vhile accepting realities of our involvement in various 

specialized fields, such as health, when coming down to the 

realities of commnity poverty and ill-health let us not forget 

the need to liberate them from social, economic and political 

structures that are unjust. Consequently, a psychological, 

methodological and structural change is very necessary to bring 

about community progress. 

One last world. I was taking about the environment. I think 

envoronment not only includes air or soil or water but it also 

includes very much the mental and psychological atmosphere 

we live in. There is a terrific pollution that is taking place in 

our psycho-sphere. There is an increasingly prevailing pollution 

taking place in our minds as a result of greed, hatred and 

ignorance that we nurture in this world. ThereforeV all these 

things I was talking about have to happen in an environment where 

the spiritual values have to be brought to the fore-front in our 

times too. 
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PRIMARY HEALTH CARE: "DIARRHETORIC" OR REALITY? 

- Practical Considerations from Field Experiences 

- Richard A. Smith, M.D., M.P.H.* 

INTRODUCTION 

Traveling through developing and developed countries nowadays one is 

surprised to find multilateral organizations, technical assistance 

agencies, lending institutions and private voluntary organizations with 

policies and plans in Primary Health Care (PHC) but with few action 

strategies. They know what they want to do, but have not yet discerned 

how they are going to work meaningfully in this rapidly emerging field.
 

Without strategies for action they are going to continue to promote
 

fragmented projects which are not part of national programs -- efforts 

of no long-term consequence.
 

Many developing countries face a similar dilerwa. They have enunciated
 

policies and plans in PHC, but little has changed from yesteryear. With 

some exceptions, there aze only small PHC projects going on, . are 

probably of little consequence in their present disjointed context. At 

this rate, we will see few significant strides taken over the next two
 

decades to get basic services to a majority of populations.
 

Having in mind the recent PHC experiences of 17 countries, a few of
 

which have had successful large-scale programs, serious concern must be
 

expressed about the present state of this field. If developing countries
 

*Director, Health Manpower Development Staff
 
Professor, Department of Family Practice and Community Health
 
John A. Burns School of Medicine 
University of Hawaii
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do not go beyond the hllow theatrics of PHC and develop and implement 

national PHC programs, they will not be able to control the threat to
 

PHC being posed by the present fragmented approach seen inmany countries
 

and fostered by well-meaning. but too narrowly focused, international
 

organizations.
 

BACKGROUND 

The primary health care movement today is being threatened by man-made
 

phenomena which are carrying itdown a road to disaster. Unless these
 

phenomena are recognized and corrected soon, the promise of basic health
 

services for the majority of the world's population will remain an
 

elusive dream; PHC will become a mere memory in the history of health
 

services development -- an opportunity lost. To avoid disastrous
 

demise of the PHC movement, to realize the full potential of this idea
 

whose time hzs come, national programs of action (not just policy) .
 

be developed which pull together the present fragments of PHC to produce
 

coherent, sustainable and effective improvement of expanded basic
 

health services.
 

An approach to designing such national PHC programs has been used in a
 

number of countries. The experiences of those countries and
 

technologies that have been developed can serve to help other developing
 

countries, donor institutions, lending agencies, and private voluntary
 

organizations to target diminishing development resources into successful
 

implementation of national PHC plans. A rationale for developing such
 

plans of action that actually work in the field ispresented in this
 

paper.
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The most serious threat to effective primary health care today is the 

plethora of community or village health worker projects unconnected to 

functioning supervision and support systems in many developing countries. 

These small-scale demonstration projects are usually of limited scope
 

and geographic coverage. They have problems with supervision, support 

and with inappropriate training methods. Most important, they may be 

offered as models for replication on a national scale, without adequate
 

consideration of the new problems that expansion will entail, especially
 

in management. Further, as local CHl pilot programs proliferate and
 

many fall into disarray or otherwise prove not replicable, they produce
 

the erroneous impression that national primary health care programs are 

not able to deliver appropriate health services for the majority of a
 

nation's population. The erosion of confidence at the national as well
 

as at the village level by short-lived demonstration programs which
 

elevate expectations and then disappear, needs to be examined in the
 

context of the future of PHC.
 

Second, PHC has been established as a vertical program in some countries. 

This phenomenon obviates the long-range success of a national PHC program 

since a vertical programwill be treated as another "campaign" 

rather than a unifying force used to consolidate and focus the many 

components of the health system which are directed towards the periphery. 

Third, PHC is frequently used as a label given to "old games" to disguise
 

them under a rubric now in vogue. PHC is often the name given to the
 

status que. Programs in MCH, family planning, safe water supplies,
 

imrunization, nutrition, health education, other preventive and curative
 

services are all components of PHC. However, extraneous concerns have
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caused these PHC components to develop as vertical programs themselves
 

with separate and often support structures. Without a rational 

and cohesive approach to pull together these and other health sector
 

program fragments, the impact of these undertakings will be seriously 

compromised.
 

The concept of primary health care could not have been more timely in 

terms of increasing the accessibility of essential health services for 

the world's population. It promotes the imperative that basic services 0 0. 

can and must be delivered by less expensive means -- by more appropriately 

prepared personnel than heretofore considered possible on a global
 

scale. Concomnitantly, the PHC concept comes at a time when resources
 

for development are rapidly decreasing. We have before us an opportunity
 

that comes but once in a generation; perhaps it is an opportunity rare
 

even in a century.
 

What is being addressed is the restructuring of national systems of 

delivering basic health services through the mechanism of PHC. Changing 

and improving the image and operation of the health system and its 

providers is indeed a rare opportunity in our lifetimes. However, it 

appears that inertia and apathy on one hand and unrestrained zr+al on the 

other may prejudice our chances of making the most of this fleeting 

opportunity. The possible loss of this chance for significant impact is 

being hastened by "diarrhetoric" describing the potential of PHC " the 

perspective of small projectswhile avoiding the tough decisions and 

actions required to make PHC a national reality. 
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One of the great problems in primary health care
 

pasow is the difficulty of mounting significant programs with diminishing
 

resources. As primary health care has become a rallying point for
 

development in the health sector, rationales are needed for action
 

strategies which go beyond policies and plans. Such action strategies
 

have to be found ifwe are to take advantage of the promise that the
 

primary health care movement holds ina world plagued by tough economic
 

constraints.
 

