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Foreword

The WFPHA Third International Congress, on the theme of
“Primary Health Care: World Strategy,” attracted some 700 par-
ticipants from more than 40 countries to Calcutta, India, during
February 23-26, 1981. The International Congress is a triennial
event of the WFPHA; previous Congresses were held in Halifax,
Canada, in 1978, and in Bonn, Federal Republic of Germany, in
1975.

The 1981 Congress was the first to be held in a developing coun-
try and as such presented special challenges and opportunities. The
challenges in coordinating preparations literally around the globe
were great; the opportunities for strong developing country in-
volvement in Congress planning and participation were even
greater. The Indian Public Health Association impressed the many
international participants with its excellent preparation and man-
agement of the meeting.

The Congress was dedicated to the memory of Dr. John B.
Grant, who was Director of the All-India Institute of Hygiene and
Public Health during 1939-1945, and whose pioneering efforts in

community health services offer tremendous insights for the .

primary health care movement today.

The purpose of this report is to publish highlights of the Con-
gress. This has been done by excerpting and summarizing from
many of the papers presented. We regret that it was not possible to
include selections from all of the more than ninety presentations



made at the Congress; a complete gavel to gavel record of such a
large gathering would have been unwieldy and outside our re-
sources. Moreover, further documentation on the meeting can be
found in the book of abstracts distributed at the time of the meeting
and in the forthcoming proceedings of the Congress to be published
by the IPHA. The purpose here has been to disseminate to the inter-
national health community the major messages that came forth in
the various sessions,

Only two speeches are presented here in their entirety. These are
the keynote speeches of James Grant of UNICEF and David T=jada-
de-Rivero of WHO. Content has been geared toward including spe-
cific information on experiences, current progress, and plans.
Many factors, among them an attempt to balance representation by
geographic area and sub-theme, influenced the decision on which
excerpts to include in this report. Unfortunately, many excellent
presentations could not be included.

In preparing the selections, every effort was made to use the
original words of the author in summarizing. The editor apologizes
for any inadvertent changes in meaning resulting from the need to
summarize, Complete texts may be requested from the authors.
Papers are grouped by sub-theme; the complete program and an al-
phabetical list of program participants are given in the final sections.

The message from Calcutta is multifaceted, but certain strains re-
sound. One is that we will be unsuccessful in meeting the challenge
of “Health for All by the Year 2000” if we do not collaborate in all
phases of programming with the other development sectors and if
we do not nurture community participation in its fullest sense.
Secondly, we in health must also devote greater efforts to illustrate
that investments in our field will bring results on the development
front. Thus we must broaden our approaches and mainstream
health efforts within overall socioeconomic development.

Indead, it is our hope that the message from Calcutta will find
readers among the development planners, policy makers, finance
officials, and other decision makers whose support of activities to
improve health is critical to the efforts of making basic health ser-
vices available worldwide.

Dr. N. S. Deodhar Dr. Susi Kessler

Corgress Chairman Executive Secretary

Indian Public Health World Federation of
Association Public Health Associations

4



introduction

Congress Recommendations for the Further
Implementation of Primary Health Care'

1. Reaffirmation

Two and one half years have passed since the goal of Health for
All by the Year 2000 was officially declared by the signatories of
the Declaration of Alma-Ata, during that historic Conference spon-
sored and organized by WHO and UNICEF. As we have taken ini-
tial steps to meet that goal, our conviction that it can be achieved
stands firm. Today we reaffirm that goal as well as the recommen-
dations of the Declaration of Alma-Ata.

We also welcome the United Nations Geaeral Assembly resolu-
tion 34/58 of 29 November 1979, which 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 1980's and
beyond.

1The recommendations were formulated by a st~ering committee made up of Dr.
N. S. Deodhar (IPHA) and Dr. Banoo Coyaji (India), Mr. James Grant and Mr.,
Newton Bowles (UNICEF), Dr. David Tejada (WHO), Dr. Carl Taylor (U.S.), and
Dr. Yousif Osman and Dr. Susi Kessler (WFPHA).



2 Message from Calcutta
2. Achievements

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

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 gov-

" ernments to strengthen and fulfill the commitments they made at
Alma-Ata, and more formally at the 32nd World Health Assembly,
and in adopting the UN New International Development Strategy.
The process of developing national, regional, and global strategies
has been initiated and will continue to evolve. We now need care-
fully structured implementation plans defining targets and timing,
and assigning direct responsibilities.

4. Synergism

For universal primary health care to become a reality, the commu-
nity role must be central, with national policy specifically designed
to promote self-reliance. The health services should stimulate and
support a process by which communities and families become pri-
marily responsible for the planning, implementation, and monitor-
ing of actions to promote health. Appropriate measures are neces-
sary to raise the consciousness of the target community about its
health needs so that effective participation can be assured. Decision
making about heaith should begin with the people rather than
treating the public as consumers who become increasingly depen-
dent as servives become more sophisticated and expensive. Syner-
gistic national and community planning can result in programs that
are economically feasible, culturally and politically viable, and
based on appropriate technology.

5. Urgency for Research

Greatly increased support should be provided for health services
research that leads directly into a process of implementation.
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Over /00 health workers from same 40 countries attended the
Congiess. Above is a section of the audience for one of the
plenary sessions.

Health services research can provide direct means of resolving the
growing problems in organization, management, and funding of
health care. Special support is neded to extend rapidly the devel-
opment of expertise in health services research. Field projects
covering populations large enough to test and demonstrate all com-
ponents of an effective pri:nary health care system are needed. Pro-
gressive incorporation of new approaches and methods should be
based on adaptation, extension, and training that builds on the
considerable successes in current projects.

6. Evaluation and Monitoring

Better evaluation and monitoring must become a continuing pro-
cess so that substantive learning from expgrience occurs. New ap-
proaches are needed for systematic surveillance and feedback, us-
ing indicators that not »nly measure inputs, but also outcomes as
shown bv impact on health status. Strategies should be flexible to
suit local necds. Periodic assessment and reprogramming, as neces-
sary, should become a part of management process to improve ef-
fectiveness and efficiency.
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7. Framework for Implcmentation

The practical procéss of implementation requires immediate atten-
tion to providing a new framework of management including su-
pervision, logistics, referral, evaluation, and surveillance. A funda-
mertal need'is reallocation of roles among the various categories of
health personnel, community crepresentatives, and family mem-
bers, with appropriate training at each level, Continuing education
and supportive supervision are also vital, Rationalization is re-
quired of the use of drugs and technology with specific new control
measures such as thoze provided by the WHO guidelines for selec-
tion of essential drugs and the new WHO/UNICEF code on infant
feeding,.

8. Concomitant Steps

Measures to improve the socioeconomic status of the poor com-
munities must occur concomitantly with health services develop-
ment, In particular, raising the status of women through better
opportunities, access to education, income, and participation in de-
cision-making will lead to health improvements. Additionally, spe-
cific preventive measures for common diseases, prenatal care, better
rutrition of children and women, encouragement or breastfeeding,
and better living conditions should be part of a major and con-
certed effort to reach these, the most vulnerable of all groups.

9. Exchange of Experiences

An immediate need is to provide more opportunities for exchange
of experiences among those involved in field activities in primary
health care. Many forms of information exchange must be used.
National systems of vital statistics and health intelligence should be
improved for monitoring health status. Health institutions should
play a leading role in this regard since field workers often do not
have the time to analyze and report the results of their work.

10. Role of Private Groups

Such private groups as professional associations and voluntary
organizations can be especially influential by carrying out: three
unique functions: to help create and maintain the political commit-
ment and public motivation that is required for implementation; to
pioneer new approaches through special projects; and to help shape
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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 community. As with com-
munity participation, government services should include private
organizations in planning and decision-making. For effective par-
ticipation such,organizations need unstinted government support.

11. Resource Realiznment

Underlying all these recommendations is the absolute necessity for
more financial support. International funding should be mobilized
to contribute to and fit in with national plans. Health for all will re-
quire 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. |

Dr. Banoo Coyaji
King Edward Memorial Hospital
Foona, India

From “Closing Comments”

One striking point that has emerged from the Congress is the com-
mitment of all of us assembled here from fifty countries to the ful-
fillment of the goal of Alma-Ata—"Health for All by the Year
2000.”

This cannot, however, be achieved by minor reforms and expan-
sion of systems as they exist today. We have to move away from
outdated, coanterproductive, personalized, hospital-oriented health
care with its super-specialization, sophistication, 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 cornerstone of health services,
and the community should be involved at all stages—planning,
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
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0. O. Hunponu-Wusu, N. S. Deodhar, P. N. Khanna, Banoo Coyaji,
N. R. E. Fendall, and Yousif Osman during the Concluding Session.

of the system. Services do 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 important things. Most important
of all, the will to dc. it—nothing can be done without it; second, the
extent to which it is possible to reduce poverty, to achieve social
and distributive justice, and to spread education; and, third, the ex-
tent 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 tryst with destiny by the year
2000.
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Shri Prosanta Sur

Minister for Local Government and Urban Develop-
ment, and Vice-Chairman, Calcutta Metropolitan De-
velopment Authority

Calcutta, India

From “Calcutta in the Past and Today” (souvenir
booklet)

One can talk of past Calcutta though nct of ancient Calcutta.

For, unlike Banaras, Patna, or Delhi, Calcutta is a modern city.
The history of Calcutta is generally traced to the day when the En-
glish traders landed here in 1620. So, Calcutta grew as the English
wanted it to grow, to suit their conveniences, their interests, and
their motives. In the beginning the motive was commercial; soon

Calcutta, 1981, The Grand Hotel, where most of the Congress
was held, is at the far right.
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afterwards it became imperial, with all the manifestations of colon-
ial exploitation.

Even architecturally the English thought of the London model
and tried to reconstruct a second London, at least in the English
quarters. How the “natives” lived outside these English quarters
was not their concern.

The result was that the “native” area was deprived of even
elementary facilities like sewerage and drainage, water supply, or
roads.

However, since Calcutta continued to be the capital of British In-
dia until 1912, it enjoyed, rather in abundance, the fruits of im-
perial glory and prosperity.

With the shifting of the capital to Delhi, Calcutta began to lose in
importance and began to suffer from neglect, .even though the city
had its own attractions and importance as the hub and nerve center
of India. Its port was still the biggest and the best, its railway net-
work still the widest, and its hinterland still the richest.

The Second World War, followed by the 1943 famine (over two
million people died on the streets of Calcutta) and the partition of
the country with the resultant refugee influx, took a heavy toll
from the city.

Even afterivards, the city grew in an unplanned manner. On the
one hand, population increased by leaps and bounds with migra-
tion from all the States of India as well as from East Pakistan, and
on the other, there was no investment in any of the city’s essential
needs.

This resulted in a near collapse of the city.

The Calcutta Metropolitan Development Authority (CMDA),
set up in 1970, is trying to rescue the city.

Guidelines are that development must not be isolated, it must be
done with popular participation, and it should be aimed at helping
the poorest sections of the people who need such help the most. A
beginning has been made to offer socioeconomic support to these
people.

At the moment we are implementing a five-year plan that has
among its components investments in water supply, sewerage and
drainage, traffic and transportation, new township development
and slum improvement, and municipal development.

Slum development work is integrated with the city system; 82
percent of the land in the new townships is earmarked for the
economically weaker sections of the people, and a very ambitious



Intreduction 9

plan of environmental hygiene includes the conversion of over
150,000 service privies into sanitary latrines.

The CMDA is also engaged in the removal of cattle to planned
milk towns outside the Calcutta city, the construction of primary
schools, and the extension of medical facilities.

After a long period of neglect, the city is emerging not as a sec-
ond London or an imitation of Bombay, but as a city where the
poor and the underprivileged find a new meaning in life. If the city
can meet their needs and aspirations, it has again earned its place in
history.

Calcutta in the past was an imperial city.

Calcutta today is a people’s city. The investments made in water
supply, sewerage and drainage, and slum improvement have started
paying dtvidends since the concept of integrated development was
introduced.

We will continue to help the city of our love. We hope we will
receive not only sympathy, but support too from scientists who are
so concerned with health and hygiene in this people-oriented

a

program.



Inaugural Session

Dr. Yousif Osman

WFPHA Acting President :
Sudanese Society of Preventive & Social Medicine
Khartoum, Sudan

From “Presidential Address”

On behalf of the World Federation of Public Health Associations,
all member associations, and the executive board, it gives me great
pleasure to introduce the functions of our I International Con-
gress, convened jointly with the XXV Annual Conference of the In-
dian Public Health Association and the XI National Conference of
the Association of Preventive and Social Medicine of India, in this
great city of Calcutta, a city that has been renowned over the years
for its support of the cause of public health. Cur Federation
members the world over are well aware of the role played by
Calcutta and its mother India in this field and of their sincere
dedication to the very areas we are here assembled to examine.
We meet here today in the name of our 32 national public health

- Previous Page Blank®
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associations for the purpose of strengthzning the preventive,
medi.al, and public health roles in the intricate process of develop-
ment to which all our citizens aspire. We are confident that our ac-
tions will help raise the health standaids of the world community,
thus enabling people to lead an economically productive life. In our
Federation we are striving toward the goal set by WHO—"Health
for All by the Year 2000”—by pooling our experiences in close col-
laboration with WHO, with whom we are in official relations as a
non-governmental organization. Chief among those experiences is
that of primary health care, to which this Federation has dedicated
the Congress. It is my hope that the Congress will result in concrete
suggections for the further implementation of primary health care.
This triennial international Congress is becoming one of our main

Yousif Osman presides over the Inaugural Session.
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international activities, and we consider it our first and foremost
scientific achievemant.

Let us all hope that through the Congress this theme will be af-
forded the in-depth study it so highly deserves.

In the name of God, the almighty, and in the name of the
WFPHA, 1 declare this Il International Congres open. n

Dr. N. S. Deodhar

Chairman, Congress Organizing Committce
Indian Public Health Association

Calcutta, India

Tribute to Dr. John B. Grant

On this momentous occasion when the Indian Public Health .
Association is completing its youthful 25 years of existence and ac-
cepting the challenges of the recent national commitment of provi-
sion of primary health care for all by the year 2000, we, especially
of the All-India Institute of Hygiene anc Public Heaith, Calcutta,
recall very vividly the work of Dr. J. B. Grant, the third director of
the Institute.

Dr. Grant was born in China and educated in the United States
of America. After obtaining his M.D. in Medicine and Master’s
degree in Public Health, he joired the International Health Division
of the Rockefeller Foundation. For seventeen years he was Pro-
fessor of Public Health in the Peking Union Medical College,
China. From 1939 until 1945, he was on loan to the Government of
India, and served as Director and Professor of Public Health Ad-
ministration of the All-India Institute of Hygiene and Public
Health, Calcutta.

One of Dr. Grant's contributions as a pioneer in primary health
care is the Rural Health Unit and Training Centre at Singur, a vil-
lage 40 km. northwest of Calcutta. In the post-Alma-Ata Declara-
tion period, this Rural Health Centre assumes a renewed impor-_
tance. The signatories of the Declaration, of which India is one,
have pledged “Health for All by the Year 2000.” They recognized
that this is to be brought about by providing primary health care to
the people largely through their own initiatives and by treating:
health as a part of socioeconomic development.
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The Singur Health Centre is the foster child of Dr. J. B. Grant,
who was a man with vision far ahead of his time. Even as early as
1944 he recognized that health was not exclusively a product of
“medical care,” and that it was intimately related to the general liv-
ing conditions of the people. Health could not be isolated from such
other community development activities as education, housing,
agriculture, and sanitation.

In an economically poor country such as India, it was not possi-
ble for most of the people to meet their health needs through cash
purchases. Dr. Grant emphacized that health programs could be
largely effective if the participation of the people on a voluntary
and self-help basis could be ensured.

To health education, Dr. Grant ascribed a vital importance. He
considered it as the primary function of every member of the health
team who comes in contact with the people, and never saw it as
duty exclusively of a trained paramedical worker such as a health

N. S. Deodhar prese.ting the tribute to John B. Grant.
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educator. He belicved that tkere should be induced, rather than im-
posed, change through which the people could be stimulated to
modify their way of life, their values, and expectations so that they
could attain a state of better health.

There are many lessons that the experiences at Singur can pro-
vide. Dr. Grant will always be rememberad for the great work that
he did for the public health in India. The greatest tribute to Dr.
Grant has been the fact that his pioneering work in Calcutta laid a
firm foundation for the rural health services in India that were to
rome after independence. a

James Grant
UNICEF—Executive Director
New York, New York, U.S.A.