It ispossible to improve on the "bits and pieces" approach ininternational
 

health in general, and PHC inparticular. fragmentary approach has
 

given rise to many scattered, ineffective health projects inthe Third
 

World. They occur so frequently that a rationale considering their
 

problems should be developed to focus efforts and resources onto country­

specific targets fitting into the larger health sector objectives of a
 

developing nation. Inaddition, public and private technical assistance
 

agencies, international organizations and lending institutions need to
 

look beyond ill-defined, cautious policy statements to a rationale for
 

action which brings them closer to the real needs of the countries they
 

try to serve.
 

IfPHC action strategies of international institutions were developed
 
at_%;&AOie 1* VAUr4 worla 

from the same premises as PHC action strategies. •countries,
 

the job of optimizing technical and financial assistance would be
 

easier. Collaboration could produce more meaningful programs since
 
rf'cke 4AO.. :SjVApJ %O~kmU~k kiw 

everyone would be pulling in the same direction,, Such cooperation would
 

be possible within the multiple sociopolitical and administrative
 

divisions of nations ifthere were a common template or rationale for
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Any rationale that leads to a problem-solving action strategy clearly
 

must respond to a known set of problems. Efforts in PHC have produced
 

few truly useful descriptions of large-scale programs even though small­

scale projects have been proliferating widely. The desire to share 

knowledge of failures along with successes has been minimal. Since 

there is no Journal of Negative Results, the most useful information has 

been passed (albeit guardedly) by word of mouth at international meetings 

and by visitors returning from countries involved in PHC. However, 

China, Colombia, Guyana, India, Le , a tan, the Soviet 

Union, Tanzania,'Aand a few others have helped some of us in this field 

to develop a balanced perspective from which to consider where PHC is
 

now, and how it can fulfill its promise for the future. Some of us have
 

taken our own experiences in the Third World and combined them with 

those of other operating programs to identify the major problems to be 

addressed in developing a rationale for action strategies in PHC -­

problems that recur over and over again in PHC in many countries. 

Examination of these problems reveals the need for concerted action by
 

various government entities at many levels. It requires action horizontally
 

as well as vertically; it requires the participation of chief executives 

and village or neighborhood comittees. The principles or rationale
 

that must underly an action strategy have to be responsive to needs 

denoted by these problem categories. The following list of comnmon 

problem areas in PHC is not exhaustive; but it is a starting point. 
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CMt4ION PROBLtIS IN PRIMARY HEALTH CARE 

FRAGMENTED APPROACH TO DEVELOPMENT ("BITS AND PIECES")
 

This approach to development has frequently resulted from the lack 

of resources to implement large programs. This direction has becn
 

encouraged by donors, international agencies and PVOs whose own
 

purposes and limited resources often greatly influence decisions.
 

There appears to be a bias towards using pilot and demonstration 

projects for development purposes because they fit into the short 

timeframe of project management, require relatively small inputs, 

and offer quick results. However, they rarely provide definitive 

solutions to problems and usually cannot be replicated or signifi­

cantly expanded. Failure to produce a critical mass of supporting 

component parts (e.g., absence of infrastructure support for workers 

that have been trained) or the use of personnel resources and 

incentives that are unavailable on a national scale are but two of 

the reasons that such projects often are not duplicated or expanded. 

Vertical programs (MICH, immunization, nutrition, etc.) which are
 

part of this approach often compete for the same scarce resources
 

and duplicate support systems, thereby reducing each others'
 

effectiveness in reaching the periphery. In many cases, vertical
 

programs produce dependency on outside resources. Related to this
 

is inadequate planning for the interfacing of projects or for the 

needs of the larger health system. Such fragmentation discourages
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self-sufficiency by spreading developing country personnel and
 

financial resources too thin while allowing projects to remain
 

dependent on donor interest.
 

Health projects designed with short development timeframes (dependent
 

on 2-5 year funding cycles) produce support systems that cannot be
 

sustained when artificial donor supports terminate, especially when
 

the project has not been permanently institutionalized.
 

2. LACK OF BROAD BASE OF SUPPORT FOR A NATIONAL PROGRAM
 

high-level political mandate or national commitment, PHC
Without a 


programs will flounder. If projects are initiated on a small 

scale, there is not significant mobilization of resources to set
 

the stage for a national program. System changes necessary for
 

national coverage will not occur; e.g., improved organizational
 

structures and strengthened management support systems. Without 

broad-based support, ministries of health are constantly faced with
 

the need for politically expedient "quick fixes" rather than 

definitive solutions to problems. 

3. OBSOLETE ORGANIZATIONAL STRUCTURES FOR DELIVERY OF PHC
 

SERVICES
 

Many such structures perpetuate over-centralization. They also
 

propagate fragmented, uncoordinated vertical programs which set up 

their own structures, often parallel to others, often redundant.
 

This situation frequently leads to inadequate support capability
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for peripheral services. It encourages the persistence of a
 

project management perspective (short timeframe, need to have close
 

control, limited results) over a development management perspective
 

(long timeframe, development perspective, more significant results).
 

Under many existing organizational structures, PHC ispromoted as
 

another vertical program unrelated to other competing health
 

services. (This is a danger signal for PHC!)
 

4. INADEQUATE MANAGEMENT SUPPORT FOR PHC SERVICES
 

The perspective of small-project management (as opposed to a development
 

/management perspective) does not promote expansion of management 

support services for the health sector. %Perieral services are 

frequently incomplete, unreliable, and neglected. 

S. FAILURE TO DEVELOP A FUNCTIONING PHC PLANNING CAPABILITY
 

Frequently, resource allocation at all levels of the PHC program
 

is not tied to a PHC planning entity. Inadequate planning for
 

this developmental effort threatens the institutionalization and
 

permanency of PHC. Resources are unprotected against erosion
 

produced by the demands of secondary and tertiary urban-based
 

services.
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6. LACK OF OVERALL PHC MANPOWER PLAN
 

Jithout an all-encompassing plan for harnessing the skills and 

knowledge of all categories of health manpower, governments are
 

unable to optimize personnel training, deployment and utilization. 

Physicians, nurses, other professionals and technicians are often 

trained without a realistic plan for their maximal employment in 

PHC. There is little planning to link peripherally oriented 

health workers with other health professionals; the isolation of 

PHC from other health services reduces effectiveness of all parts 

of the delivery system. 

Teacher training institutions and curriculum development workshops 

have been created with the idea that training teachers or
 

developing curricula would effect significant system change in the 

health sector. By themselves, they cannot. Perhaps as part of 

other ongoing activities, they can make a contribution.
 