Acknowledgement of Tribute

Honorable Chief Minister, our guests, distinguished delegates:
Speaking on behalf of my family and speaking as the son of Dr.
John B. Grant, and speaking in particular on behalf of his wife,
Mss. John Grant, who is here in the audience with us today, I have
been deeply touched that this congregation from around the world
of people dedicated to the advancement of the well-being in health
of the great majority would be dedicated in his honor. Looking out
on the plaque you have here in his honor, with the picture taken
here in Calcutta some forty years ago, I feel sure he would be very
pleased indeed that this meeting is taking place today.

Dr. Grant's six years in India were among the most memorable
and formative of his life. I note there are in this room many people
who remember him, which speaks of his popularity. He was a great
learner as well as a teacher, and the overwhelming obsession in his
life was really how to bring health ‘o all. How to bring health to aii
not one hundred years hence, but in our time; how to find ways
and cuts in expenditures, so that in reality health for all could be
brought about.

His first experimental work on this was, as Dr. Deodhar men-
tioned, in China for some sixteen years. He then came to India
when war broke out in China and spent six very memorable years
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here at the All-India Institute of Hygiene and Public Health. During
this time, he was an administrator and a researcher and was also
consolidating his own thinking about how one could accomplish
health for all. His testing ground for this was, as Dr. Deodhar men-
tioned, at Singur.

The great consolidation of his thinking took place when he was a
member of the Bhore Commission. My father was very much
honored by the warm reception the Report of the Bhore Commis-
sion received. Indeed, it is still considered a landmark report today.

In retrospect, it is notable that what John Grant learned in China
and India had its first great impact in Europe. The basic principles
that were hammered out in China and India were applicable to
what we now call the developed countries, as well as to the
developing countries. When John Grant went to Europe for the
Rockefeller Foundation as the Health Advisor in the immediate
post-war years, all the European countries were in the process of

The Congress was dedicated to the mi.mory of John B. Grant, M.D,,
M.P.H. (1890-1962).
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revising their health systems, so that the first mass applications of
the principles developed here in Calcutta were effected in Europe
rather than here; and when my father left Europe after several
years, government after government honored him with decorations
frofn Finland in the North to France in the South—for what he had
brought to the industrialized society from here, from what he had
learned with his colleagues in India. He went into retirement in
Puerto Rico, the most developing part of the United States, to seek
to apply the same principles in a relatively small area of his own
country.

It is noteworthy that today the income level of Puerto Rico
remains far below and the life expectancy and infant mortality
far above that of the most prosperous area of the United
States—Washington, D.C. Once again, the principles evolved by
Dr. John Grant are applicable.

May 1 say once again, on behalf of Dr. John Grant's family, we
are most honored and touched by this convocation, an I shall per-
sonally do everything I can to contribute to its success. ]

Shri Jyoti Basu
Chief Minister
Government of West Bengal
Calcutta, India

From “Inaugural Address”

It is indeed a privilege for me to be present here. I greet and
welcome all the participants on behalf of our Government and
myself,

The objective of working out a strategy for primary care for all
by the year 2000 is noble. Although it is a difficult task, we must
look forward to it with dedication and optimism. If the will is there
and we put forth a cooperative effort, I think we can reach forward
to that objective.

In India at least sixty percent of the people are underserved. The
strategy that you work out must have such people in mind and
must make clear what exactly we can do within the course of the
next two decades to prevent diseases as wéll as to cure them.
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Shri Jyoti Busu and Yousif Osman during the baugural Session,

I have seen trom my experience as a politician and in government
that the motivation of doctors, health workers, research workers,
and so on is extremely important, particularly in developing coun-
tries.

In West Bengal about sixty percent ot the people are living below
the poverty line. What is the intrastructure that will be necessary to
reach these people? What are the measures necessary to tackle this
problem? Strategies cannot be the same tor all areas, for all coun-
tries of the world.

In West Bengal we have local selt-government through what we
call Panchayats.! Some 36,000 representatives have been elected to
the Panchayats in the last two and one half years. We have given
them authority, power, and tinances. We trust in them because
they are nearest to the people in the villages. Many of the represen-
tatives may be illiterate, but they have the cooperation of the peo-
ple because they are one of them. Can we not use tnese Panchayats
for any strategy that we adopt in regard to intrastructure for
primary health care?

It is clear that a world strategy tor primary health care requires
an all-out etfort, a cooperative effort, a multi-pronged effort. This

"inchayats are local governing bodies with ofticers elected directly by the people.
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will be necessary to tackle the malnutrition, the lack of proper
food, the lack of proper shelter, and the other problems that must
be solved if this objective is to be realized.

I can assure you that we shall pledge to take seriously all the sug-
gestions that you place before us. Many of you who are here from
different parts of the world and from different parts of India are ex-
perts. I am not taking this Congress as one of those Congresses that
come and go almost every year. It is with this pledge that I have
great pleasure in inaugurating the Congress and once again
welcome you to this great city of Calcutta. Although Calcutta has
divergent and complicated problems, I can assure you that it is not
adead city. You will find that the pulse of life beat: here, [

Shri Nani Bhattacharya

Muinister of Health and Family Welfare
Government of West Bengal

Calcutta, India

From “Health Care and Its Problems in West Bengal.”

West Bengal shares most of the well-known problems of healtk care
that India faces. At the same time, several additional problems
have been created as a consequence of the sociopolitical develop-
ments of the country. Partition of India is the most important one.

The partition of India at the time of Indian independence not
only split the then Bengal into two, but also created massive pro-
blems for the newly created state of West Bengal, when more than
three million people uprooted from East Pakistan (the present Ban-
gladesh) crossed over into this small state. There were further
periodic influxes of refugees during the next two decades. Then, in
1970, the aftermath of the Bangladesh liberation war brought
another mass migration of refugees into West Bengal, raising the
total refugee population in the state to almost eight million.

Quite a large number of these people had to be accommodated
for years in camps. Thousands of others again took shelter on foot-
paths, in roadside shanties or platforms of railway stations, or
squatted on forcibly occupied plots that had no sanitary facilities.
They settled mostly in the suburban areas of Calcutta and in the
district headquarters of small towns.
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The other factor that distinguishes West Bengal is the steady
growth of a non-indigenous population of workers, petty traders,
and job-seeking unskilled people coming from the neighboring
states and from the rural areas of this state who have scttled in
“Greater Calcutta.” The number of towns in the Calcutta urban ag-
glomeration has increased from 74 in 1971 to 116 in 1981. The
population of greater Calcutta was 7,000,000 in 1971, but, growing
at the decennial growth rate of 35.3 percent, it may reach 9,500,000.
The rapid growth of population in Greater Calcutta has put tre-
mendous strain on the existing health care facilities.

According to a survey, 78 percent of the families residing in
Calcutta have only a single room accommodation. This fazt uione
explains the lack of environmental health in the city. The number
of slums comes to over one thousand and that of slum dwellers to
one million,

Organizations set up for the improvement of Greater Calcutta
have been trying to improve the city’s health and sanitation in re-
cent years by demolishing bustee hutments in several areas after
providing the inmates with alternate accommodation in pucca
tenements.? They. are also_implementing projects for introducing
lighting, drainage, and water supply facilities in the existing slums.

Causes of disease, The slums apart, Calcutta’s two major
causes of diseases are its shortage of drinking water and its water
pollution. Tne daily supply of drinking water per head in Calcutta
was reduced from 52.3 gallons (1931) to 28 gallons in 1965. The
State Health Department has worked to provide 33 municipalities
outside the Calcutta metropolitan area with piped water supply ar-
rangements and has undertaken such schemes far 15 other urban
and semiurban areas of Greater Calcutta to augment the supply of
potable water.

The pollution of the city s water sources (the biggest water source
for Calcutta being the Ganges or Hooghly River) continues un-
abated. In Calcutta’s water the quantity of pollutants varies from
five to ten percent. Pollution of air is also assuming a serious pro-
portion in Calcutta.

Over the last thirty years and particularly in the last decade,
coverage of institutional health care has considerably improved in
the rural areas of West Bengal. With the setting up of primary

ZBustee hutments are slum dwellings; pucca tenements are solidly built housing
units. ,
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Shri Nani Bhattacharya during his presentation at the Inangural
Session,

health centers in the 1950's, ailing people, at least those who lived
in the villages surrounding the primary health centers, could expect
some sort of medical aid.

The six leading causes of morbidity and death—diarrheal
diseases. bronchitis, emphysema and asthma, tuberculosis of the
respiratory system, pneumonia, tetanus, and anemia account for
20 percent ot the total mortality in West Bengal (excluding Cal-
cutta). It has also been tound that intant death is tairly high.
Among school children, undernourishment. stunted growih, and
vitamin “A" deficiencies have been evident. The peasant popula-
tion has been found sufiering from malaria, intective tevers,non-
specitic diarrheas, tropical ulcers, and conjunctivitis.
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Obviously, socioeconomic factors like poverty, illiteracy, mal-
nutrition, ignorance about personal hygiene, lack of access to mea-
sures for fertility control, etc. are contributing to the prevalence of
these diseases. This explains in part why in spite of the impressive
number of district and subdivisional hospitals artd rural health
centers that West Bengal can boast of, the incidence of common
diseases in the rural areas of the state could not be reduced ap-
preciably.

A report of the findings of a health :uvey undertaken in five
selected areas of West Bengal revealed that primary vaccination
against smallpox was almost unknown to villages in all the areas
except one. Vaccinations against BCG and polio were similarly
unheard of in three out of four areas. Sanitary facilities were either
non-existent or inadequate, and a majority of the population was
ignorant about the general principles of cleanliness. Another
significant finding of the survey was that though on an average 77
percent of the people used tubewell water for drinking purposes,
most of them continued using pond water for domestic uses.
Hence, diarrhea, dysentery, and hookworm were very common in
villages. A year and a half after the introduction of a development
program, there was widespread demand for and acceptance of im-
munization and a high demand for cheap toilets made of locally
available materials.

Government action. The picture of health will not change if the
economic condition of the beneficiaries of health care remains
below subsistence level. A family that cannot provide two square
meals a day to their children will not listen to advice about cheap
nutritious food.

The same consideratior will determine their attitude to family
planning. If the state is not able to protect the health of their surviv-
ing children, then the parents cannot be effectively persuaded to
undergo sterilization.

The realization of these limitations of the health care policy,
which we inherited from the British rulers, has led to the adoption
of the community health volunteers scheme and the multipurpose
health scheme. The most important featute of these schemes is the
emphasis on the involvement of the rural community in the fight
against diseases and sickness. The recruitment of the ccinmunity
health volunteers from among the community, their training in the
primary health centers, the close affinity of the trained multipur-
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pose workers with the rural set-up, ar.] the mobilization of these
health workers under the guidance of trained public health officers
have at least created a favorable condition for organizing a heaith
movement of the people.

A major snag in the way of optimum utilization of the primary
health centers is the shortage of qualified doctors for manning
them. It has now become a common phenomenon every year that
the majority of the medical graduates selected by the Public Ser-
vices Commission for appointment in the State Health Service do
not join if posted at the primary health centers.

For several years, the government had to watch this phenome-
non with agony and concern. Now the state government has de-
cided to act determinedly in the interest of the health care of the
neglected rural population. A community-oriented medical service
cadre is going to be created. The intention is to train the first batch
of about 160 candidates for community medical services through a
diploma course in community medicine of three years' duration, in-
cluding three months’ practical training.

The creation of this rural-oriented cadre of mel'ical personnel
will definitely go a long way in manning the rural health centers,
where they will work and assist the MBBS doctors and relieve the

David Haxton and Susi Kessler after the Inaugural Session.
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latters’ workload. In actual practice these medical personnel will be
the leaders of multipurpose workers of different tiers, guiding and
coordinating their activities in all aspects of rural health care.

There is no denying that the problems of health care in West
Bengal, including those in Greater Calcutta, have been aggravated
to some extent by population explosion. Partition of Bengal and the
influx of a large number of people into Calcutta in search of
livelihood have posed a serious problem for the state's infrastruc-
ture of health services. There is no ready-made solution to this
peculiar problem.

The state has never grudged in the past, nor is likely to do so in
the future, in looking after the health care of the migrants from
other regions of the country. But i the present pressure of popula-
tion goes unchecked, at a birthrate of 33/1000, this position will be
impossible to maintain.

The various development schemes of the government emphasize
raising the quality of life for poor and backward people. Its resolute
efforts to involve the people in the promotion of their own health
care are expected to improve not only the lot of the common
masses of West Bengal, but also their health status. ]

Dr. P. N. Khanna at the Inaugural Session.
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Dr. William McBeath

Executive Director

American Public Health Association
Washington, D.C., U.S.A

From “Introduction to Hugh Leavell Lecture,” (Session
101)

Let us begin this, the Second Hugh Leavell Lecture, by pausing to
review the goals and accomplishments of the man it honors—Dr.
Hugh Rodman Leavell. Dr. Leavell was born in the United States,
but he was a citizen of the world in his vision and work. His career
spanned over four decades, from his initial work as Health Director
of his home city, Louisville, Kentucky, to his appointment as pro-
fessor of preventive medicine at the Medical College of Viriginia and
his tenure as President of the American Public Health Association.
During World War II, Dr. Leavell served as Deputy Director of
Health at the European Regional Office of the United Nations Relief
and Rehabilitation Administration in London. After the war he de-
veloped courses for the Harvard Medical School in those areas he

25



2% Message from Calcutta

felt were fundamental to improving community health status—en-
vironmental health, social hygiene, community health care, and
mental hygiene.

In an effort to enhance collaboration in health on an interna-
tional level, Dr. Leavell visited and worked in the 1960's with the
Health ministries of many countries through the Bridge of Health
Mission. Durir;; a great part of that decade, Dr. Leavell was here in
India, workir ; on behalf of the Ford Foundation in collaborative
efforts with 'he Indian government’s office of public health ad-
ministration and education.

An intense belief in‘the value of mutual support on the interna-
tional level among counterpart national institutions sparked Hugh
Leavell’s interest in a federation of national public health associa-
tions. He and leaders of the national public health associations of
India, Japan, New Zealand, Pakistan, the United Kingdom, and
Venezuela explored this concept and in 1967 founded the World
Federation of Public Health Associations. During four of the first
crucial years of the existence of the WFPHA, Hugh Leavell served
as its Executive Secretary and was largely responsible for its
recognition by the World Health Organization as a non-govern-

William McBeath introducing the Leavell Lecture.
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mental organization in official relations status. This relationship
has over the years been of mutual benefit to the WFPHA and to
WHO, as evidenced by this meeting in Calcutta, which is cospon-
sored by WHO and UNICEF.

WFPHA membership has grown from its initial 7 to a present 32
national public health associations. We expect to welcome four
new members at this year’s Annual Meeting in Geneva in May. Our
member organizations are spread all over the globe and do truly
provide a vital link with tens of thousands of public health workers
worldwide.

When Dr. Leavell passed away in 1976 at the age of 73, the Fed-
eration wished to honor him with a fitting tribute. This lectureship,
which highlights prominent figures in the field of inte-national de-
velopment, is a memorial to Hugh Leavell's belief in the value of
education and communication at all levels of expertise and to his
vision of the world as a global community, in which certain goals,
such as the right to basic health services, are universal, and the
means to achieving them collaborative.

We are indeed privileged to have as the Second Hugh Leavell
Lecturer Mr. James Grant, Executive Director of the United Na-
tions Childrgn’s Fund. The award is most appropriate for him. This
Congress is dedicated to his father, Dr. John Grant, whose pioneer-
ing concepts in primary health care still ring true today.

But James Grant is an internationally renowned figure in his own
right. As Executive Director of UNICEF, he oversees assistance ef-
forts in 110 countries, whose cumulative child population is over
one and a quarter billion. Of these, UNICEF's primary target is the
children in greatest need—the poorest of the poor. UNICEF is
focusing aid for these children through the primary health care ap-
proach known as basic services.

Previous to his appointment to UNICEF, Mr. Grant served in
many other capacities in the field of international development. He
was for more than a decade the head of the Overseas Development
Council, a Washington-based non-goverminental organization con-
cerned with development issues. Through his work with U.S. gov-
emment assistance programs, he spent time in Turkey, Sri Lanka,
‘India, and China. He has served as Assistant Administrator of the
Agency for International Development and as Deputy Assistant
Secretary of State of the U.S. for Near East and South Asian Af-
fairs.

Mr. Grant has also served as a director of a number of organiza-
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tions involved with development issues and has authored a large
number of publications dealing with development matters. We
very much welcome him here with us today. ]

James P. Grant

Executive Director

United Nations Children’s Fund (UNICEF)
New York, New York, U.S.A.

Second Hugh R. Leavell Lecture

“Health for All by the Year 2000: Sincere Commitment
or Empty Rhetoric?”

I feel a sense of warmth and belonging as I stand before you today.
Dr. Hugh Leavell, in whose name this lecture is being given, was a
close friend of my father, Dr. John Grant, whom this Third Inter-
national Congress of the World Federation of Public Health Associ-
ations is honoring today. They were colleagues who worked to-
gether. The last time I saw Hugh Leavell was here in Calcutta. John
Grant and Hugh Leavell were two men pursuing parallel courses at
a time when they were pioneering in the wilderness toward the goal
of health for all in this century. John Grant’s articulation more than
30 years ago of the basic principles for attaining it, summarized in
an attachment to this address, remains essentially valid to this day.

1 am pleased to be at this International Congress with the All-
India Institute of Hygiene and Public Health as the host. The In-
stitute 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 1 first visited during World War 1I, and it
was as a result of the activities at the Institute that blood came to
my combat unit in Burma during World War II. So my ties to this
Institute and to Calcutta are many indeed.

Starting points. We gather here in the first months of a new
decade in which the United Nations General Assembly has pro-
claimed “Health for All by the Year 2000” as a target for the world
community. The question before us really is, however: is this a sin-
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cere commitment or just one more of the many pieces of rhetoric—
a cruel hoax—such as we have so often heard 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 later and
nowhere near that goal. As we look at the question of how attain-
able 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 assessment. In it were a
series of conclusions from which I shall quote.

“Of the 122 million children bom in 1979—the Intema-
tional Year of the Child—one in every ten is now dead.”

In India this means that some two and a half million children
bom 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 India. 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 poor families, and they were the weakest
member of those families on the fringe of survival.

“On present trends, the number of people who live and
die without adequate incomes, food, water, health care,
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 and a
half billion illiterates—a 50 percent increase. On the positive side,
however, it is worth noting that while the absolute numbers grow,
percentages have been going down—proportionally there are fewer
who are illiterate, hungry, or 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 some thirty to fifteen per thousand
population in a period of about forty years and a life expectancy
that has increased by two thirds from some 31 to 51 years during
this period.

“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.”
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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 and regions under all kinds of systems—the
People’s Republic of China, South Korea, Taiwan, Sri Lanka, and
Kerala, India, are illustrations of remarkable progress at very low
incomes.

“Specifically the largets for a new future have been real-
istically set by the new Intemational Development
Strategy, at reducing infant mortality in all countries to
50 or less (as compared to 132 per 1000 hirths 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 2000 (as com-
pared to 80 percent illiteracy for the low income coun-
tries today).”

Reachable goals? Now these are ambitious goals indeed. They
call for, by the year 2000, all low income countries’ achieving
higher life expectancy and lower infant mortality than the very best
in the world in 1920. It means 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 closing the gaps of illiteracy, life expectancy, and infant
mortality.

“Although idealistic in the context of past experiences,
these goals are realistic in the sense that the principal ob-
stacle 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
historically unprecedented goals? Particularly with the storm signs
of global stagflation continuing at least through the first half of the
1980's, the economic prospects look very dark indeed. If so, how
much of it depends upon us, those of us in this room and our col-
leagues?

I suggest thr:e propositions. First, that we in this room and our
like-minded colleagues can contribute significantly to increasing
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From left, James Grant, William MeBeath. David Tejada-de-Rivero, John
LeSar, and N. S. Deodhar during the Keynote Session

the national will that is essential. Second, we can contribute
significantly to making progress less difficult and less costly,
thereby reducing the amount of will required. Third, and the prin-
cipal proposition, 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 pioneers such as John
Grant, Hugh Leavell, C.C. Chen of China, and others in such far-
flung arenas as Peking and Tingheien in China and Puerto Rico and
Georgia in the western hemisphere first began developing primary
health care techniques and the concept that in order to evolve a na-
tionally replicable pattern it is necessary to involve the community,
use auxiliaries, and develop alternative strategies. These techniques
were further refined in the 1940's at the All-India Institute here in
Calcutta, in the adjacent district of Singur, and by the Bhore Com-
mission in its report for India, which is still considered a landmark
today. In 1977 the World Health Organization first suggested the
goal of “Health for All by the Year 2000,” and it was in the fall of
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1978 that WHO and UNICEF agreed at Alma-Ata that primary
health care was the means tc achieve this set of goals.

Development as an integral process. The question still arises of
how likely is this to be achieved? 1 would say that as long as these
sets of goals remain just the goals of Ministries of Health, they are
undoubtedly doomed to failure, The commitment must go further.
Fortunately, a parallel evolution h~s been going along with “health
for all” during the last decade. The landmark for this occurred in
the mid-1970’s, after several years of growing conviction that
growth alone is not going to reach the people ... that growth with
“trickle-down” is not enough, It was in 1975 that a series of bench-
mark conferences and reports heralded a newly emerging consensus
that it is possible to overcome the worst aspects of absolute poverty
in this century if alternative strategies are devised in virtually every
major field.

The ILO World Employment/Basic Needs Conference in 1975
was the first of these. The second was the report by Nobel Laureate
Jan Tinbergen and a group of fellow consultants called Reshaping
the Intemnational Order. The third was the landmark address by
Robert McNamara to the World Bank in 1975. This emerging con-
sensus culminated last fall in the United Nations General Assembly
with the new International Development Strategy for the 1980's
and beyond, which was introduced by the chairman of the prepara-
tory committee, Ambassador Niaz Naik of Pakistan, with these
words:

“An important new feature of the present strategy is
that it conceives of development as an integral process,
and the objectives of social and human development
have been accorded a new emphasis. This is in fact the
most significant result of the negotiations on the strat-
egy.... The strategy thus contains specific goals and
objectives relating to the elimination of hunger, univer-
sal 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 women in develop-
ment and the need to integrate them into all the sectors
of development have been fully recognized.”

This was a landmark indeed, because it linked fully, for the first
time, social goals with economic goals. This still leaves us with the
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question, “How ‘do-able’ is this by the Year 2000?” If it can be done,
what is required of us-—of the low-income countries, of the high-
income countries, of the middle-income countries?

Underlying stresses. 1f we look at the central problem, its 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, each aggravating the other.

Malnutrition and lack of access to basic services are both largely
the consequence of structural problems. In 1976-77, the largest
study ever undertaken on the world food and nutrition situation
was done by the United States National Academy «{ Sciences. At
the very end, when the report was finalized 2nd 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.” The state of Kerala

A section of the audience during the Leavell Lecture.
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provides a striking example of what is possible in the way of im-
proved nutrition and health where there is an equitable structure.
With one of the lowest incomes in India, Kerala has the highest life
expectancy as well as the lowest infant mortality as a consequence
of relatively equitable distribution of income and access to services.

All of this points to an underlying set of structural differences. It
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 the most significant is the World
Barik’s World Development Report, 1980, which deals extensively
with this subject. UNICEF's own State of the World's Children,
1980-81 deals with this topic as well. The report, Health for All: An
Altemnative Strategy, published by the Indian Council of Medical
Research, is another major 1980 contribution to thinking through
this problem.

As one looks at the world scene and the problems of ill health and
poverty, one can say that there are two somewhat separate but
largely overlapping groupings of those plagued with the problems
of absolute poverty and ill-health. One, as shown in Table A, is on
a vertical axis in which one finds the large majority—some three
quarters—of the nearly one billion people in absolute poverty in
the low-income countries; a significant group in the middle-income
countries (in northeast Brazil and in northern Nigeria, for
example); and then still pockets in countries such as the United
States and in parts of Surope.

A second view of the poverty problem can be taken in terms of*
countries, on a horizontal axis, and then it becomes very clear that
some three quarters of those in absolute poverty are in a group of ex-
tremely low-income countries—with a per capita income that is only
a small fraction of that of the middle-income countries, and for
which the solution to the problems of poverty becomes obviously
much more difficult because of limited national wealth.

Cheating Destiny—More from Less

Considering the lessons of the past few decades, what reason for
hope do we have?

The evidence that these targets can be reached—and that the
‘destiny’ of economic extrapolations can be cheated—exists in the
example of nations and regions which have already achieved such
targets and have done so at a level of economic development close to
that projected for the world's low-income nations in the year 2000,



Table A
Poverty in Low-Income, Middle-Income; and High-Income Countries g
Population! Per Capita Income Physical Quality
(millions) (in constant 1975 U.S.$) of Life In

1975  Absclute Under- 2000 1950s

Total Poor nourished Total 1950 1975 1985 2000 |(approx) 1970s 2000
Low-Income Countries 2,250- 170~ 220-
(LIC: $300-per capita) 1,300 700-800 400-640 2,100 100 150 195 300 15 40 56-71
Middle-Income Countries 1,350- 1,130- 1,450
(MIC: $300+ p.c.) 800 150-200 80-120 1,050 450 950 1,330 2,200 54 67 73-82
High-Income Countries 7,000~ 9,000-
(HIC: $2,000+ p.c.) 700 35-70 20-35 850 2,600 5,800 8,300 14,000 90 95 97-98

ncludes centrally planned economies.

2Physical quality of life index. Life expectancy, infant mortali'>r, and literacy figures are each rated on an index of 0-100. Higher
PQLI figures for 2000 are targeted on halving the disparities between those of the most advanced countries and the current level for
each category of countries; the lesser figures assume roughly a continuation of most trends.

Source: Overseas Development Council

se
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Preeminent arnong those examples is the People’s Republic of
China. And, as an example of how “inevitable” trends can be
changed, it was written only 20 years ago that China literally could
not feed more people, that millions were going to die. Since that
time, the number of people in China has approached 1,000 million

.. virtually all of whom appear to be adequately fed except in
times of widespread drought or other disasters

In 1950, average life expectancy in China was less than 45 years.
Today, it may approximate 70 years. In that same period primary
school enrollment rates have risen from 25 percent to 94 percent,
and the infant mortality rate, which was one of the highest in the
developing world, is now one of the lowest. And yet the GNP of
China, today estimated at under $300 per head, is close to the level
which miost low-income countries can reasonably expect to achieve
by or before the year 2000.

Were China the only example of a different “gearing” between
GNP per head and the level of human well-being, the case for the
viability of the “new future” would perhaps not be convincing, for
the circumstances under which it was achieved were certainly
unique. Yet also from Asia come the quite different examples of Sri
Lanka, Kerala, and several of the smaller East Asian entities.

Sri Lanka, with a per capital GNP today of approximately
$200—again less than the low-income countries can exg=ct to reach
over the next twenty years—has also surpassed the “new future”
targets for the year 2000. With a literacy rate of 80 percent, an in-
fant mortality rate of less than 50 per thousand births, and a life ex-
pectancy of 68 years (as opposed to 46 years only 35 years ago), Sri
Lanka too has shown how much human progress can be achieved
with little economic wealth.

Another powerful example is the South Indian state of Kerala.
Similar in population size to the nations of Argentina, Colombia or
Zaire, Kerala is one of the poorest states in India. Its per capita
GNP of $135, for example, is below the $180 average for India as a
whole. At this econornic level, and with an economic growth rate
of only just over one percent per person per year, Kerala would not
normally be expected to reach the proposed social targets by the
year 2000. Yet Kerala has already reached those targets. Almost all
of its children attend primary school and three quarters of its adults
are literate. Infant mortality rates are approximately 50 per thou-
sand and life expectancy averages 61 years.

Clearly Kerala has also altered the seemingly rigid correlation be-
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The Leavell Lecturer, James Grant, Executive Director of
UNICEF.

tween the level of economic performance and the level of human
well-being.

Similar, if less clear-cut examples, because of their higher per
capita incomes, are Costa Rica, Cuba, Barbados and Jamaica, all of
~hich have rates of literacy, lite expectancy and infant mortality
which are among the best in Latin America and the Caribbean but
none of which “as a TNP per head ' -gher :han the regional
average,

New future achievable. Each of these examples is set in its own
unique circumstances of history, culture and political relationships,
and the separate strands of their success can not be pulled out and
woven into one standard formula for development. Yet the sum of
their evidence would suggest that the relatively low levels of eco-
nomic growth which the poorest developing nations can expect to
achieve over the next 20 years need not leave them locked into
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malnutrition, ill-health and illiteracy. In short, a new future is
achievable,

What we see is that two essentials have been present where real
progress has been made. The first has been national will. The sec-
ond, particularly in low-income countries, has been the develop-
ment of far more relevant knowledge—alternative strategies for ap-
proaching the problem.

When one looks at the issue of national will, it is obviously much
easier to deal with the national will problem in high-income coun-
tries. The poor are only small minorities; it doesn’t require vast
proportions of the nation’s wealth to address the problem. We see
this in the United States, where in the mid-1960'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 the number of
people belcw the poverty line was reduced from more than forty
million people, when food stainps and other govenmental services
are taken into account, to less than fifteen million who were below
the defined 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 Wash-
ington, D.C. (Table B).

Table B
A Comparison of Social Indicators in Washington, D.C. and Puerto Rico
P.C. Inf. Life 1950
1970 GNP ($) Mort. Exp. PQLI DRR*
Washington, D.C. 7,350 29 67 88 0.6
Puerto Rico 2,300 24 74 91 9.0

Source: James P. Grant, Disparity Reduction Rates in Social Indicators; Overseas
Development Council, 1978,

3PQLI The Physical Quality of Life Index (PQLI) was developed by. the
Overgeas Development Council (Washington) as an indicator of the level of progress
achieved by any country (or other geographic entity or populalion grouping) in
meeting basic human needs. The PQLI measure consolidates three indicators—in-
fant mortality, life expectancy at age one, and literacy—into a single composite in-
dex having a low of 0 and a high of 100.

‘DRR The Disparity Reduction Rate (DRR), also developed by the Overseas
Development Council, measures the rate of progress in meeting basic needs. The
DRR, intended to be a complement to the rate of growth of GNP, is defined as the
rate at which the disparity (or gap) between a country’s level of parforinance in any
social indicator and the best performance expected anywhere in the year 2000 is be-
ing closed. The DRR can be applied either to individual social indicators (e.g., life
expectancy) or to.composite social indicators (e.g., the PQLI).
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The table shows that Washington, D.C., which in 1970 had three
times the per capita income of Puerto Rico, had a lower life expec-
tancy rate and a higher infant mortality rate than Puerto Rico,
which is a much poorer area, and that Puerto Rico, which thirty
years ago was far behind Washington, D.C., has now passed it.
When one asks why, it becomes very clear that the central distin-
guishing characteristic of Washington—the principal reason for the
lack of progress in Washington—is that unti! very recently it has
been the one part of the United States without political participa-
tion at a time of vast immigration of a disadvantaged minority
group, American blacks from the rural south to the cities of north-
ern United States. There was no voter franchise in Washington, one
of the highest income areas in the United States in the 1950's and
the 1960's; there was no reason why the powers that be in voterless
Washington, when allocating the city’s health resources, needed to
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. Washington D.C. only started
to get a limited franchise in the mid 1970, and by 1980 this shift in
power relationships had already lifted Washington from bottom
place on life expectancy and infant mortality.

Turning to ‘the middle-income countries, what one sees is great
income disparities, with thirty or forty percent of the population
living in great poverty and three to five percent well off frequently
even by the standards of the industrial countries. I believe one can
be fairly optimistic about most of these countries and their progress
on the health/income side in the next twenty years. Their incomes
are rising fast; by the end of this century per capita income in Latin
America will have passed that of Western Europe in 1960. This
doesn’t mean there won't be serious internal structural dislocations
and turmoil. Given the frequently gross maldistribution of the
benefits of progress in many countries, 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 well off, largely in the urban areas
_ and in the capitals, and the poor, largely in the countryside, has
brought actual revolution. But looking toward the end of the cen-
tury, I think one can be reasonably confident since these societies
do have resources to address their problems.

The really difficult problem comes when we look at the low-
income countries. Here it's far more difficult because of the scale of
absolute poverty which encompasses more than one half of the to-
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tal population. It is noteworthy that in India today the per capita
income in real terms is roughly one half that of the U.S. in 1776, the
time of the American Revolution. If India is 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 or the United
Kingdom in 1776. And at that moment per capita income in India
will still be only one third the level that middle-income countries
are at today. This illustrates the seriousness and the difficulty of
this set of problems in the low-income countries.