Governments frequently agree to donor-endorsed, donor-promoted
 

manpower pilot projects without concern for the impact that such 

projects can have on the larger health delivery system. Since most 

of these projects do not fit into a larger receptive framework and 

the demonstrations are frequently not capable of long-term maintenance 

or replication, they usually collapse or quietly disappear because 

of supervision and management support problems. Although there 

have been some notably successful pilots (e.g., Promotores in Columbia, 

"i-Medicina Simplificada in Venezuela, CHWs in India, Health Guards 


Pakistan), the landscape of some developing countries is strewn
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with wreckage from failures. Such failures can destroy confidence
 

at the national as well as the village level in the feasibility of
 

effective primary health care. (This is a dancer signal for PH!)
 

Even when village-level health workers are trained incurative and
 

preventive care, they have a tendency to deliver only curative
 

services. Incentives for non-curative PHC services are difficult
 

to devise even when they are consciously sought.
 

7. INEFFECTIVE AND INEFFICIENT TRAINI.NG
 

There are numerous approaches being used to train health personnel. 

Many of these approaches are arduous, time-consuming and produce 

health workers who are not as competent as they should be. Many of 

these training methods are concerned with "seat-time" rather than 

learning, the academic rather than the practical, the esoteric 

rather than the typical. Traditional training is often concerned 

more with transferring theoretical knowledge than with developing 

adequate skills. Many times it occurs far from the worker's home 

and work place, influencing selection and reinforcing emigration 

from rural areas.
 

Training materials for PHC are being developed in numerous countries. 

Many programs have analyzed the jobs to be performed, identified 

job components, developed content and put it down in books; they 

serve as excellent reference manuals. Nbst of these publications,
 

however, are not concerned with knowledge transfer, skills acquisition
 

A' 
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or the process needed to do the job. Many of these materials are
 

inadequately concerned with preparing people how to teach, and do
 

not take into account how people learn.
 

8. 	 FAILURE TO LINK PHC NATIONAL AND REGIONAL PHC PROGRAMS
 

WITH LOCAL COMMUNITY INVOLVEMENT
 

A "bottom up" or "top down" development strategy is often used,
 

rather than combining the essential aspects of each.
 

9. 	 LACK OF ON-THE-JOB CONTINUING EDUCATION
 

Skills decay and no new skills are learned if continuing education
 

linked to supervision is not an integral part of PHC from the
 

beginning. Under such circumstances, there isno way to use the
 

information gained from field experience. Furthermore, this lack
 

of professional contact adds to the sense of isolation and abandonment
 

of health workers.
 

10. 	 COST 

The initial capitalization for large-scale programs is discouraging
 

to countries as well as donors. Recurrent costs of new programs
 

pose serious difficulties. A frequent question concerns the issue
 

of community support of CHWs: are villages able to maintain CiWs?
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Demonstration programs sometimes set inappropriate precedents for
 

primary health care (e.g., governments pay CHls when villages.
 

could support these workers, on-site project managers provide close
 

but temporary supervision). The lack of adequate attention to cost 

containment issues (e.g., generic drug lists, bulk drug purchasing, 

consolidation of management support systems) can discourage expanding 

- program ideas from the pilot stage to a national program.
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It would be easy and safe to end this discussion after linking the above
 

problems with the "what" that needs to be done. However, it is necessary
 

at this point in the history of the development of the primary health
 

care movement to present the rest of the discussion related to the "how"
 

of issue and problem resolution with a rationale that can be used to
 

develop an action strategy. This rationale is the result of PHC efforts
 

and experiences by a number of countries1some of which meet at regular
 

intervals to share knowledge, methods and technology that make primary 

health care systems work. It is a rationale that serves as a framework 

to respond with specific action to the major problems and issues standing 

in the way of successful primary health care programs. 
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A RATIONALE TO DEVELOP A COUN1TRY-SPECIFIC 
ACTION 	STRATEGY FOR PHC
 

1. 	 DEVELOP COUNTRY-SPECIFIC PHC GOAL AND OBJECTIVES
 

Initially, the long-range goal of the PHC program should be stated 

in terms of population coverage, serrices, indices and other
 

relevant characteristics. Short-term objectives should be stated
 

with 	schedules, geographic coverage and resources as some of the 

determinants. Personnel and finances are among the country resources
 

that 	then need to be inventoried. Subsequently, an inventory needs
 

to be 	performed for external resource assistance ifnecessary.
 

2. 	 DEVELOP A TIERED PHC MANPOWER STRUCTURE AND A RECEPTIVE
 

FRAMEWORK FOR NEW MANPOWER CATEGORIES DEVELOPED
 

A manpower infrastructure should be developed which trains and
 

deploys competent health workers to deliver decreasingly sophisticated
 

health tasks as one moves towards the periphery. FIGURE 1. That 

structure should set the stage for using highly trained professionals 

inthe best possible way, inconcert with the primary health care 

workers. FIGURE 2, Each tier is involved inthe training and 

supervision of the tier peripheral to it. Experience has shown
 

that having MLHRs train and supervise CHWs is a most efficient way 

of obviating the problems associated with creating tutor training 

institutions and supervision of peripheral health workers. Also 

characteristic of this type of structure iz the dependency of each 

tier on the tier central to it for referral.
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LEVELS OF INTERACTION AMONG PHC PERSONNEL
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The greatest value of this type of structure is to have competent 

health manpower that stretches from center all the way out to the
 

periphery. FIGURE 3. This4 the delivery of generalized 

essential services as well as specialized services promoted by 

vertical programs. The manpower, in this permanent structure, thus 

is not subject to the vagaries of specialized vertical programs.
 

For technical as well as cost containment reasons, many countries 

train present employees of the ministry of health as their mid­

level health workers (e.g. nurses, dispensers, public health nurses, 

medical assistants, sanitarians, lady health visitors, vertical 

program personnel). Many of these workers have been forced by 

circumstances to do some tasks without prior training. These new 

programs provide an opportunity for workers to receive needed 

training for the essential tasks they must do.QITo reduce govern­

ments' recurrent costs, CQWs are frequently supported by villages 

if the program isnational in scope. Often the 0-lW is already a 

health service provider in the village (e.g., TBA, traditional
 

medical practitioner). A mix of funding possibilities for CWs
 

exist:
 

A. 	Village supports on a fee-for-service basis as they do present
 

providers.
 

B. 	 Local or district political authority supports activities.
 

C. 	 Part-time volunteers.
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D. 	District health center or hospital collects a surcharge for 

payment of Wt1s. 

E. 	 CHWs sell a one-time issue of medicines, replenishing supply' 

and 	selling again.
 

F. 	 Village supports curative services and the government funds 

vertical preventive "campaigns." This is one approach that 

addresses the need for incentives to stimulate CHQs to provide 

preventive and promotive services as well as curative services. 

The need to find such incentives in each country is essential 

if long-term PHC services are to be available.
 

G. 	 Government pays total CW1 salary. 

3. USE EFFECTIVE AND EFFICIENT TRAINING METHODS
 

Varying approaches to training must be examined to determine which 

is most appropriate for a particular setting, There are traditional 

approaches which use standard textbooks, newly developed materials 

and/or ad hoc instruction. There are approaches which consider
 

competency-based training and use selected teaching materials from
 

various sources. Others teach educators methods of module development. 

Another approach uses available technology for the systematic 

country-specific adaptation of prototype training materials. 
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Collective experience dictates that manpower should be trained for 

competence. Competency-based training has been found very appropriate 

for training MU-IBs and CHBs. Oral methods may have to be developed 

for training semi-literate and non-literate CQ-s. There are a 

number of other approaches to training CQIs, including eliminating 

people of purely oral tradition from the CHW candidate pool, using
 

materials prepared for literates or teaching literacy before
 

training. By far the most effective and efficient approach to
 

comunities with low literacy rates is the use of oral methods of
 

training. 

Some of us have been working with field-tested prototype materials 

for health training and management training. These materials can be
 

adapted y a developing country to its specific needs and
 

resources. To date, this technology transfer and adaptation has
 

occurred successfully in five different countries, saving immeasurable
 

time and resources when compared to traditional approaches used in 

the past.
 

4. CONTINUING EDUCATION MADE PART OF STRATEGY
 

Evaluation of feedback from the field can be used to shape continuing 

education for primary health care. BuilZ. into the action strategy
 

from the beginning and integrated with supervision and management, 

continuing education serves to reduce the time of initial training, 

upgrade performance and prevent the decay of skills and knowledge. 
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5. 	 MID-LEVEL HEALTH WORKER USED AS CRITICAL LINK BETWEEN
 

CENTER AND PERIPHERY
 

The mid-level worker can facilitate the combining of development
 

strategies that "trickle down" or "bubble up". Mid-level health
 

workers reduce the technical, social and cognitive distance between
 

the district or center and the periphery. These personnel are
 

important in helping villages organize for Qm selection, training
 

and operations and in supporting the control exercised by villages
 

over their health workers. This relationship once again emphasizes
 

the critical training and supervision interlock that can exist between
 

the MINI and the CHIl, a relationship which minimizes many of the
 

serious problems encountered when CHIs are isolated from other
 

parts of the health system. The LWl acts as an interpreter and
 

conduit of village needs from the periphery towards the center for
 

integration into district and regional planning; he/she translates,
 

facilitates and oversees governments' vertical "campaigns" into
 

village-level action; he/she provides a mechanism for feedback from
 

the periphery to the center on a multitude of additional matters.
 

Importantly, he/she improves the accessibility, reliability,
 

stability and longevity of PHC at the village level.
 

6. 	 ANALYZE AND STRENGTHEN PHC MANAGEMENT SUPPORT SYSTEM
 

In order to strengthen the support of primary health care workers,
 

the management support systems must be analyzed to determine where
 

strengthening should occur. (Prototype systems analysis materials
 

are available for adaptation to a country's individual problems.
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The setting of priorities and strengthening of management support
 

systems occurs through a number of mechanisms including the consolidation
 

of resources, reduction of redundancies and other cost containment
 

actions.
 

Rondinelli and others have aptly stated that if there isone single
 

factor that can cause the failure of a development program, it is
 

poor management. And management systems are where we see the most
 

difficult problems inprimary health care on a global scale.
 

7. 	 ENCOURAGE DEVELOPMENT OF A PHC PLANNING CAPABILITY
 

A planning and evaluation system should be shaped to support PHC.
 

Itshould enable a ministry of health to submit impact plans to the
 

ministry of economic planning or the ministry of finance and other
 

ministries which link intra- and inter-ministerial development
 

efforts. Consolidation of resources producing cost effective and 

more efficient PHC operations are related to planning as well as to 

management. A management thrust may be the entr6e to planning. 

8. 	 USE A SYSTEMS APPROACH TO RATIONALIZE THE ORGANIZATION.
 

OF THE PHC DELIVERY SYSTEM
 

If the 	organization which delivers primary health care services is
 

viewed as a whole as well as a series of component parts, one can
 

visualize the borders of what Katherine Elliot has described as the
 

jigsaw 	puzzle of primary health care. A systems approach to the
 

primary health care delivery system identifies the many parts of
 

(p
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the puzzle. However, as importantly, the approach clarifies how
 

the parts relate to each other. Using a systems approach to the
 

larger picture, action strategists with adequate political support
 

can quickly:
 

A. 	Reduce redundancies instructure and function.
 

B. 	Promote consolidation of certain vertical program resources 

and PHC. 

C. 	Build on existing structures (without by-passing).
 

D. 	Strengthen existing structures.
 

E. 	Improve, the practical functioning of horizontal relationships
 

(within the ministry of health, with other ministries; relating
 

public and private sectors).
 

F. 	Improve practical functioning of vertical relationships with the
 

ministry of health.
 

G. 	Promote institutionalization of PHC by preventing PHC from 

developing as a vertical program. 