Importance of human progress. 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? How
do we cheat destiny by getting more from proportionately less?

I will outline seven requirements. Three are requirements par-
ticularly relevant to us here today. The first is that with respect to
enhancing national will, it is imperative that the international—the
global—community accept the concept of human progress as being
at least as important as the concept of economic progress. Today
the world community talks in terms of GNP growth rates. A coun-
try is considered to be doing very well by world standards if it has a
three or four percent per capita economic growth rate. A country
rarely gets the same kind of accolades if it manages to reduce its in-
fant mortality rate dramatically or increase its life expectancy con-
siderably. One of the first tasks, therefore, is to advance the accep-
tance 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. It is not enough to talk about goals
for human progress to be achieved at some indefinite time in the
future; we must be able to talk about human progress in the 1980's
and the 1990's. GINP growth rates are talked about as 2 percent a
year, 4 percent a year, 5 percent a year: we need to talk about in-
creasing life expectancy, decreasir ; infant mortality and increasing
literacy in the same terms. This is why iny former colleagues at the
Overseas Development Council developed the concepts of the
Physical Quality of Life Index, a composite social indicator com-
bining life expectancy at age one, infant mortality, and literacy as a
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parallel to aggregate income indicators and the Disparity Reduction
Rate (DRR) to have a comparable yardstick of the rate of change.®

We have seen good progress on these counts in the last five years.

. The new International Development Strategy, the Alma-Ata Con-
ference, “Health for All by the Year 2000"—these are all con-
tributing to a new standard of measuring progress and setting time
goals.

Also related to enhancing national will is the need to convince
the national decision makers that investing in people, investing in
children, is good for economic growth.

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

" Development Report, 1980 (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 contributes significantly to

economic growth if measured over a long enough time frame. The

Bank documents this most clearly on the education front, but the

findings are equally applicable with respect to health care.

Three tables illustrate these points. The World Bank notes (Table
C) that the right type of investment in social sectors in a low-
income, low-literacy country over a period of twenty years will
bring an average return of more than 25 percent a year, signifi-
cantly higher than most economic investments can be expected to

bring.

Table C
Rates of Return to Education
(Percent) Number of
Country Group Primary Secondary Higher Countries
All developing countries 24.2 15.4 12.3 30
Low-income/adult literacy
rate under 50 percent 27.3 17.2 121 11
Middle-income/adult literacy
rate over SO percent 22.2 14.3 124 19
Developed countries 10.0 9.1 14

Souxce: World Development Report, 1980, World Bank.

SJames P. Grant, Disparity Reduction Rates in Social Indicators, Overseas Develop-
ment Council, 1978; and The United States and World Development; Agenda 1978,
1979, 1980, Overseas Development Council.
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It is also noteworthy that the World Bank found that investment
in primary education (or in primary health) in a low-income coun-
try will bring twice the rate of return of investment in university
education (or sophisticated hospitals).

A double set of conclusions can be drawn from these studies: 1)
investment in primary health care or in primary education can be
very good economics indeed; and 2) investment at the primary lev-
els, as distinguished from the university or hospital level, will be
significantly more productive than the latter in terms of economic
growth,

Table D indicates that if the average developing country were to
shift one percent of its GNP from investment in physical facilities to
investment on the social side, at the end of twenty years that coun-
try would witness significantly more economic growth than if the
investment had been in customary physical facilities,

Table E illustrates the proposition that if progress is combined on
several sectors at the same time, a synergistic effect develops. Thus,
if a farmer is educated but does not have access to credit, or to other
inputs, primary education 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 in-
creases by some twelve percent a year. This shows the synergistic
result from combining investment in education with agricultural in-
puts for the farmers.

The returns from investment in health facilities is an area which
we in the health field need to document much more. It is notewor-
thy that, in the case of the eradication of smallpox, the United
States invested some fifty million dollars in the successful $300
million worldwide effort to eradicate smallpox and received an ex-
tremely high rate of return. In one year after the eradication was

Table D
Consequences of Switching one Percent of GNP from
Physical Investment to Primary Schooling

Income per person Adult literacy rate
Initial situation $640 55%
(outcome without the switch —1.00)
Outcome 7 years later 0.9 1.00
Outcome 20 years later 1.00 1.1

Souxce: World Development Report, 1980, World Bank.
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Table E
Farmer Education and Farmer Ptodm_:tivity

Estimated percentage increase in
annual farm output due to four
years of primary education rather

Study than none

With complementary inputs®

Brazil (Garibaldi), 1970 18.4
Brazil (Resende), 1969 4.0
Brazil (Taquari), 1970 2.1
Brazil (Vicosa), 1959 2.3
Colombia (Chinchina), 1969 —0.8
Colombia (Espinal), 1969 - %4
Kenya, 1971-1972 6.9
Malaysia, 1973 %4
Nepal (wheat), 1968-1969 4.4
South Korea, 1973 9.1
Taiwan (banana and pineapple), 1964-1966 15.5
Taiwan (rice), 1964-1966 23
Average (unweighted) 12,6
Without complementary inputs

Brazil (Candelaria), 1970 10.2
Brazil (Conceicao de Castelo), 1969 -3.6
Brazil (Guarani), 1970 6.0
Brazil (Paracatu), 1969 -7.2
Coloinbia (Malaga), 1969 124
Colombia (Moniquira), 1969 12,5
Greece, 1963 259
Average (unweighted) 21
No information on availability of complemen-

tary inputs

Average of eight studies (unweighted) 6.3

*Improved seeds, irrigation, transport to markets and so on.
Source: World Development Report, 1980, World Bank.

complete, the United States, in constant dollars, had a saving of
more than a hundred million dollars, a return of more than two
times in one year of its fifty million dollar investment worldwide in
the 1970's for smallpox eradication. The United States has been
able to do away with immunizations, quarantine facilities and an
array of other expenses.

We need to arrange a series of examples—and there are many—
that illustrates how investments in health can provide a dramatic
payoff on the development front.
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Need for increased knowledge. After developing greater accep-
tance of the concept that human progress is of equal importance to
econorr.ic progress, the second of the seven requirements is that we
need vastly increased knowledge of two types. First, we need in-
creased knowledge in the social sciences on more effective forms of
distribution that reach the poor majority. Second, we need far
more research in the hard sciences, on technologies that are more
approptiate for the poor. A dramatic illustration of the relevant
benefits—globally—from combining both types of inputs was the
international cooperative effort mentioned earlier to eradicate
smallpox. It was the coordination of both a managerial innova-
tion—saturating outbreak areas with vaccinations rather than seek-
ing universal vaccination of the entire population—and a tech-
nological innovation—freeze dried vaccine that ended the need for
costly and often near impossible refrigeration in remote tropical
areas—that made it possible to undertake a cost-effective and
technically possible decade-long international campaign.

It is 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 farther than is the practice today in terms
of benefitting people. We also need to find out what the payoffs
are in integrating health and education and other progress together
to get a synergistic result. This of course is very much the subject of
primary health care. In other words, primary health care is a major
effort to achieve community participation—people participation—
use of auxiliaries—at the same time integrated with progress on the
education front, the nutrition front, and other fronts paralle] with
progress in health services.

It is very clear that the world is making a very modest investment
indeed in research on the problems of the poor. Less than one per-
cent of the world’s research expenditures in health and agriculture
today have primary application to the problems of the world's
poorest billion people. We have vast sums available for cancer
research and hearst research, but very little for the great neglected
diseases that afflict primarily poor people, such as river blindness,
schistosomiasis, and malaria. This clearly is an area requiring a ma-
jor shift in priorities.

Equally important, we need fa. greater dissemination of the
results of what we have found. The postulates that John Grant
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hammered out fram his experience.: in China and India more than
30 years ago, summarized in the attachment to this address, repre-
sent possibly ninety percent of the collective wisdom we have to-
day about how to tackle health problems that encompass the poor
majority of society. But we have been unable to get these
documented and accepted in such a way that they are actually ap-
plied.

Measuring progress in human terms. The third requirement is
for better means of measuring progress in human beings. The
primary focus in the post World War I era of development, as I in-
dicated earlier, was an increasing economic output, not an effective
distribution of progress. It is now increasingly clear that if we focus
on end results, in terms of people, then we can really tell whether or
not people are progressing. For example, the world has recently
launched a worldwide water decade. The underlying theory of this
water decade is that it will result in much better health. We are now
finding in most 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 f.om the perceived
progress in terms of number of wells drilled or number of villages
provided with a “safe” water supply. But if we look to the underly-
ing yardstick 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 in the
absence of the needed accompanying programs of health education
and sanitation so that the water is clean when consumed. Clearly
more attention needs to be given to these latter programs. A shift of
perhaps ten percent in the investment now planned for water to in-
corporate a far stronger mix of health education and sanitation
might increase ten to twenty times the overall benefits of the water
program for improving health.

Table F iadicates that if progress is measured in terms of death
rates, in the last thirty years there has been significant progress in
closing the gap between th~ less developed and more developed
countries at the very time use of per capita GNP indicates that the
gap has been widening greatly.

The PQLI and the DRR have been developed to facilitate mea-
surement of progress in human terms. It is also possible to think in
terms of a simple indicator, such as infant mortality rate, which in-
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corporates indirectly so much in terms of the health of the mother
as well as the child and the educational and environmental cir-
cumstances in which the infant lives.

The three postulates I have just put forward are relevant to all cf
us. We—those listening to me as well a; those who will later read
this paper—have a major capacity to onvince governments that
they ought to think in terms of the improvement of the well-being
of people as the real test of whether progress is being made.
Secondly, we in this room have a major capacity to advance and to
promote research on more effective poor-focused technologies and
systems, alternative strategies that do work and are successful in in-
volving community participation,’ and-use of auxiliaries and para-
professionals. Third, we also have a capacity to develop and insist
on the developmenc of better yardsticks for measuring progress in
terms of primary vital statistics.

We need to talk about four other basic requirements at the same
time. The first is the need for increased concessional resource
transfers 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 global product and would provide the critically
needed foreign exchange as well as muth of the local resources re-
quired for a successful worldwide effort aimed at the year 2000.
~ Second, it's very clear that the industrial countries need to allow

greater access to their markets for manufactured ptoducts of the
low- and middle-income countries if these countries are to be able
to achieve econormnic progress to support this development.

Third, there is a major need to convince the high-income coun-
tries that their prosperity is increasingly dependent upon the pros-
perity and growth of the low-income countries and, therefore, that
they fteed to sustain and increase their cooperation with the devel-
oping couniries.

I will not amplify these three points in the limited time now
available, but it is very clear that progress is required on these
fronts as well as the three described earlier if we are to succeed with
“Health for All by the Year 2020.”

The final point is that we need major new initiatives if there is to
be a break from the pattern of the past. The new International
Development Strategy for the 1930's and beyond represents one of
the many that will be required. There clearly needs to be a major,
sustained, consistent push before present patterns will change.
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The key to progress. 1 will conclude on the note that, first, the
world community has rhetorically accepted the target of “Health
for all people by the year 2000” to a degree that most people would
have thought unbelievable five years ago. Very few people then
would have believed that the international community would ac-
cept these kinds of goals. . .that we would have achieved the type
of progress embodied in Alma-Ata and in the new International
Development Strategy for the coming decade. It is very clear that
the next three or four years will be vital if we are to convert these
rhetorical goals into reality. If the next several years do not witness
major progress on these goals, then we will have missed the oppor-
tunity for our time.

There are pessimists, of course, who say these goals are impossi-
ble to achieve in the 1980’s and the 1990's. They say the world is far
less organized now than it was twenty years ago, that it is a far
more pluralistic world, and that we are moving into an era of
global recession.

The optimists reply that progress frequently comes at times of
great difficulty, and progress frequently comes when it is people-
led and people-supported. The national liberation of India in the
late 1940's came because people were ahead of government insisting
on change. The civil rights movement in the United States was
another example of “people-pressure” on government to act.
UNICEF has just been involved in helping to save a nation—Kam-
puchea—that was on the edge of extinction. Thiz 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 for governments not to—and good politics to—-respond.,
The world community mounted the greatest relief effort since the
end of World War II for that country and brought it back from the
brink of disaster in the short period of two years at the cost of less
than twenty advanced fighter planes. Another illustration was the
January 1980 World Health Executive Board recommendation to
the World Health Assembly that it adopt an infant formula code
jointly developed by WHO and UNICEF; that code would never
have come to be if it were not for private groups that were out
ahead of governments, forcing the pace.

A key to progress is the willingness of people to say that past
situations are unacceptable. The concept that 35,000 small children
are dying every day is unacceptable when we have the means to
avoid it. There are two ways especially in which this au-



Keynote Session 49

dience—and later readers of this address—can contribute to success
in the goal of “Health for All by the Year 2000.” One way is to do
everything possible to increase the national will to put this subject
higher on national agendas. The second is through our contribution
through learning more from the projects we are undertaking and
thereafter disseminating to others what we have learned. We must
documént that it is possible to make major progress at a fraction of
the cost that governments and politicians had thought necessary
before, and that the benefits, economically and politically, are far
greater than previously understood.

The stakes are high indeed. If this set of goals articulated at
Alma-Ata and by the new International Development Strategy for
the 1980's and beyond 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 million fewer children will be born every year
than the United Nations now projects for the year 2000. Can we be
dedicated to a more worthy cause?

John Grant’s Principles®

1., The use made of medical knowledge and efficiency of health protection
depend chiefly upon social organization.

2. A veriical medical system cannot stand by itself unless it is integrated
with other social activities in a joint horizontal attack upon the prob-
lem 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 demonstration of
feasibility and worth.

5. Demonstrations, to be successful, must make use of technical methods
that are scientifically efficient and economically practicable.

6. Demonstration units must take into consideration the economic prac-
ticability of extending il:em to the nation as a whole. This implies that
the principle of self-help be adopted, as no Asian country can as yet af-
ford to make full use of available technical knowledge through tax
funds alone. Among the most essential elements of self-help is the

Reproduced from the Future of Academic Community Medicine in Developing
Countries. Willoughby Lathem, M.D., editor. The Rockefeller Foundation 1979.
Selected list of principles formulated in the period 1921-1959, which was taken from
Seipp C. (Ed.): Health Care for the Community, Selected Papers of Dr. John B.
Grant, Johns Hopkins Press, 1962,
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development of -technical consciousness at the village/community

- level. Generally speaking, universities are most qualified to undertake

demonstration projects.

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

knowiedge and its use in the setting of a community. The single
outstanding and basic cause of this lag in the health field is the Jack of
scientific investigation of methods to apply the results of the growing
body of scientific knowledge to society. As the principal instruments
for generation, utilization, and application of new knowledge are the
universities, these institutions must be held primarily responsible fcr
the failure to. develop effective and scientifically-based community
health care.

. Investigation requires a suitable organization to determine the most ef-

fective and economical methods of applying the results of basic
research to the maintenance of health and the cure of disease through
organized community ofiurt. 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.

. Public health administration is effective in proportion to its adherence

to the following seven principles: a) social services are interdependent;
b) health maintenance can be achieved only if the consumers of ser-
vices themselves are technically aware and practice the knowledge that
they possess; ¢) the administration of special functions {e.g., health,
agriculture, education) 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 firtancial 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 center on the periphery.

The eventual goal of all administration is to achieve as much decen-
tralization of services as is compatible with efficiency. A majer factor
in this undertaking is the development of community technical con-
sciousness of health needs among the .consumers of the community.
This can best be achieved when the health services are established as an
Jdntegral 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 that financial investment
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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 mechanism for duplicating or expanding
upon it is not readily forthcoming, can be a hindrance in terms of fur-
theér development.

For a community project to succeed, the community unit chosen for
denonstration must conform to an already existing political 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 peole, 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 that permits the security agency to establish its own in-
stitutions for the provision of health care.

The efficient distribution of health care services requires that they e
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.

A regionalized avea should contain a population large enough to be
self-contained in supporting the provision of all branches of health care
facilities, This requires a population of between 250,000 and 500,000.
This level is needed to 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 ser-
vices between the peripheral units and the base, which preferably
should be a teaching medical center.

Sound planning of medical education is essential; for it is only through
the systematic and continous application and coordination of the
techniques and principles of administration, economics, finance, and
sociological and public health research that teaching institutions will be
enabled to provide professional training in keeping with the needs and
rescurces of any given country or geographical area.

The principal purpose of research on health care is to study its
organization and administration, the available resources, the staff and
the services, with a view to establishing their distribytion, effectiveness
and cost. The principal aim of research is the dissemination and utiliza-
tion of these findings to improve the administrative and technical prac-
tices of health care.

The successful development of health care services, as a social service,
requires a suitable national atmosphere and an appropriate economic
system with equitable distribution. The prerequisites are satisfactory
Jand tenure and laws, and legislation prohibiting the flight of capital.
A teaching hospital should be intimately linked and integrated with an
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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 assezsment 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
precepts and concepts are a measure of the man. Neither before
John Grant nor after him has the need for scientifically proven prin-
ciples as the basis of community health care been so convincingly
argued, and their characteristics so comprehensively described. In
fact, these stand alone, unmodified and unreplaced, as a timeless
monument to the man and his work. |

Dr. David Tejada-de-Rivero
Assistant Director-General

World Health Organization (WHO)
Geneva, Switzerland

“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 Inian
Public Health Association. This year is the one 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 the by the Thirty-fourth
World Health Assembly. As you all know, the International Con-
ference 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 oreanized by
the World Health Organization and the United Nations Childien's
Fund, was the culmination of a preparatory process. This had en-
tailed, among other activities, a large number of national, regionzl,
and international conferences, seminars, workshops, study groups,
and other meetings. The Conference on Primary Health Care in In-
dustrialized Nations, held in New York in December 1977, made it
abundantly clear that the primary health care concept and ap-
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proach is not relevant only to developing countries. The Interna-
tional Congress of Non-governmental Organizations on Primary
Health Care, held in Halifax, Canada, in May 19787, underlined
the important role of non-governmental organizations in im-
plementing primary health care.

The Declaration and the Recommendations of the Alma-Ata
Conference were, therefore, a point of synthesis or crystallization
of many experiences undergone in many different countries. They
were also the result of a process of participation that culminated in
the collective commitment of gpvernments, United Nations organi-
zations, specinlized 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 en-
dorsed the Declaration and Recommendations of the Alma-Ata
Conference and ccnsidered that “in accordance with the basic
policy of adapting international activities to the real needs of coun-
tries, strategies and plans of action for attaining health for all by
the year 2000 should be formulated first and foremost by the coun-
tries themselves, and the regional and global strategies formulated
on the basis of these national strategies, as well as on the basis of
the strategies of regional groups formed by countries for practical
reasons, should promote and facilitate accelerated development of
primary health care in the Member States of WHO, as well as the
attraction of substantial and continuing additional international re-
sources for these purposes.”

Role of WHO. 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.

Many factors contribute to distort the real meaning of WHO
The wrong definition of WHO with its secretariat composed of in-
ternational staff located in Geneva, in the six regional offices, in the
countries. The fact that WHO is one of the so-called “specialized
agencies of the United Nations” also induces incorrect generaliza-
tions. The technical reports of its Expert Committees and other sci-

TEditor’s note: The Halifax Congress was the WFPHA Second Intemational Con-
gress.
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entific groups create an impression that WHO is simply a highly
scientific body whose sole function is to summarize the state of the
art in very specialized technical health issues and, accordingly, to
give highly specialized advice to countries. In this respect there still
are some few who hold the opinion that WHO should confine its
activities precisely to those functions.

Dr. Halfdan Mahler has repeatedly stated that WHO is a
cooperative of countries (or, in the language of the WHO Constitu-
tion, a cooperative 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 its functions and activities it says: “Accepting these prin-
ciples and for the purpose of cooperation among themselves and
with others to protect the health of all people, the Contracting Par-
ties agree to the present Constitution and hereby establish the
World Health Organization...”. Therefore, the cooperative
character of WHO has existed from its inception. Thus, it follows,
that the World Health Organization IS its Member States—that is
to say, countries of the world acting collectively through global
and regional mechanisms and acting individually in the implemen-
tation of their collective decisions. The World Health Assembly is
the highest policymaking body of WHO and decides the policies of
the Organization. And because WHO is a cooperative of equals, at
the World Health Assembly all countries—regardless of size or
wealth—have an equal vote in the policymaking process.

The World Health Organization has two fundamental constitu-
tional functions: to be the directing and coordinating authority on
international health work and to provide its Member States with
technical cooperation. Both functions are mutually supportive. The
directing and coordinating function permits the Member States to
decide collectively on the health goals, policies, and programs they
desire and to act collectively and individually to attain them. In this
way “internatibnal health work” begins in the countries and ends in
the countries. On the other hand, technical cooperation in WHO
terms implies a true partnership between the countries themselves,
through the proper use of their Organization, including its sec-
retariat. Therefore, WHO is not at all a supranational entity to
which countries may come to request assistance on a donor-
recipient basis.
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David Tejada-de-Rivero. Assistant Director-General of WHO.

WHO has not only a technical role but also a social one;
however, it should be quite clear that WHO's technical role is in no
way diminished by its social role. WHO's sacial role is character-
ized by its humanitarian ettorts to promote social justice in health
matters, particularly through a more cquitable distribution ot
health resources among and within countries. Dr. Mahler has
stated in a report that “The Organization's sociopolitical role
theretore has to be interpreted in the sense of supporting national
action aimed at inducing change tor the better in health situations
through collective detinition by Member States ot health goals, the
adoption ot principles tor realizing them, and the promotion ot the
reforms in the health and related socioeconomic sectors that will
enable the goals to be attained. In other words, this role implies
promoting action tor health and not merely indicating how such
action might be carried out.”

Meaning of primary health care. It is in this context that we
have to see any world strategy on primary health care. 1t is also in
this context that it is easier to understand the true meaning of the
concept of primary health care.

There is no doubt that the impact of Alma-Ata was much greater
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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 un-
changeable truth, opportunists ready to benefit from its popular-
ity —jumping on the bandwagon with their own old, discrete pro-
grams, 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 “primary’ health care” is well
known. It has become common, and with such fashionable tech-
nical and colloquial use comes the tendency to oversimplify its real
meaning. This is a universal tendency, especially when we deal
with social problems. In today's fast-changing and conflicting
world, the social problems and the approaches to face them are, in-
deed, becoming more and more complex and “ill-defined.” Their
complexity is well understood although frequently forgotten. What
is not clear to many is their “ill-definition.” I will try to explain my
point:

‘Think of an ordinary, simple clock compared with a satellite
destined for outer space and composed of highly sophisticated
precision mechanisms, many of them computerized and full of con-
trols. In terms of complexity there is an obvious difference, but in
terms of “definition” both are “well defined.” Each part of the clock
and each part of the satellite has a pre-set and regulated behavior in
terms of movement, actions and/or reactions. Each part has been
conceived for 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
behavior but rather tend to hav. their own and sometimes erratic
pattern of existence that 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 unpredictable. One of the elements of the complexity and “ill-
definition” of a social problem is man’s behavior, conditioned by
cultural and moral values, knowledge and experience, tempera-
ment and personality, ambitions and complexes, transitional
moods, etc. Empathy, the struggle for power, social and organiza-
tional pressures, and overall cultural and social contexts and cir-
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cumstances play significant roles in any social problem. Even the
new mathematical developments for dealing theoretically with
social problems, as for example the games theory, are not able o
give us more than possibilities and probabilitics—freely sprinkled
with the words “if” and “provided that.” Thus, one can begin to
understand that the natural human tendency when facing complex
and “ill-defined” problems is escapism through a process of over-
simplification. This would appear to be what is happening at the
moment with regard to primary health care.

For some, primary health care is identified only with the com-
munity health workers recruited from a poor, rural locality, given
some training and trying to do their best with an oversimplified or
primitive health technology. For others, primary health care js a
new name for the expansion in coverage of the old basic health ser-
vices, disease-oriented, curative, and where the providers still
decide what is to be delivered 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 of how to combine the ac-
tivities known as the “eight components” included in point VII of
the Declaration of Alma-Ata. Yet again, in some minds, 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 ur-
ban areas of a country. Thus primary health care becomes a
second- or third-rate service for poor and rural areas. These er-
roneous oversimplifications hide not only the true concept and
significance of primary health care, but its very origin and the fac-
tual reasons for its emergence as an urgently needed and feasible
approach in facing up to the health problems of today.

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 the world. The reasons are not difficult to
discem. Better health could be achieved with the
technical knowledge available. Unfortunately, in most
countries this knowledge is not being put to the best ad-
vantage for the greatest number. Health resources are
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allocated mainly to sophisticated medical institutions in
urban areas. Quite apart from the dubious social
premise on which this is based, the corcentration of
complex and costly technology on limited segments of
the population does not even have the advantage of im-
proving health. Indeed, the improvement of health is
being equated with the provision of medical care
dispensed by growing numbers of specialists, using nar-
row medical technologies for the benefit of the privileged
few. People have become cases without personalities,
and contact has been lost between those providing
medical care ahd those receiving it.

“At the same time, disadvantaged groups throughout
the world have no access to any permanent form of
health care. These groups probably 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.

“To complicate matters, health systems are all too
often being devised outside the mainstream of social and
economic development. These systems frequently re-
strict themselves to medical care, although industri-
alization and deliberate 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 con-
sumer goods to society. Even some of the most affluent
countries have come to realize the disparity between the
high care costs and low health benefits of these systems,
Obviously it is out of the question for the developing
countries to continue importing them. Other ap-
proaches have to be sought.”

More than two years have passed since the Alma-Ata Con-
ference, and there is no point in trying to develop further the con-
ceptual aspects of primary health care. The lack of knowledge
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and/or understanding of its real meaning and implications does
not presuppose a lack of concsptualization. Another form of
escapism, while facing concrete social problems, is their over-
conceptualization. In many ways, we have reached a limit in in-
tellectual contributions for the conceptualization of primary health
care, Actually, the main problem is just how—given the existing
peculiarities and different contexts and situations—primary health
care is to be implemented in each country as part of a self-
sustaining process of health development and as the main element
of the national strategy that could make possible the achievement
of the social goal of “Health for All by the Year 2000.”

Bridging the gap between concept and practice. However, there
are many constraints that need to be analyzed objectively in each
particular country situation if we really want to take the first step
in bridging the gap between concept and practice.

Some of the constraints are internal to the health system'(and in-
ternal to the health workers’ minds) and are most likely to come to
light as soon as the first concrete steps are taken towards re-
orienting the health system to the primary hcalth caye approach.
Let us mention some of them.

We are used to : 2eing health services systems work on the basis of
almost independent and uncoordinated activities. Some of these ac-
tivities 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 th2 concept of primary health
care, health workers are too used to dealing wiht their own specific
technical areas and to working within institutional and ad-
ministrative systems that require thein to show tangible and im-
mediate results. Consequently, we find new health specialists try-
ing to “adapt” their ov:n specialized field as a part of primary
health care. This produces a collection of independent activities
which, while differing from the traditional lines and “adapted” to
the primary health care concept, are a poor substitute for the real
thing. The real thing involves the development of a set of health ac-
tivities that should correspond to the health needs of the people, to
the resources available and to the constraints existing at national or
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community levels. In this respect, certain practices of health pro-
gram managers—both in countries and at the international
level—are becoming sadly familiar. Some feel driven to succeed in
their actual, isolated responsibilities and are too impatient to wait
for the materialization of a comprehensive primary health care ap-
proach. Others may be willing and ready to use any initial primary
health care measure as long as it provices a convenient too} or vehi-
cle for the advancement of the particular program they favor.

1. Tabibzadeh, WHO liaison officer for the WFPHA.
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Nowadays, it seems to be difficult to discover any activity that is
not “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
comprehensive, and systematic approach to health services. All
possible health activities are closely interrelated. Priorities among
the different components are defined in relation to the needs of the
populations. Supportive and complementary acticns from other
sectors have to be considered. The interaction with the different
levels of the health services system is oriented to the needs of the
people to be served. However, there is little practical experience
and even less imagination as regards putting this comprehen-
siveness into practice. The normal and simplistic tendency would
be to try to implement everything simultaneously—which is im-
possible.

In planning, programming and implementing health activities we
are used to dealing with certain classical health resources. For ex-
ample, certain types of professional and auxiliary personnel are ac-
cepted without discussion as “unchangeable facts of life.” Our
training efforts, both in terms of content and of method, have been
conditioned by the preexistence of such classical resources, and the
one has permanently consolidated the other.

Policymakers, technicians, and administrators in the health sec-
tor 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 methodol-
ogies, 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 im-
plicit assumption that the political and economic contexts are per-
manently stable and that there is a complete absence ot social and
political conflicts. Thus, in practice, we find that the users actually
become the slaves of their tools, under the illusion that social prob-
lems and groups are to be treated as mechanical objects, like parts
of a clack. Furthermore, the very concept of strategy is misunder-
stood. Thus, a strategy for health for all and primary health care
should be much more than a formal and logically organized docu-
ment with a definition of objectives, setting of priorities, identifica-
tion and quantification of targets, selection of indicators, descrip-
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tion of approaches, enumeration cf actions. The WHO Exccutive
Board recognized this when, in its document “Formulating stra‘egies
for health for all by the year 2000” it stated very explicitly:

“The strategics should incorporate the systematic
identificatior. and use of suitable entry points for foster-
ing healt!: development, ways of ensuring the involve-
ment uf other sectors bearing on health, the range of
poli'ical, social, economic, managerial and technical
factors, as well as obstacles and c¢--nstraints and ways of
deahrg with them.. .. It is part of the national strategy
to identify and make use of all favourable conditions
and factors, as well as to recognize constraints and iden-
tify existing and potential obstacles that could impede
the attainment of national goals. The ways of dealing
with the above will depend on their nature.”

We are used to working with formal structures, manuals, and
organigrams, forgetting the fact that any social system is composed
of many Informal parallel structures functioning simultaneously in
different and contradictory ways. Technical or moral authority;
political power and pressures; social, economic and/or familiar in-
terests and influences; interpersonal empathies, sympathies and an-
tipathies; and even emotional and sentimental links are always pre-
sent, making the formal structure only an ideal term of reference,
because in practice it riever exists and it never works as presented in
the organigrams. Another fact that is too often forgotten is that
these informal parallel and superimposed functioning and living
structures are, in many casesy infiltrations or reflections within the
health system of much broader systems, including those coming
from beyond the national context. This fact; occurring as it always
does, even within the “status quo,” becomes all the more 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 sector but also for other
social and economic sectors at the community level.
Moreover, it will greatly influence community
organization in general, Resistance to such change is
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only to be expected; for instance, attempts to ensure a
more equitable distribution of health resources could
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, to plan and program actions, and to
institute procedures in a vacuum whilst assuming an absence of
constraints, obstacles, and even active opposition is, of course,
relatively simple. The self-satisfaction of technicians working out
guidelines and methodologies in precisely this way is as real as is
the plethora of national health plans and programs that are taking
up space on library shelves without being implemented.

Primary health care requirements. On the other hand, the de-
mand 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 administrators and
now, mostly by funding institutions, as the overall solution for put-
ting 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 mi:.or changes, in any
‘country or in any situation. This point is directly linked with yet
another constraint. Fast becoming an increasing danger is the fact
that despite the consensus on the conceptual total framework of
primary health care, officials at country level as well as in interna-
tional organizations are over-emphasizing or taking into considera-
tion only the so-called “eight components” in a way that is almost
obsessive. It is true that emphasis was given in Alma-Ata to the in-
clusion of at least certain activities in order to avoid the distortion
of primary health care into a second- or third-class health care ser-
vice for the poor and rural areas. However, certain requirements in
the development of primary health care are far more important. Let
us enumerate them very briefly:

e Political commitment and the will to bring about the reforms that
are essential, translated into political decisions taken by the
government as a whole and at all levels. A real process of reorien-
tation of the health system and a clear re-allocation of resources
are the best indicators of the political commitment.

e A progressive process of transference of responsibilities in the
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delivery of health services from the highly specialized profes-
sionals on the one extreme to the individuals within the family on
the other.

® The review of the technology used at all levels of the health ser-
vices system and the development of an appropriate technology
that is scientifically sound, acceptable to those who will apply it
and to those for whom it is to be employed, capable of being
adapted and further developed if necessary, and financially viable
today in the country and within the local communities.

¢ Multi-sectoral coordination, workable at least both at the national
level for the formulation of compatible policies and at the com-
munity level for concrete actions.

¢ Community participation at all levels, for the definition of prob-
lems, settirlg of priorities, supervising, and controlling the health
activities, etc.

¢ The need for a supportive referral system that will make it possi-
ble 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
components,” but how to initiate some primary health care ac-
tivities while trying to fulfill, 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 endeavor. However, each day
we glean more experience that shows that it is not impossible. At
the present time, with less than 20 years to go to the year 2000, we
have no, alternative but to act—in countries and directly in the
fleld. It has already been stated that we have reached saturation
point in concepts.