H. 	Promote self-sufficiency.
 

I. 	 Promote a development management perspective in the place of 

a project management perspective (see chart A). 
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IE ATrM 9 P 3ECONA.EV:I4NMA MEM TO u iI4ANAM '" 

Maagiemnt Approach 

Pr ject Mmnt vroa 

(L) efinition: Specific inputs Nd output rod loI-rmg..oals with 
targets with defined inter- phasedinput nd flexible 
mediate events (end results Intemediate evnts (change
oriented) 	 process oriented)
 

(2) 	Objective: fIlot/Dmonstration Perwantly institution­
alized improvmnts
 

(3) 	 Scale: Lcal or regional Natiwide requiring
 
national level cuitmnt
 

(4) 	 T Frame: Definite nd point V.thin No definite and point
 
2 to S Years
 

(5) Sectal Inmlve- Usually one sector 	 Nltiple sectors 
Wet:
 

(6) 	 Institutional Usually few institutions U ually M/ institutioms
 
lrnvolveset:
 

(7) Soce of resources: Nre from donors than Note from host cmtry than
 
from host comtry from donors
 

(8)Other donrs: Not uually involved 	 Often multiple donors with 
close coordination and
 
collaboration require6 

(9) Impact an existing inin, can by-pass 	 Maximu, should imrove on 
goverment bureau-	 what exists 
cracy:
 

(10) 	Political involve- Relatively little at Should be significant at 
it: national level; could be all levels 

significimt at local level 

(11) 	 Technical Assis- For planning, implementLng For advising and training 
tance inputs: and evaluating 	 host comtry counterparts 

(12) Technical Assis- To 	satisfy donor and host To develop pemanent 
tance objectives: country 	by achieving output self-sufficiency by the 

targets within time frame 	 host co.try inplanning,
training and awnagement 

(13) 	Likelihood of High LOW 
showing short-term 
effects:
 

(14) 	 Likelihood of law High
broad benefits
 
if successful: 

(IS) Evaluation: 	 Primarily to satisfy donor Primarily to provide feedback 
md host comtry re impact for improv.big ongoing planning
replicability, assimulation and operations efforts 
anid Seneral worthiness of 
project
 

CHART A 

A Dvelpe:6 E.. £,Er5t 0" E% 	 .A) 
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9. OBTAIN A NATIONAL COMMITMENT
 

A national commitment enhances the development of a broad base of 

support for primary health care, helps mobilize resources and sets
 

the stage for the systems changes which must occur for a large­

scale national program to be developed. Primary Health care program
 

parts brought together through a political mandate increase the
 

potential to institutionalize for permwience and self-sufficiency..
 

10. USE COUNTRY-SPECIFIC PHC STRATEGY TO PLAN RESOURCE
 

APPLI CATION
 

The action strategy that results from a rationale such as this not
 

only promotes the appropriate allocation of availeble resources but
 

also prepares a coherent, comprehensive and rational basis for
 

obtaining external resources. Such an action strategy can lead to
 

quality primary health care program that iscost-effective and
a 

efficient. Moreover, the program would be characterized by consoli­

dation of resources and organizational support structures, with 

minimized redundancy. Inaddition, this kind of action strategy 

will permit the use of appropriate technology that has been adapted 

nation's special problems and resources for the strengtheningto a 


of manpower and systems. Finally, a good action strategy will
 

provide more alternatives with regard to independence or reliance
 

on outside assistance.
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INTERVENTION POINTS
 

IN 

PHC DEVELORENT 

TRAINING DEVELOPMENr/STRE JING --STEMS DEv OPr/s/RENGm iNG 

As iREPARATION OF HEALTH PERSONNEL k, ORGANIZATION OF DELIVERY 

- MUNIITY HEALTH WORXERS SYSTEM 

- MIIDLE LEVEL HEALTH WORKERS 3, PWC PLANNING SYSTEM 
- M.W. (SFPERVISDRY).nSE .NATESYSTIaS 

- PHYSICIANS - FINANCE 

Be PREPARATION OF SUPPORT PERSONNEL - PERSONNEL 

- TUTORS - FACILITIES/EQUIPMENT 

- ADMINISTRATORS - SUPPLY 

- PLANNING SPECIALISTS - TRANSPORTATION 

- W4DENT SPECIALISTS - COMJICATION 

C, OOTINUING EDLCATION - INFORMTION 

- COKJNITY HEALTH WORKERS 

- MIDDLE-LEVEL HEALTH WORKERS 

CHART B 
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A RATIONALE TO DEVELOP A COUNTRY-SPECIFIC PHC ACTION STRATEGY
 

RATIONALE-


If donors, lending 

institutions and 

technical assistance 

agencies (including 
PVO's) take the rationale, 

develop their own 
Health Sector organization-specific 

or iC strategy from the 
Progrmi." perspective of a 

of l W ted scope development assistance 

contributor, then plan 

i.e., their activities around 

pilot and this strategy, they can 

demanstration become better prepared 

programs, to be responsive to 

vertical actual TA needs relevant 

progras to their resources.-

(these have 2ut more important, if 

limited objec- they fit their 

tives, coverage Teouces into the 
and impact; onr-pcf W 
often they action strategies 

are temporarTy; developed by developing 

"quick fixes"; coutries, the "fragments" 

partial can be converted into 

solutions) strong components of 

national programs. 

FIGURE 4 

COUNTRY-SPECIFIC
 
PHC ACTION STRATEGY
 

4 

A^ 

TOAL-COUNiRh PHC
 
PROGRS (NATI L SOLUTIONS:
 

9g
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It should be obvious that the rationale being discussed has focused on
 

the two critical intervention points in primary health care: Manpower
 

Development and Systems evelopment. (See Chart B.) It may not be
 

possible to implement a PHC action strategy that simultaneously affects
 

all the facets described under personnel and systems development. With
 

this rationale, however, strategists can visualize the interdigitation
 

of the major components of PHC and plan a strategy that has direction
 

and attainable objectives, to be reached incrementally if necessary.
 

Moreover, inputs into the PHC system can be planned against the backdrop
 

of the total (ideal) framework needed. "Bits and pieces," small health
 

projects, vertical program resources and unsolicited contributions can
 

be fit into a rational and coherent action strategy with minimum dislocation
 

of personnel and resources. Responsibility for governance of PHC development
 

resides in the professionals of a country. Foreigners will need constant
 

guidance to work most effectively with their colleagues.
 

It is necessary for developing countries to formulate action strategies
 

for PHC. Likewise it makes sense for international institutions and
 

organizations to develop action strategies of their own. An organization's
 

strategy will naturally be most productive if its aims mesh with the
 

strategies of the countries with which it collaborates.
 

FIGURE 4 sumarizes the steps developing countries can take in concert
 

with international entities to convert what might be called partial
 

solutions (small projects, parts of vertical programs) into strong
 

components of strong national solutions in the form of a PHC program
 

that is country-wide.
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Chart C stumarizes the major differences between the action strategy 

rational for PHC described in this paper and the more traditional 

approaches to PHC. 
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TO PIL DEVEIO 7 * OIPARACrUSTIC DIFFER0CES IN APPROACHES 

ACTION STRATEGY SYSTEMS APPROACH TRADITIONAL APPROACHES 

(Development Management) (Project Management) 

(pilot projects; demonstration projects; etc.)
 