Over-conceptualization coexists with oversimplification: as
forms of escapism the two do not contradict one another: One
point is clear, and this is the collective decision of Member States
“to formulate and implement national strategies for achieving
health for all by the year 2000, employing primary health care as
the key approach.” This is fundamentally a national responsibility.
One of the 22 recommendations 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 ex-
tremely important point that is sometimes overlooked: “political
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commitment. . .based upon the full understanding and support of
the people.”*Complementary to this, it recommends governments
“to stimulate, mobilize, and sustain public interest and participa-
tion in the development of primary health care.” This recommen-
dation does not refer only to the essential issue of community par-
ticipation 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 im-
plementation 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 in-
volvement is twofold because besides being a part of the health
system they are also members of professional, occupational or
social groups. National public health associations are clear ex-
amples of non-governmental national organizations that must be
involved and should play a very important and active role. They
may, and should, exercise a leading role. '

The importance of international support for primary health care
wis also underlined by the Alma-Ata Conference. One recommen-
dation referred to the need for countries to share and exchange
iaformation, experience, and expertise as part of technical coopera-
tion among countries, and particularly among developing coun-
tries. Another recommendation similarly emphasized the role of
international organizations, multilateral and bilateral agencies,
non-governmental organizations, funding agencies, and other part-
ners in international health. It was recognized that in order to pro-
mote and sustain primary health care and overcome obstacles in
the way of its implementation, there was a need for strong and
coordinated international solidarity and support, but with the full
understanding that the coordination 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 external sup-
port. Countries also exercise this coordination collectively through
their World Health Organization. This is the basis for the whole
worldwide effort of formulating strategies for health for all that
started immediately after Alma-Ata.

International non-governmental organizations have, therefore,
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an important role in support of this international action. This
would mean, among other responsibilities, supporting correspond-
ing national non-governmental organizations and facilitating the
exchange of experiences, information, expertise, etc. This is our
challenge and we have to face it. It is not just an opportunity but, in
looking at the world today, a moral duty. ]



Developing National Plans
of Action

Dr. A. Al-Awadi?
Minister of Public Health
Kuwait

From “Comprehensive National Planning to Assure In-
tegration of Primary Care,” (Session 201,

It was always clear to health professionals that the real determi-
nants of health are not in their hands. This was the rationale for
extending the scope of primary care in Alma-Ata to include health-
related activities such as heaith education, safe water supply, nutri-
tion, 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 their citizens. Education is a major activ-
ity since a causal association always exists between health and the
educational status of tha community. Moreover, social and eco-
nomic development are major determinants of health, especially in

'Presented by Dr,.Samir Banoub
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less developed countries and in rural communities. Thus it is a one-
package deal necessitating the establishment and implementation of
an overall socioeconomic plan including health in order to achieve
health for all. a

Dr. Samir N. Banoub
Ministry of Public Health
Kuwait

From “Primary Health Care: Converting National Poli-
cies and Commitments into an Implemented Plan of Ac-
tions,” (Session 201)

The first common difficulty in converting action plans is encoun-
tered in the plan preparation itself, where a comprehensive national
long planning process may be lacking or inefficient. Those who
prepare the plans may be professionally trained planners, health
administrators, academicians and senior clinicians, or expatriate
consultants. None of these can do the planning alone; a carefully
selected mix is the appropriate plarning group. Excessive gathering
of unnecessary data is a common feature.

Unless country health programs are presented in an economically
justified way, they will never be accepted or supported by high pol-
iticians and decision makers. Expenditure on health should always
be expressed as a profitable investment to be appealing to econo-
mists.

Primary health care should be recognized as the major tool to
add productive years of life to the community through prevention
and control of morbidity, mortality, and disability caused by the
major health problems. In developing countries, where underem-
ployment and/or overpopulation are common features, this con-
cept may not be convincing. Primary health care then can be
economically justified as a tool to economize the demand and utili-
zation of secondary and tertiary care facilities, which are the most
expensive parts of health services with the least yield in terms of
health. It was possible in Kuwait to identify three major priority
projects to be implemented, only by presenting the years lost to the
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society due to infectious diseases of infancy and early childhood,
motor vehicle accidents, and hypertension and ischemic heart
diseases.

As international public health workers, we cannot ignore the im-
pact of wars and political unrest on health in developing countries.
These countries are the ones who have most suffered from local
wars and political unrest in the last thirty years since World War II.
Local and regional wars are waxing and waning in developing
countries. One can conclude that “Health for All by the Year 2000”
can never be achieved unless “Peace for All” is accomplished. Wars
in developing countries are causing the following:

o War erodes the minimal rate of ecoromic development.

© War encroaches on socioeconomic development prograins,

including health.

e War diminishes the active labor force, including health man-

power and deviates a sizeable proportion of it to the armed
forces and its support services.

5 ,i" f '.‘
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Samir Banoub spoke on developing national plans of action.
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o War is the cause of major health and social problems associ-
ated with mass human movement of refugees in different
parts of the world.

e War is a major cause of mental stress and insecurity in the
affected countries.

o If data are available on war casualties in terms of mortality
and disability, the data may indicate that local wars are one
of the most serious epidemics in the world.

A ‘coordinated effort by international agencies should focus on
the following:

e Peace settlement through the international community and
and the United Nations.

e Technical assistance to countries to develop planning capac-
ities and to formulate national health plans.

» Interchange of experience and information especially among
developing countries.

e Research in the field of primary health care delivery, includ-
ing development of indicators and evaluative techniques.

e Training of health manpower, especially of senior planners,
trainers, and primary health care workers.

Dr. Carl Taylor

Johns Hopkins University
School of Public Health
Baltimore, Maryland, U.S.A

From "Planning for Implementation,"” (Session 201)

Implementation will be facilitated by the following seven steps:

1. From decision makers we need openly stated commitment and
political will for action. The honorable Chief Minister’s pledge yes-
terday is a start.

2. Planning and evaluation units need to be greatly strengthened at
central and state levels. India has always done well in standing on
the one leg of planning by committee. The other leg needs to be
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strengthened of having a staff of full-time planners working on the
implementation process.

3. The greatest problems in implementation tend to be straightfor-
ward management issues. 1 will give only one example. The gov-
ernment health systems are usually paralyzed by a lack of drugs. At
the same time an uncontrolled flood of drugs pours into the villages
through private channels. Our studies showed that in the Punjab
and Karnataka 75 percent of the drugs used by traditional practi-
tioners are the most powerful available pharmaceuticals—not
harmless herbs or “jari-buties.” ‘

Background documents for the ICSSR-ICMR? report showed that,
with present trends, by 2000 there will be as much money spent on
privately purchased drugs as there is in the total government health
budget. We incapacitate peripheral workers by giving them only a
few harmless and relatively ineffective drugs with a year's supply
being used up in a few weeks, while in the private sector the flow of
penicillin and chloromycetin is unchecked.

4. A particular challenge in the Alma-Ata definition of primary
health care is to do something practical about intersectoral coopera-
tion. AsWwith community participation, the slogan is widely accepted
as rhetoric but not taken seriously because we know that if we got
down to specifics we could not agree on what it means. So far, our
main effort in intersectoral cooperation has been to try to manipu-
late othes sectors into doing our work rather than finding synergis-
tic ways of working together. We should not simply impose on busy
village schoolteachers, but should work with them in their primary
responsibility of producing an educated next generation, because
this too is a powerful determinant of health.

In addition to education there are three sectors that overlap with
health so much that constantly we speak of the need to integrate
them with health services. Programs for population, nutrition, and
control of water and other environmental problems overlap exten-
sively with the work of other ministries. We have been recommend-
ing supraministerial commissions to try to get coordination among
ministries for these activities. 1 have come to believe that the first
need is to separate the policy setting process from implementation.
The commissions could be important in setting policy, but then they
should delegate implementation to appropriate ministries.

?ndjan Council of Social Science Research/Indian Council of Medical Research
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Carl Tavlor spoke on planning for impdementation.

The time has come also to recognize that a cabinet cannot accom-
modate three supraministerial commissions for population, nutri-
tion, and water. It might be better to have a single commission tor
social development to cover all three areas.

5. Another challenge to implementation trom Alma-Ata is com-
munity participation. It is time to step outside of our protessional
egocentrism and stop taking over the people’s rights ot decision
about their health, We create dependency rather than selt-reliance.
The health system should increase the capacity ot the community
and of individuals to solve their own health problems. Rather than
waiting passively. the health system should work with the commu-
nity to design and apply appropriate interventions,

For largely pelitical purposes governments and  jnternational
donors have consistently insisted on doing tor the people what the
people would most like to do tor themselves. 1 will mention three
types of activities tor which there is existing demand and therefore
competition trom all sides to get credit tor doing them,
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The best example is that of putting up buildings that provide a
visible landmark that something has been done. Village people take
great pride in providing facilities even when they are desperately
poor. There is nothing that brings a community together more than
putting up a building that will fit with its culture and needs.

Secondly, rural people can almost always work out ways of
meeting their food needs except in temporary emergencies. Well-in-
tentioned food donations that keep food prices artificially low re-
duce incentives for food production.

Third, around the world people are eager to pay for curative
medicines, because then they know the drugs are more likely to be
good. To encourage people to pay for medicines we would ne=d to
get politicians to stop going around promising free medical care.
The health system should make provisions for regular supply at rea-
sonable cost with essential medications being provided free only for
the poorest people.

These are the three most expensive components of primary health
care, and in almost all situations the people would prefer to pick up
these costs. A problem in community participation has been that we
have tried to get communities to pay for things they don’t want to
pay for, such as salaries, while the government gets credit for pay-
ing for what is in greatest demand. Anyone who says primary
health care is too expensive to implement is merely assuming that
the health system: will pay for everything, and this is fundamentally
wrong.

6. A direct and effective way of implementing primary healti: care
is to move progressively and deliberately from projects to general
implementation. People frequently become disillusioned v ‘a pro-
iects that do nothing to ensure that relevant problems identified by
the health system will be worked on within the project and solutions
then fed back to the health system.

The ICMR conference of last April on primary health care
showed that, since Narangwal, there have been almost a hundred
good field projects around India—of which more than 30 were de-
scribed at that meeting. It was clear that a critical mass of experi-
ence is infiltrating the general health services around the projects
even though very few had done anything ahout evaluation, We
need to learn how to adapt general principles to get rapid local
implementation of interventions shown to be cost-effective in projects.

Some of the reasons for special projects are:
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¢ To ascertain the effect of technical interventions or manage-
ment innovations. If basic knowledge is missing a research
project is needed. If an approach is known to work generally
and the uncertainty is whether it will work in a local situa-
tion, then a demonstration project is needed to adapt the
methodology.

- @ To ascertain the probability of success of an approach that is
known in general to be effective. When the impact of a mea-
sure might be great even if the probability of success is low,
the decision might be made to test the procedure first in a pi-
lot project. In the reverse situation, where the probability of
success is high even though the impact may not be great,
there might be more tendency to proceed with general im-
plementation.

¢ To balance judgment about proceeding to general imple-
mentation against cost. Financial cost (in cost/effectiveness
terms) would be a primary determinant in deciding how rap-
idly to move ahead with general implementation. Manage-
ment cost in.terms of availability of manpower, supervision,
and logistic support in meeting the problems of scale in-
volved in general implementation needs careful calculation.
Potential harm from the intervention has to be evaluated
and often the only way of getting a firm analysis is by means
of a pilot project.

» To assess political acceptability and cultural blocks. Many
good interventions produced massive backlash because they
were imposed too abruptly on people, and misunderstand-
ings were created both about results and the motivations of
those involved. As agricultural extension has shown cleariy,
a major reason for demonstration projects ise to produce a
natural diffusion of social change where personal initiative
is required.

In India the potential is especially great if the longstanding re-
commendation could be implemented that each medical college
have effective field practice areas both for health services research
and for community-side teaching, just as university hospitals are
designed for bedside teaching and clinical research.

7. Underlying everything | have been saying is the fundamental is-
sue that we need to improve the quality of care and caring. The
greatest problem in official systems is not so much quantitative as
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qualitative, as indicated by lack of concern and service motivation,
This cannot be imposed or dictated. The only way we will ever get
these qualities to permeate the health system is by learning how to
use projects better.

In order to achieve a new quality of caring, the first need is to
change the attitudes of health workers.

Gandhi said:?

“Medical relief as part of village work or social ser-
. vice—has appeared to me to be the laziest form of ser-
vice and often even mischievous. It works mischief
when the patient is expected to do nothing save swallow
the drug given to him. He is none the wiser 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 ir-
regularities will tempt him to repeat them. The fact that
he gets such aid free of charge will undermine his self re-
spect, which should disdain 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 tell them how to avoid them.
Such discriminating relief is an education in hygiene,
teaching people how to observe cleanliness and to gain
health. But such service is rare.”

At Narangwal we found that two things were necessary. First,
village leaders learned that it was in their own best interests to en-
sure equity. A variety of community incentives need further test-
ing, but the most important single requirement is to develcp indices
of coverage that show that benefits are going to those in great-
est need. Second, this requircs a new approach to surveil-
lance -surveillance for equity. Surveillarce of groups in special
need should lead to affirmative action to redress discrimination,
not just for meral and emotional reasons but for pragmatic health
justifications. The greatest health problems are among the poorest,
and dramatic improvement in a society can come only by concen-

3Gandhi, Viilage Swaraj Narajwa, 1962, p. 198--199.
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trating on their needs. Our studies showed that 30-50 percent de-
creases in death rates, dramatically greater average height, weight,
and psychomotor scores in study villages as compared with con-
trols and sharp increases in family planning and reduction in fertil-
ity occurred only because we preferentially reached those in great-
est need.

A new definition of equity came out of the Narangwal research.
Equality of access may be considered to be all that is possible in
affluent countries. But many of the barriers to access may be intan-
gible, such as the cultural barriers and-shame that make the poor
hesitate to come to model facilities. The only way to be sure of cov-
erage is to have a public health outreach to the homes. We learned
that to achieve equity in our villages we had to shift the surveil-
lance process from using input to output indicators. We arrived at a

B N RAT A bt g e e o R
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From left, George Silver, John Evans, and O. O, Hunponu-Wusu,
participants in the overview session.
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new definition of ec uity, which is that inputs suited to the needs of
the poorest must be increased preferentially to reduce disparities in
outcomes.

Finally, I quote from Rabindranath Tagore, who saw clearly the
need for starting a process of rural development in the whole coun-
try by working in a few villages.

“If we could free even one village from the shackles of
helplessness and ignorance, an ideal for the whole of In-
dia would be established. Let a few villages be rebuilt
and [ shall say they are my India.”

Jai Hind. B

Dr. Richard Smith
University of Hawaii
Honolulu, Hawaii, U.S.A.

From ‘“Primary Health Care: ‘Diarrhetoric’ or
Reality?—Practical Considerations from Field Exper-
iences,” (Srssion 202)

The primary health care (PHC) movement today is being threat-
ened by man-made phenomena that are carrying it down 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.

To avoid a dizastrous demise of the PHC movement, to realize
the full potential of this idea whose time has come, national pro-
grams of action (not just policy) need to be developed that pull to-
gether the present fragments of PHC to produce coherent, sustain-
able, and effective improvement of expanded basic health services.

The most serious threat to effective primary health care today is
the plethora of community or village health worker projects uncon-
nected to functioning supervision and support systems in many de-
veloping countries. These small-scale demonstration projects are
usually of limited scope and geographic coverage. They have prob-
lems with supervision, support, and inappropriate training meth
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ods. Most important, they may be offered as models for replication
on a natinnal scale, without adequate consideration of the new
problems that expansion will entail, especially in management.

Further, as local community health worker or village health
worker pilot programs proliferate and many fall into disarray or
otherwisc prove not replicable, they produce the erroneous impres-
sion that nationa! primary health care programs are not able to de-
liver approprate health services for the majority of a nation’s popu-
lation. The erosion of confidence at the national as well as at the
village level by short-lived demonstration programs that elevate ex-
pectations 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
nationz! PHC program since as a vertical program it will be treated
as another “campaign,” rather than as a unifying force used to con-
solidate and focus the many components of the health system that
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 quo. Programs in maternal and child health,
family planning, safe water supplies, immunizatidn, nutrition,
health education, and other preventive and curative services are all
components of PHC. 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.

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 sys-
tem and its providers is indeed a rare opportunity in our lifetimes.
However, it appears that inertia and apathy on one hand and unre-
strained zeal on the other may prejudice our chances of making the
most ot this fleeting opportunity. The possible loss of this chance
for significant impact is being hastened by “diarrhetoric” describing
the potential of PHC within the perspective of small projects, while
avoiding the tough decisions and actions required tc make PHC a
national reality.

If PHC action strategies of international in:titutions were devel-
oped from the same premises as PHC action strategies developed
by Third World countries, the job of optimizing technical and fi-
nancial assistance would be easier. Collaboration could produce
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more meaningful programs since everyone would be pulling in the
same direction rather than simply looking for targets of opportun-
ity. Such cooperation would be possible within the multiple socio-
political and administrative divisions of nations if there were a
common template or rationale for werking together,

China, Colombia, Guyana, India, Lesotho, Micronesia, Pakistan,
the Soviet Union, Tanzania, Thailand, and a few other countries have
helped us develop a balanced perspective from which to consider
where PHC is now and how it can fulfill its promise for the future,

The following list of common problem arzas in PHC is not ex-
haustive, but it is a starting point:

Common Problems in Primary Health Care

1. 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 been en-
couraged 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 so-
lutions 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 work-
ers that have been trained) or the use of personnel resources and in-
centives that are unavailable on a national scale are but two of the
reasons that such projects often are not duplicated or expanded.

Health projects designed with short development timeframes (de-
perident on 2-5 year funding cycles) produce support systems that
cannot be sustained when artificial donor supports terminate, es-
pecially when the project has not been permanently institution-
alized.

2. Lack of broad base of support for a national program. Without
a high-level political mandate or national commitment, PHC pro-
grams will flounder. If projects are mitiated on a small scale, there is
not significant mobilization of resources to set the stage for a na-
tional program. System changes necessary for national coverage
will not occur.
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3. Obsolete organizaiional structures for delivery of PHC
_services, Many such structures perpetuate over-centralization,
" They also propagate iragmented, uncoordinated vertical programs
that set up their own structures, often parallel to others, often re-
dundant. This situation frequently leads to inadequate support ca-
pability for peripheral services. It encourages the persistence of a
project management perspective (short timeframe, need to have
close control, limited resuits) over a development management per-
spective (long timeframe, development perspective, more signifi-
cant results).

4, Inadequate management support for PHC services. Manage-
ment support for peripheral services is frequently incomplete, unre-
liable, and neglected.

5. Failure to develop a functioning PHC planning capability. Fre-
quently, resource allocation at all levels of the PHC program is not
tied to a PHC planning entity. Inadequate planning for this devel-
opment effort threatens the institutionalization and permanency of
PHC.

6. Lack of overall PHC manpower plan. Without an all-encom-
passing plan for harnessing the skills and knowledge of all categor-
ies of health manpower, governments are unable to optimize per-
sonnel training, deployment and utilization. Physicians, nurses,
other professionals and technicians are often trained without a real-
istic 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 ser-
vices reduces effectiveness of all parts of the delivery system.

7. Ineffective and inefficient training. Many of the approaches
being used to train health personnel are arduous and time-consum-
ing 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 prac-
tical, the esoteric rather than the typical.

Training materials for PHC are beiiig 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. Most of these pub-
lications, however, are not concerned with knowledge transfer,
skills acquisition, or the process needed to do the job. Many of these .
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A scone from Tuesday afternoon’s workshop on developing na-

tional plans of action.

materials are inadequately concerned with preparing peop.e how to
teach and do not take into account how people learn.

8. Failure to link national and regional PHC programs with local
community involvement. A “bottom up” or “top down” develop-
ment 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.

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 cf community support of CHWs: are villages able to
maintain CHWs? Demonstration programs sometimes set inap-
propriate precedents for primary health care (e.g., governments
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pay CHWSs when villages could support these workers, on-site pro-
ject 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 important program ideas from
the pilot stage to a national program.

The rest of the discussion relates to the “how"” of issue and prob-
lem resolution with a rationale that can be used to develop an
action strategy. This rationale is the result of PHC efforts and experi-
ences by i number of countries, some of which meet at regular inter-
vals to share knowledge, method:. and technology that make pui-
mary health care systems work.

A Rationale to Develop a Cou ntry-Specific Action
Strategy for ""HC

1. Develop country-specific PHC joal and objectives. Initially,
the long-range goal of the PHC prgram should be stated in terms
of population coverage, services, ndices, and other relevant char-
acteristics. Short-term objectives thould be stated with schedules,
geographic coverage, and resources a: <ome of the determinants.
Personnel and finances are among the country resources that'then
need to be inventoried. Subsequently, an inver cory needs to be per-
formed for external resource assistance if necessary.

2. Develop a tiered PHC manpower structure and a receptive
framework for new manpower categories developed. A man-
power infrastructure should be developed to train and deploy
competent health workers to deliver decreasingly sophisticated
health tasks as one moves towards the periphery. Experience has
shown that having mid-level health workers train and supervise
community health workers is a most efficient way of obviating the
problems associated with creating tutor training institutions and
with supervision of peripheral health workers. Also characteristic
of this type of structure is the dependency of each tier on the tier
central to it for referral.

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. This facilitates the delivery of generalized essential ser-
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vices 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,

3. Use effective and efficient training methods. Varying ap-
proaches to training must be examined to determine which is most
appropriate for a particular setting. Collective experience dictates
that manpower should be trained for competence. Competency-
based training has been found very appropriate for training
MLHWs and CHWSs. By far the most effective and efficient ap-
proach to communities with low literacy rates is the use of oral
methods of training.

4. Make continuing education part of strategy. Evaluation of
feedback from the field can be used to shape continuing education
for primary health care. Built into the action strategy from the be-
ginning and integrated with supervision and management, contin-
uing education serves to reduce the time of initial training, upgrade
performance, and prevent the decay of skills and knowledge.

5. Use mid-level health workers as critical link between center are

periphery. The mid-level worker can facilitate the combining or
development strategies that “trickle down” or “bubble up.” Mid-
level Lealth workers reduce the technical, social, and cognitive dis-
tance between the district or center and the periphery. These per-
sonnel are important in helping villages organize for CHW selection,
training, and operations and in supporting the control exercised by
villages over their health workers.

6. Analyze and strengthen PHC management support system.
Management support systems must be analyzed to determine where
strengthening should occur. The setting of priorities and strength-
ening of management support systems occurs through a number of
mechanisms including the consolidation of resources, reduction of
redundancies, and other cost containment actions. Management

systems are where we see the most difficult problems in primary
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.
It should enable a ministry of health to submit impact plans to the
ministry of economic planning or the ministry of finarice and other
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ministries that link intra- and inter-ministerial development etforts.
Consolidation of resources producing cost effective and more effi-
cient PHC operations are related to planning as well as to manage-
ment. A management thrust may be the entrée to planning.

8. Use a systems approach to rationalize the organization of the
PHC delivery system. If the organization that delivers primary
health care services is viewed as a whole as well as a series of com-
ponent narts, a systems approach can identify the many parts and
clarify Fow the ‘parts relate to each other. With adequate political
suppor’, action strategies can quickly reduce redundancies; pro-
mote consolidation; build on and strengthen existing structures;
improve the practical functioning of horizontal and vertical rela-
tionships; promote self-sufficiency and the institutionalization of
" PHC by preventing PHC from developing as a vertical program;
and promote a development management perspective in the place
of a project management perspective.

9. Obtain a nationa’ commitment. A national commitment en-
hances the development of a broad base of support for primary
health care, helps mobilize resources, and sets the stage for the
systems changes that must occur for a large-scale national prograr
to be developed. Primary health care program parts brought to-
gether through a political mandate increase the potential to institu-
tionalize for permanence and self-sufficiency.

10. Use country-specific PHC strategy to plan resource applica-
tion. The action strategy that results from a rationale such as this
not only promotes the appropriate allocation of available re-
sources, hut also prepares a coherent, comprehensive, and rational
basis for obtaining external resources. Such an action strategy can
lead to a quality primary health care program that is cost-effective
and efficient.

Moreover, the program would be characterized by consolidation
of resources and organizational support structures, with minimized
redundancy. In addition, this kind of action strategy will permit the
use of appropriate technology that has been adapted to a nation’s
special problems and resources for the strengthening of manpower
and systems. Finally, a good action strategy will provide more al-
ternatives with regard to independence or reliance on outside
assistance.
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The. rationale being discussed has focused on the two critical in-
tervention points in primary health care: manpower development
and systems development. 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 direc-
tion and attainable objectives, to be reached incrementally if
necessary.

Moreover, inputs into the PHC system -an be planned against
the backdrop of the total (ideal) framework needed. “Bits and
pieces,” small health projects, vertical program resources, and un-
solicited 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.

Action strategies based on this rationale can be used to coor-
dinate 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
privatz voluntary organizations. In this way, coordination of exter-
nal inputs can strengthen PHC by increasing the appropriateness of
all such inputs while strengthening the control of resources by na-
tional governments. Further, it appears that most international in-
stitutions would welcome the opportunity to finally move beyond
PHC policy statements to action strategies based on field ex-
perien: =s 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 ra-~
tionales, can be developed-if available collective knowledge, ex-
perience, and technology is harnessed and brought to bear on a
country’s specific problems. The mechanisms for bringing these
collective ingredients together are available. The success of PHC
thus does not have to depend upon serendipity or reinvention
of medical wheels, but rather upon the shared experiences,
technology, and goodwill of all of us involved in improving the
total well-being of people. a



86 Message from Calcutta

Anita Basu et al.
Memorial University
Newfoundland, Canada

From “Program for Primary Health Care in Nursing,”
(Session 202)

Canada is the second largest country in the world. Population den-
sity is high in the southern part and mostly in large urban centers.
But as you travel up north, the small population pockets are thinly
distributed all over the land. By looking at the population distribu-
tion it can be easily comprehended how difficult and expensive it is
to provide the full range of total health care to every individual.

The entire northern region is served mainly by nurses. It is dif-
ficult to recruit health personnel in these isolated areas in spite of
special salary incentive. Professionals working in these regions
have to face a real challenge in providing care for a wide range of
health problems and covering a vast territory. Moreover, the
population they serve belongs to various cultures. Often the nurse
is a white female of Anglo-Saxon origin serving people of Eskimo,
Indian, and other non-white origins. Frequently there is a language
barrier that impedes basic commnwunication and understanding. This
is sometimes further complicated when nurses are recruited from
other countries, and the entire country and its culture urc foreign.
Such, in short, is the background against which a quality health
care service needs to be organized and delivered.

The School of Nursing of Memorial University, Newfoundland,
offers a program to prepare nurses for primary health care in north-
ern Canada. Under the Outpost Nursing and Midwifery Program,
students learn to function as professional nurses in rural, semi-
isolated, and isolated areas where the traditional health problents
of influenza and tuberculosis have been compounded with other
heaith problems in recent years. Some of tliese are sociopsycho-
logical in nature, such as alcohol abuse, violence, and mental
health problems. In addition, the incidence of venereal disease has
increased significantly due to several changes in the society.

Educational program components include complete health as-
sessment, management of common disorders, pharmacology, com-
munication, transcultural health care, and midwifery. a@
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Dr. Ahmed 1. Gomaa

Director of Rural Health Sen ‘ces
Ministry of Health

Mansura, Egypt

From “The Strengthening Rural Health Services Delivery
Project in the Arab Republic of Egypt,” (Session 308)

Egypt's rural pepulation is approximately 21 million or 56 percent
of the countrys total population. Rural residents are located in
4200 villages, each of which contains from 1000 to 20,000 in-
habitants. The rural health services comprise a network of 2300
units covering all the villages eithe: directly or within a distance not
greater than three kilometers. The network is staffed by approxi-
mately 3000 physicians, 6000 nurses, and 3000 technicians.

The policy of the Ministry of Health is to build rural health units
in all villages with a population higher than 3000, giving priority to
those more than two kilometers from the rearest unit. The policy
also calls for expanding some rural health centers to rural health
hospltals, giving priority to those farthest from district hospitals
and with more population coverage.

The Ministry feels that the foilowing factors limit the productiv-
ity of this extensive and well-staffed rural health system: the ab-
sence of adequate means of transportation in the system; the ab-
sence of effective means of communication among the clements of the
system; shortcomings in training and supervision; and inadequate
incentive rewards to motivate staff to a higher level of performance.

The objective of our strengthening rural health services delivery
project, developed with the assistance of USAID, is to identify and
validate, through field testing, replicable methods to reduce or
eliminate some of the major constraints to the rural health delivery
system already mentioned.

The field testing is being carried out in 222 health facilities in dis-
tricts and governorates representative of upper and lower Egypt;
this repre «nts nearly ten percent of the Egyptian Rural Health De-
livery System, covering nearly ten percent of the rural population.

The five-year project will evaluate the impact of improved trans-
portation and communication, training, supervision, and motiva-
tion on the coverage and utilization of rural health facilities. The
Egyptian Ministry of Health will replicate whatever methodologies
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will prove successful in the area of the project tc improve rural
heaith sorvice delivery.

The strengthening rural health delivery staff ran'ced health prob-
lems in Egypt by the following criteria in order of decreasing im-
portance: preschool age mortality; birth rate and child morbidity
prevalence.

Our 2chicvements to date are:

¢ Every health center in the ten districts is now supported by a suit-
able vehicle to enable health teams in these centers to reach all
villages. At the district level, the system is supported by the nec-
essary vehicles for health education, drug transportation, trair.-
ing, and supervision.

® A new outreach program was introduced that delegates diagnos-
tic and treatment responsibilities to paramedica. personnel. Car-
ried out by the nurse, the sanitarian, the laboratory assistant,
and the physician, the program consists of perijodic visits to each
village and within each village to each home with a pregnant
woman or one or more preschool children.

® Training of all health teams was performed. Training sessions
concentrated on responsibilities, knowledge, and skills of the
paramedical personnel as well as on teamwork.

¢ An incentive system considered adequzte to motivate staff to a
high level of performance raises the morale of the peripheral
health teams. Incentives are also provided partly by improved
availability of training opportunities in-country and for physi-
cians and other senior health team members abroad.

A diarrheal disease control study was conducted duri::g the sum-
mer of 1980 in three districts of the project. Diarrheal disease
presently accounts for the majority of deaths in children below five
years of age in rural Egypt. Control or complete elimination of
deaths from diarrheal disease could reduce child mortality by as
much as 30 percent to 60 percent, depending on locally prevailing
mortality and morbidity rates.

The main objective of the study is to find cost-effective means of
reducing the high number of preschool child deaths that unnually
occur in rural Egypt from diarrheal diseases. A five-cell study
design was prepared to test two methods of oral rehydraiion—a
balanced eleairolyte solution (oralyte) and a sucrose salt mixture,
as well as various means of making these mixtures available and ac-
ceptable to the community.

" In the first c=ll the nurses teach the family about diarrhea and
how to prepar: the sugar and salt solution with ingredients already
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ist the home. In the second cell, nurses provide the same health
education, but distribute the prepared oralyte mixture and teach
tke families how to use it. In the third cell, nurses do not distribute
any rehydration salts; they refer the mothers to pharmacies and
shops where the prepared mixture can be bought. In the fourth cell,
nurses distribute to families prepackaged sugar and salt prepared
by the government drug factory. Health education on how to ad-
minister this mixture is provided. .

The fifth cell is the control group. In this cell, oral rel.ydration
salts are .available in health centers as they are in the rest of rural
Egypt. No special instructions or training is given.

The mortality results obtained show that in villages where
balanced electrolyte mixture was readily available to the’ mothers
(the oralyte home-distributed cell) mortality was less than one half
that of the control area. Even in the villages where mothers
prepared the rehydration mixture from home supplies of sugar and
salt, mortality was reduced by.more than a third of that of the con-
trol level. Use of the prepacked sugar and salt mixture gave about
the same results as when the fluid was prepared from home sup-
plies. ' :

It was discouraging to find that there was no marked decline in
mortality in the villages where oralyte was made availabie through
commercial outlets. Sampling of rehydration mixtures prepared in
the homes in this cell indicates that pharmacists and shopkeepers
not ¢nly fail to instruct mothers in the preparation of mixtures, but
may even have confused those mothers who were instructed in the
correct preparation and use of the mixture by the home visiting
nurses, . |

Dr. Moussa J. Idi
Deputy Health Director

Ministry of Health
_ Tahoua, Rep. Niger

From “Developing National Plans of Action,” (Session 308)
A successful national plan of action in delivering primary health

care demands full government support, adequate resources, and
appropriately trained personnel.
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~ Our health policy is oriented towards the practice of global mass

medicine, integrating curative, preventive and educational aspects.
It addresses both the urban and rural communities and actively
seeks their full participation. We can only praise our government
for adopting equity and accessibility as a.national strategy for deal-
ing with the important problems of primary health care delivery for
the last eighteen years. '

The Niger Republic primary health care delivery approach is the
creation and systematic follow-up of village health teams, essential
for dispensing primary health care to the mass of our population.
At the community level, the village health teams protect and pro-
mote better health through health education, MCH services, and
treatment of common diseases and trauma; they are' also the first
point of contact for the national referral system.