(1) 	 National in scope, an integral Usually quite limited in scope 
part of a national development - by perspective 
strategy for HE. - by geographic area 

- by 	progran components 

(2) 	 Cmprehensive systems perspective Usually much less comprehensive in focus 
and implementation process. and/or implementation. 

(3) 	 Seeks to work with and build Often seeks to introduce entirely new 
u.pon existing Iealt. system/s. operations outside existing system/s. 

(4) 	 Operational (action research) More traditional static (or blueprint) 
approach to planning. approach to planning. 

(5) Development approach to manage- More traditional approach to management,
 
ment: organization development if included.
 
and institution building.
 

(6) 	Tiered system with 1MU-5"s and Usually one level only--ML 's or CH"s,
 
OV s, and infrastructure support frequently without adequate infrastructure 
for both. support. 

(7) 	 W4±lti-functional workers and Usually workers with narrower training and 
systems flexibility to respond responsibilities, and less systems 
to local variations and changing flexibility to change. 
needs and priorities. 

(8) 	 Ccupetency-based training methods, Usually traditional educational methods, 
incli-hng nonformal training if training is a project component.
 
techniques to meet specific
 
needs of rrn- or semi- literate
 
GHW's.
 

(9) 	 Use of field tested training and Development of training materials on site 
systems prototype materials for through use of library and other miscellaneous
 
adaptation to specific needs sources.
 
of country.
 

*Developed by Ernest E. Petrich and Lindsay M. Robinson (Health Manpower
 

Development Staff, School of Medicine, University of Hawaii, Honolulu, Hawaii).
 

CHART C 
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Action strategies based on this rationale can be used to coordinate a 

mixture of public, private and voluntary organizations within a country 

to strengthen and expand its PHC program. Such a strategy provides a 

developing country with a framework to direct and focus the available 

resources of technical assistance agencies, international organizations,
 

lending institutions, and private voluntary organizations. In this way, 

coordination of external inputs can strengthen PHC by increasing the 

appropriateness of all such inputs while strengthening the control of 

resources by national governments. Further, itappears that most 

international institutions would welcome the opportunity to finally move 

beyond PHC policy statements to action strategies based on field experiences 

that can be implemented and that are compatible with the real needs of 

developing countries. 

PHC action strategies that work, based upon this or similar rationales,
 

can be developed ifavailable collective knowledge, experience and
 

technology isharnessed and brought to bear on a country's specific
 

problems. The mechanisms for bringing these collective ingredients 

together are available The success )fPHC thus does not have to depend 

upon serendipity^ but rather upon the shared experiences, technology and 

goodwill of all of us involved in improving the total well-being of 

people. 
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Targeting Sanitation Programs Where
 
it Counts: Mothers of Small Children
 

Sanitation programs in rural areas of developing countries
 

overlook frequently segments of the population that are most
 

vulnerable to the ill effects of inadequate sanitation and at
 

the same time in the past position to serve as agents of change.
 

Unlikely as it may seem, infants, small children and their
 

mothers form the population group to which sanitation programs
 

should most be addressed. In the following sections the
 

rationale, methods, and expected results of such targeting are
 

examined.
 

Rationale for targeting sanitation programs to mothers of small 

children.
 

Although usually considered to be innocent, the stools of
 

infants and small children have in fact greater numbers of micro­

organisms per unit of weight than do those of older children and
 

adults (Feachem, R. et. al, 1981). For this reason alone small
 

children deserve special consideration in the planning and
 

Means must be found to protect
execution of sanitation programs. 


the environment against this highly infectious source of
 

contamination.
 

From the stools of infants and small children contamination
 

spreads to the environment through multiple routes (see Fig. 1).
 

Via contaminated fingers of the child or his mother-, microor­

ganisms are transmitted (Academy for Educational Development,
 

1980):
 

- to household objects: especially cups, spoons, and
 

other utensils associated with food and drink;
 

- to food itself;
 

- to water transported or stored;
 

- to the hands of other children; 

- ultimately to the mouths of other susceptible 

individuals. 



-2-


Under any circumstances there is a certain attrition in
 

the number of bacteria as they are spread from the source into
 

the environment.- It stands to reason then that if the source
 

(an infant or child's stool) has an. initially high concentra-­

tion of microorganisms, the natural attrition will have less
 

of an impact and the ultimate dose delivered to the mouth of
 

Special efforts must
 a susceptible individual will be greater. 


therefore be taken to protect the environment from the stools
 

of infants and small children.
 

Fortunately, the habits of infants and small children are
 

relatively malleable. Their general dependence on their
 

mothers and older siblings, their strong tendency to imitate
 

adult behavior, and their love of routine games and procedures
 

frequently make the introduction of new habits a simple matter.
 

If mothers and older siblings can be -trainedto dispose of the
 

stools of infants and children in an adequate way, these
 

little ones will usually respond. The payoff from focusing
 

sanitation programs on mothers therefore is likely to be great.
 

The results may also be permanent. Hygienic stool habits
 

once established in young children are likely to remain and may
 

even be transmitted to future generations. When one considers
 

that many young women become mothers at age fifteen or earlier,
 

it becomes apparent that stool habits if reinforced through
 

the first five years of life might stand a good chance of
 

survival into emergent motherhood. Jelliffe (1968) has
 

demonstrated that when mothers of malnourished infants learn
 

that they can contribute to their infants' recovery by feeding
 

them nutritious local foods, they tend to transmit improved
 

weaning foods and practices to their daughters. Could not the
 

same phenomenon occur in the case of stool habits?
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The final advantage of focusing sanitation programmes on
 

this group of the population is the opportunity afforded to
 

conserve scarce human resources: sanitarians, health inspectors,
 

Rather than
health educators, and community health workers. 


diluting these resources by spreading them across an entire
 

population, one can apply them where the impact is likely to be
 

the greatest and the most permanent. We shall see in the next
 

section just how these resources can be applied.
 

Methods for bringing sanitation programs to bear on the mothers
 

of infants and small children.
 

Child-sized latrines.
 

The first requirement of an effective sanitation programme
 

aimed at infants and small children is a child-.sized latrine
 

conveniently located. Features of importance include: the
 

proportions of the plate, the size of the hole, the proximity to
 

the house, and the availability of soap and water.
 

Typical adult-sized latrines (simple pit latrines or
 

improved latrines and aquaprivies) present to the small child
 

a fearsome combination of a dark interior, a large, dark, deep
 

hole, a plate too large to accommodate the feet, and a long
 

walk back to the house.. .scarcely an encouragement to their use.
 

In Sri Lanka, reportedly, (Elmendorf, 1S80) a child's latrine
 

has been developed which is located conveniently:in the patio
 

just behind the house. The design is such that even a toddler
 

can confidently go out through the back door, squat on the
 

child-sized plate, with no fear of falling into the small hole.
 

A table with a basin of water and soap permits the mother or
 

older child to clean the child after defecation. The small
 

size of -the structure and the hole, and the relatively small
 

volume of fecal matter should make it possible to maintain
 

this latrine without risk to the environment for 1 -. 1 years
 

before digging a new pit.
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An alterna.ive technique, used in several countries has
 

been to place a child-sized plate over the normal adult plate,
 

but this approach while reducing the fear of falling into the
 

hole, still obligates the youngster.to walk several hundred
 

feet from the house.
 

For children under 18-24 months (that is before the time
 

when most become interested in imitating adult defecation habits)
 

the problem is different. Although there is considerable
 

variation from culture to culture, the usual defecation practice
 

consists of either fitting the infant with a diaper, trying to
 

a cloth or a piece of the mother's
catch the infant's stool in 


wrap-around dress, simply holding the defecating iifant extended
 

over the ground or the floor of the house, or in the case of
 

toddlers, allowing them to wander about nude below the waist.
 

Effective approaches to this age group must therefore focus on
 

altering maternal behavior regarding disposal of diapers and
 

soiled pieces of cloth and holding the defecating infant over a
 

The mobile
receptacle rather than over the ground or floor. 


toddler who defecates here and there in the environment poses
 

the greatest problem. The only feasible approach seems to be
 

for these children to wear a protective pair of shorts to be
 

disposed of hygienically when soiled,
 

It should seem obvious thaL none of the above measures is
 

possible without the cooperation of the .mothers of infants and
 

young children, older siblings, and other caretakers, such as
 

Sanitation programmes,
grandmothers and other older relatives. 


if properly focused, will carry with them a heavy input of
 

health education. The objectives, messages, methods and
 

possible settings for effective health education in relation
 

to sanitation are discussed in the next section.
 

http:youngster.to
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Health education of mothers and older siblings.
 

The objectives of health education in this case are
 

behavioral and attitudinal. Methods used should aim at
 

(1) to
mobilizing mothers and others who care for children: 


insist on the design and installation of child-sized latrines
 

or child-sized adaptations of adult latrines, (2) to provide
 

soap and water for cleaning the child afterward, (3) to use
 

diapers or an adequate wrap of another type on infants and
 

young toddlers, and (4) most importantly to work with the child
 

over 18-24 months in developing continuous latrine-use habits.
 

Closely associated with the latter is the imperative of
 

providing a role model for the small child to follow.
 

The message central to the health education component is
 

that the stools of infants and children are dangerous and
 

therefore to be avoided by every means possible so as to prevent
 

diarrhea and dehydration. The purpose is to create in mothers
 

and others who care for children an attitude supportive of
 

those actions to be undertaken. The message can be transmitted
 

by whatever means available: radiodiffusion, posters, talks
 

at the health center, in the schools, ir,political meetings, at
 

meetings of the village health committee, the credit cooperative,
 

wherever
the women's association, and in the market place,. i.e., 


groups of mothers and young girls can be found.
 

Primary attention should be given to the methods used for
 

mobilizing the target group. Ogionwo (1972) has shown that
 

behavioral attitudes are more likely to change in the context of
 

a community support structure than when an individualistic
 

Others (Isely and Martin, 1977; Isely, 1978,
approach is used. 


Fountain, 1973) have demonstrated the advantages of concerted
 

effort for achieving concrete results in water and sanitation.
 

A first requisite of health education methods applied to those
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who care for young children then, is to obtain the support of
 

community leaders, various types opinion-shapers, and persons
 

of status. In this way a positively reinforcing context for
 

expected changes in behavior can be. created.
 

Key members of the leadership Xroup are leading women of
 

various families, particularly if these women are respected for
 

their skills in midwifery, healing, or herbalism. Satg6 and
 

co-workers (1964)have emphasized the importance of village
 

midwives in influencing the weaning behavior of younger women
 

in Senegalese (Wolof) villages.
 

Within the context of the community support structure one
 

should address the problems to smaller mutually-supportive
 

groups of women. Women leaders identified earlier might be
 

the primary catalyzers of these meetings. The accent should
 

be on group identity of solutions to problems:
 

Technical problems of constructing and locating
-


child-sized latrines.
 

- Personal problems of training toddlers to use
 

them.
 

- Practical problems of-keeping track of toddlers
 

too young to use the latrine and keeping them
 

clothed.
 

- Economic problems of having soap and water in
 

constant supply.
 

- Other problems related to "!sposal of pieces of 

cloth soiled by infants' stools, care of the 

child's stools when traveling, when at the market, 

or when the child is in care of a grandmother who 

"thinks differently".
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The essence of the approach is to use the means already
 

available in most communities for women to help each other
 

with their child care problems.
 

In most cases the setting for health education efforts
 

associated with a sanitation program should be a community
 

itself. A community may encompass an entire village or urban
 

neighborhood or only a part thereof. It is frequently neces­

sary to identify the true "community" within what is only
 

assumed to be a community, for example a village composed of
 

many clans. In many societies these cnmmunities defined by
 

kinship relations are the only viable contexts for effective
 

community organization work.
 

Work in other settings should serve to supplement that
 

taking place in a community. The schools represent particularly
 

useful context because of the availability of a skilled teacher
 

and the presence of pubertal and late pre-pubertal girls, many
 

of whom are already thinking of motherhood and who generally
 

respond quite positively to the teaching of child care methods.
 

Some advantage should also be taken of health centers and
 

hospitals where women whose infants are suffering from episodes
 

of diarrhea and dehydration may be more open to teaching about
 

prevention. The Health Belief Model (Becker and Maiman, 1975)
 

holds that if the threat of the condition to be prevented is
 

greater than the inconvenience of the preventive measure, the
 

individual will exercise the preventive option, assuming that
 

sufficient information is available and the surrounding
 

socio-cultural conditions supportive.
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Expected results of targeting sanitation programs to mothers of
 

small children.
 

If some or all of the changes mentioned earlier can be
 

achieved, then certain beneficial results can be expected.
 

Three probably results are supposed:
 

o. After 2-3 years of consistent traitning, children
 

at age five should be habituated to latrine use,
 

and thus hopefully able to continue the practice
 

into older childhood and adulthood.
 

o 	As young mothers and other young persons engage
 

in changing the defecation patterns of infants
 

and small children, they themselves develop new
 

habits of child care which they can pass on to
 

subsequent children and subsequent generations
 

of children. Likewise, children who learn to use
 

a latrine when they are very young, may train their
 

own children.
 

o 	Child-size latrines, use of diapers or other
 

coverings for young toddlers and infants, and
 

proper use of soap and water for anal cleansing
 

and hand washing should lead to diminished
 

contamination of the environment by fecal pathogens.
 

Conclusions
 

Infants and small children, whose stools have the greatesv
 

potential.' for contaminating the environment deserve special
 

targeting in sanitation programmes. Despite the relative ease
 

of introducing behavioral change in these small children,
 

however, such change is necessarily depende-t upon the
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availability of a child-sized latrine, and on the cooperation
 

of mothers and others who care for them. The latter can be
 

achieved only through a participatory approach to health
 

education. If these approaches are effective, beneficial
 

results can be expected: children who know how to use a
 

latrine, young mothers ready to teach latrine use to subsequent
 

children and subsequent generations, and fewer intestinal
 

pathogens in the environment.
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7. Sample Evaluation Form and Results of Tabulation
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HEALTH ASSOCIATIONSWORLD FEDERATION OF PUBLIC 

FEDERATION MONDIALE DES ASSOCIATIONS DE LA SANTE PUBLIQUE 

c/o A.P.H.A. 
1015 Fifteenth Street N.W.Washington Secretariat 

Washington. D.C. 20005 U.S.A. 

EVALUATION FORM
 

WFPHA THIRD INTERNATIONAL CONGRESS
 

CALCUTTA, INDIA
 

FEBRUARY 23-26, 1981 

PLEASE FILL OUT THIS EVALUATION FORM ON YOUR LAST DAY AT THE
 

CONGRESS AND LEAVE IT WITH THE CONGRESS OFFICE IN THE GRAND
 
HOTEL OR AT THE GRAND HOTELRECEPTION DESK.
 

Participant Data 

1. Country represented 

2. Professional position (check one) governmental­

-non-governmental on following level (check one) :-... 

international, -regional -.... national--- local. 

3. 	 Attendance at Congress stimulated by (check one) ---- invita­

-tion-----publicity in journals or other publications 
designation by government or international organisaticn.. 

Content 

1. 	 I attended the following sessions: 

1- LInaugural 9 .301 (Workshop-National Plans) 

.._101 (Keynote) 2 3 02 (Workshop-Field Programs) 

201 (Overview) 303 (Workshop-Manpower) 

2',,:..202 (Workshop- --- '-304 (Workshop-Special 
National Plans) Projects 

-203 (Workshop-Field - 305 (Workshop-Community 
Programs) Participation 

G 0_204 (Workshop- .306 (Regional Strategies) 

Manpower) 

2L..205 (Workshop- . 307 (Concluding Session) 
Special Projects) 

' 	 206 (Workshop-

Community Participation)
 



.2o2L At- H." ( 	 541 eyv" ,'R 

.
 
3j ir l(i& 	 x_____v_ 

2. 'I took part in the field visit to Singur :--yes-- os -­

.3. 1 consider these the five best presentations in both plenary and 

workshop 	 sessions:
 

Session No. Presenter Topic
 

, 	 .J.
0aa. 	-_ _o, -JV-.. o.D 


b. 	 . .'UtL, /,.o , Ooz & 

4. 	 The two subjects of greatest interest to me were"
b. , U 	 . ­a. I 5±,.4 

5. 	 The balance among plenary sessions/presentation of papers./ 

discussion, was ( check one): 

--L --appropriate 

- could have included more plenary sessions 

--K2-could have included more presentations of papers
 
10-could 
 have 	 included more discussion 

6. 	 The Congress was (check one): 

-- of direct value to my work 

~---stimulating, 	 but not of direct value
 

.- not relevant
 

7. 	 The most valuable part of the Congress was (check one) 

areas,?..2-meeting colleagues from different 

L hearing about new ideas and sharing experiences
 

/--learning about specific. country programs
 

.-- visiting Calcutta
 

8. 	 The Congress offered an. opportunity to (check one): 

-- meet colleagues from other countries 
-- meet colleagues from my own country
 

--- neither'
 



(4)
 

-- abstracts ,of all, workshop presentations and overview 

session presentations 

--- synopses and/or highlights of discussions during various 

sessions 

-3--examples from field. programs 

--- index of presenters 

-index of Congress participants 

---conclusions regarding lessons learned 

--- other (specify)
 

I would be interested in purchasing the proceedings :-yes-----no.
2. 

3. 	 I would recommend that the following individuals be contacted 

regarding purchase of proceedings: 

,OEAI	 F.HN.K, YOU Y 

COOPERATIONTHANK YOU FOR YOUR 



(3) 

9. 	 The Congress was successful in acquainting me with some 

innovative approaches: 2-1-yes ---no 

Specify : 

10. 	 Congress documentation was (check one): 

/7k-useful-E:-_Lnot useful 

Comments 

11. 	 Overall, the Congress met my expectations (check one): 

Z.--mini mally_5-somewhat--a-quite a bit 

---	 exceeded them. 

III 	 Logistics 
1. 	 Overall organization 

'exce
-- ent_--_Llgood--fair--poor
 

2. 	 Transportation 
- t -­--- excellent-- -good i -fair_:'-poor
 

3. 	 Facilities
 
3-s" excellent _. _good---fair-----poor
 

4. 	 Cultural events "q ' good €'["-o4 	 excellent /4fair poor 

5. 	 Meals
 
-h excellent fgood ---fair- poor
 

Comments: 

IV 	 Congress Proceedings 

1. 	 I would recommend inclusion of the fallowing in the proceedings 

(rank in order of priority beginning with number I)" 

S.-- full text of major plenary speeches 
.1-full text of key workshop presentations
 
2- excerpts from presentations that focus on innovations , 
 I 