Primary health care is delivered at the village level with full and
voluntary participation of the communities, who choose their own
candidate to be trained for the health work. Their training, super-
vision, and evaluation are done through the joint effort of the
Ministries of Health, Planning, Education, Interior, and Rural De-
velopment, with the support of USAID.

Although the idea of primary health care delivery is intensified at
the village level through the activities of the village health teams,
one must not leave the impression that this essential element of
health services is not delivered in other health centers in. Niger
Repablic; this may be true about specialized hospitals to a certain
extent where only through some slogans and visual aids can one
give the message, but our district health centers and rural dispen-
saries are the main places where real organized health education
programs exist. Trained staff nurses and midwives carry out all ac-
tivities of maternal and child care. Furthermore, health education
programs are broadcast over the radio and national television in
French and local languages. We are now developing a national ma-
laria control strategy and presently examining our position for de-
veloping a strategy for providing safe water during this U.N. Dec-
ade of Water. |
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 Field Programs

Dr.-A.A. Rozov

Semashko All-Union Institute of
Social Hygiene -

U.S.S.R.

From “The Role of Primary Health Care in the National
Health System of the U.5.5.R.," (Session 201)

The basic principles of the Soviet public health system are organi-
zation of free, accessible medical care by the state; provision of
preventive measures; and mass involvement of the population in
medical-sanitary activity. _

Today in the U.S.S.R. primary health care is provided-both at
the place of residence and at the work place. The basic unit is the
uchastok (the smallest territorial unit for curative and preventive
work). The leading health establishment in the public health system
is the outpatient department. There are polyclinics and outpatient
clinics, women’s consultation centers, doctor and feldsher medical
aid posts, emergency medical services, and health centers at in-
dustrial enterprises. Medical home service is organized according to
the uchastok-regional principles.

9
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"A. A. Rozouv described the primary health care system in the
U.S.5.R.

In towns primary health care is provided by large polyclinies (for
800-1200 visits per shift), medical aid posts, and medical sanitary
units at industrial enterprises, multipurpose hospitals, inter-
regional and urban centers of special.care, if necessary. Health care
to women and children is rendered by a network of special estab-
lishments. Their work is based on specific needs of these popula-
tion groups. [

Deoki Nardan et al.
S. N. Medical College
Cegra, India

From “Role of Traditional Birth Attendants in Primary
Health Care,” (Session 203)
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In India, traditional bisth attendants (TBAs) are actively involved
in providing maternal and child health services, especially in rural
are~s, where 72 percent of the total population lives. The TBAs can
help immensely to reduce the maternal and infant mortality rate if
they are properly trained, organized, and utilized.

In a study of the performance of trained versus untrained TBAs,
deliveries performed by trained TBAs resulted in a considerably
jower percentage of complications due to tetanus neonatorum (2.8
percent vs. 8.9 percent) and other infections (20.8 percent vs. 73.2
percent). Additionally, trained TBAs were more likely to register
their deliveries.

This study significantly reveals that TBAs have a great role in re-
ducing tetanus neonatorum. Their proper indoctrination to ma-
ternal/child health services on a scientific footing will help reduce
infant mortality rates; they may also prove effective change agents
for many other primary health care programs.

In India, TBAs can be very safely and effectively utilized for dis-
semination of primary health care because of their identified har-
mony with the village communities. They can be effectively utilized
to organize and implement antenatal, postnatal, and immunization
services, health education, follow-up services, motivation for small
family norms, collection of health statistics, and other tasks. .

Dr. Pien Chiowanich et al.
Lampang Health Development Project
Lampang, Thailand

From “A System of ‘Evaluation and Management In-
formation for Integrated Rural Care: The Lampang
Project Experience,"” (Session 203)

The Lampang Project goal has been to improve the general level of
health of the rural population through the development of a flex-
ible, innovative, low cost integrated health delivery system. The
system was designed to reach and serve at least two-thirds of the
target population, defined as women of child-bearing age and chil-
dren under six years of age. While all regular government health
services have been continued, emphasis has been placed on the
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Ministry of Public Health's priorities—nutrition, family planning,
and maternal and child health services.

To accomplish increased coverage with effective services within
the. government’s resources, a variety of innovations and key
features have been developed and tested during the 1975-1979 pe-
riod i Thailand’s northern province of Lampang. These are:

e reorganization of the existing provincial (government) health
care system, including integration of .curative, preventive, and
promotive health services within and between the provincial
hospital and the rural health, care facilities;

¢ upgrading of existing government health workers and, in partic-
ular, the creation of a new cadre of clinically trained paraphysi-
cians (wechakom, in Thai) who are competent to handle comrion
illnesses and to provide other basic health services at the district
and subdistrict health centers, within easy reach of the villages;

¢ development of large cadres of community health volunteers
(health post volunteers, health communicators, and traditional
midwives) to extend primary health care and information toc
every village, and to serve as primary entry points into the gov-
ermment health care system; .

¢ improvement of the efficiency of the expanded system, primarily
by improving its management through an internal, multidirec-
tional system of information flow that would enable managers at
all levels to monitor the system’s performance and to make
better informed decisions.

Evaluation was built in as an integ\ral part of the Lampang Proj-
ect from its beginning in 1974. The internation-' agencies support-
ing the project emphasized evaluation because of their desire to sys-
tematically gather information on perfcrmance and cost of new
approaches to health care for the underserved rural majorities and
on the resulting impact on the population’s health status. The agen-
cies also sought the clearest and most unequivocal information pos- -
sible to guide them in their .broader policymaking decisions
concerning investments in health care. But they were cqually inter-.
ested in assisting the development of evaluation methodologies that
might be applied elsewhere and in monitoring systems that would
facilitate rapid information feedback for program management.
~ The evaluation system is designed to measure and explain what
effect project inputs have had on the pattern, quantity,.and quality
of service_utilization, and ultimately on the health status of the
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A workshoy on impleientation of field programs.

Lampang population. The overall goals of the Lampang Project
have been translated into four major evaluation obijectives:

e To measure consumer accessibility to and acceptance of services
in experimental and control areas over time.

o To assess the performance of health perscnnel and the costs of
the health delivery system within the existing operations and
management practices.

¢ To measure the impact of services on the target population’s
health in terms of changes occurring in baseline health status in-
dicators over time.

e To assess the financial, social, and administrative feasibility of
replicating the key features of the health delivery system of the
project.

The nature of the evaluation design is a quasi-experimental (pre-
test, post-test) type, with two control areas. The evaluation system
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focuses on measuring the change in indicators before and after proj-
ect interventions, as well as on monitoring of process (the shorter-
term changes that occur during the course of the project).

The evaluation objectives have, to a great extent, guided the
collection and analysis of data. Data have been generated from two
major sources: (a) a system of reports and records, most of which
already existed in the provincial health information system, and (b)
several surveys and special studies that were specifically organized
by the project’s evaluation and research division. Together, these
have provided the base of data on which to measure project pro-
gress.

One limitation in the early project evaluation stage was the sim-
plicity and generality of the overall project objectives. For example,
although the general project goal was to increase coverage of rural
women aged 15-44 and children under age 6, this was not translated
into the specific service targets involved: targets for pre-natal care,
delivery care, post-natal care, nutrition services, family planning,

immunizations, etc., make up this broad coverage activity.
Concepts and approaches to health care, in recent years, have
changed dramatically, and are continuing to evolve. As the pace of
this evolutionary change intensifies, so also does the need increase
for a health research and evaluation capability that can monitor
and assess it. A beginning has been made in Lampang. But for the
health care system to effectively reach and serve all those in need,
health services research must be a continuing process, evaluating
what has been accomplished and suggesting new directions for the
future. :



Manpower Planning
“and Training

Dz, Timothy Baker
Johns Hopkins University
Baltimore, Maryland, U.S.A.

From “Health Manpower for Primary Health Care: A
Framework for Planning,” (Session 201) -

For purposes of this presentation, we will assume that primary care
includes the point of first contact, is not restricted to medical care
but includes preventive health ;erl)ices; and is to be made available
to both rural and urban populations. .

Primary health care planaing, to be appropriate, must be placed
in the context of secondary and. tertiary care resources in the area
for which one is planning. :

The three basic elements of health manpower planning are de-
mand, supply, and productivity. They are related as shown in the
following diagram.!

1Baler, T., “Health Manpower Planning,” Chapler 10 in Health Planning, ed.
Refnke and Williame, Johirs Hopkins University, 1972
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Figure 1. Supply-demand balance on the fulcrum of productivity.

Demand is usually considered as éffective economic demand,
either by individuals on a private payment basis or by taxpayers
through their government system. It is not enough to say that we
will provide “health services to all” without considering the ex-
penses of these to the nation’s government or to the individuals of a
nation on a private paying basis. Demand is demand for services,
not for individual health professionals.

Supply of health manpower refers to individuals, usually in
terus of full-time equivalents (FTE), i.e., 2 half-time workers equal
one full-time equivalent. This concept of full-time equivalents is
emevitial for planning purposes, particularly when some of the
health workers are ot available on a full-time basis.

Productivity is the fulcrum for the balance of suppiy and de-
mand, Productivity is usually described as the number of services
provided per unit of time per health worker. In a very simp!e exam-
ple, we can assume that a commurity of 100,000 people will have a
reed for 2 to 3,000 complete series of immunizations per year.
(Birth rate 20-35; ectimate of size of ‘cohort requiring immuniza-
tions each year.) If the effective price of immunizations is close to
.zero for the individual (i.e., the community decides to provide im-
mm.ﬁzations free of chm'ge to individuals), the demand ruay ap-
proximate the nesd, If an “immunizer” has a productivity of approx-

- imately 4,000 immunizations per year, the supply of immunizers
mquued is from .25 to .5 full-time equwalent (FTE) “immunizers”
for the community.



Timothy Buaker presenting on manpower planning during the
overview session.

Of course, real life planning is not this simple. One deals with
teams of workers and mixes of services. When one discusses the
mix of health manpower on the various teams serving the needs of
the people 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 can be converted into effective economic demand.

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 princi-
pleis based on the assumption that productivity does not decrease
at the same rates as salary.

Downward delegation of functions is limited by: (1) quality of
care expressed as end results of services, (2) acceptability to con-
sumers, and {3) perhaps most important, acceptability to the pro-
fessionals who set standards for care. Physicians in developing
countries often state that nothing tut 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. |
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Dr. Pien Chiowanich

Chiang Mai University

Lampang Health Development Project
Thailand

From “Health Manpower for Primary Health Care:
Planning and Training,"” (Session 201)

In the developing countries, primary health care has a significant
role in the protection and promotion of health of the people at the
grass roots lsvel, It is well known that at this level the “conven-
tional” public services coverage is remarkably low. While “tradi-
tional” practice is common, it is mostly curative, unorganized, and
less effective. Thus the demand for health services exists in the
villages.

In the Lampang Project, three categories of village health volun-
teers have been deployed. The traditional birth attendants (TBAs)
render basic MCH services, while the health post volunteers
(HPVs) deal mainly with minor emergencies and simple ambula-
tory care. The latter, with the cooperation of the health communi-
cators (HCs), promote family planning, nutrition, and environ-
mental sanitation services of the government health workers.

In Thai villages, health work is a merit, thus making it acceptable
to most, if not all, the rural people. Consequently, supply of health
manpower does not seem to be a problem at this level. But the
methods of selection should be seriously and carefully scrutinized.
In the Lampang experience, the sociometric method provided young
and less experienced trainees, but it was costly and time-consuming.
Selection by the local (village or subdistrict) committees and the
peripheral health workers resulted in an older group of volunteers
with more supervision and support from the local community. In
relation to supply of manpower, an important factor that should be
taken into consideration in planning is the part-time nature of the
volunteer's work. Their working hours are quite varied and dif-
ferent from scason to season.

Productivity also varies remarkably from person to person, de-
pending on occupation and previous skills. Frequently both pro-
ductivity and supply must be taken into consideration, together
with geographic coverage. For example, in a village with 1000 peo-
ple and a birthrate of 30, 2 or 3 deliveries a month may not seem
very productive for a TBA. But extending the area of coverage to
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move villages is not practical and in some cases even not feasible for
an older woman.'

Cost is probably the most important factor in planning. While
the initial cost is relatively low due to short initial training, the
_recurrent cost for maintaining the volunteer system is somewhat
high since supervision, logistic support, and retraining are all essen- -
tial and continuing. :

As in planning, an unconventional approach should be used in
training the volunteers. The curriculum shovld be strictly deter-
mined by local health probiems and the volunteers’ willingness to
participate in the system. For example, most of the old TBAs are re-
luctant to distribute contraceptive pills but willing to refer the
potential consumers to the appropriate sources. Nonformal educa-
tional technology should be used, and this requires suitable trainexs
who know the subject matter well and are sillful in the training
methodology. =

John Rogosch et al. _
Lampang Health Development Project
Thailand

From “Training Community Paraphysicians and Village
Health Volunteers in Thailand: A" Partnership for Effec-
tive Rural Health Care,” (Session 204)

If “health for ai;” 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 be-
tween the village health pest volunteers and the wechakomn (com-
munity health paraphysicians). But systems of supervision, sup-
port, technical guidance, and continuing education are nceded by
both the wechakom and village health post volunteers. Beyond
this, open communication and frequent encouragement are essential.

Identification of training requirements for wechakorn 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 prov-
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ince. After the first groups of health post volunteers were deployed,
analysis of their records gave further evidence f the preponderant
health problems at the village level. Community health and nutri-
tion surveys of the project and other health surveys were examined
to help identify key health and medical problem areas.

The second important approach was to analyze the job descrip-
tions, tasks, and performance of existing health workers at health
units where wechalkon would be deployed. The third step was to
define the new role of the wechakomn at each of the service units
where they would be deployed, and then to determine the exact job
description for wechakom. Once the health problems of the com-
munities and the jo'» description for wechakom are determined, the
basis is establishe’] for development of the curriculum that will be
used in the traiing of wechakom. Instructional materials and in-
structional prv.cess for wechakom training were based on the
MEDEX approach.

Althegin wechakom and primary health workers have been
depl- y2d only a few years, it is already evident that the utilization
% government health services, particularly at the health centers
and district hospitals where wechakorn are assigned, has increased
markedly in contrast to the project’s control areas. Preliminary
review of data suggests that there is now a reversal of the former
trend of increasing reliance on hospital-based provision of curative
services to more appropriate provision of medical and health ser-
vices at the periphery, away from the overcrowded hospitals. Con-
sumer satisfaction with government health services in general—and
with wechakom in particular—is very high. It is primarily because ,
of the development of wechi.kom and village-based primary health
care workers that Lampang has been able to increase coverage from
some 20 percent at the beginning of the project to about 70-80 per-
cent at the present tir .e.

Support for wechakom in the district and provincial hospitals
has presented only minimal problems since the wechakorm work in
~ close proximity to their physician supervisors and can consult with
them and receive in-service training csgularly. However, for
wechakom located in the more distant sub-district health centers,
technical support is a crucial need and often a difficulty. There has
been a clear need—and an expressed request from the wechakom
themselves—for individualized, extended technical supervision at
their work sites, but this has been difficult to arrange on a regular
basis.
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Supplies and equipment needed by the wechakom at their health
centers were 2 problem for the first group of wechakom because, as
former midwives and sanitarians, they had not been authorized to
order antibiotics, for example, or to insert IUDs. This problem has
for the most part been resolved as 2 result of continued discussion
and clear demonstration of competence by the wechakom.

The administrative and technical supervision and support of
wechakom and village health post volunteers is still not considered
to be satisfactory. The plan was for the wechakom to provide
supervision to the 10-15 village health post volunteers ir his area at
least twice per month, but the demand on the time of we:hakom for
provision of curative care at the health center makes this
schedule impossible. The original plan was for monthly technical
supervision of wechakom, but ite district hospital physician and
the district health supervisor are generally too busy to make visits
this often.

The two-week training course for health post volunteers seems

Scene from a workshop session.
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" adequate to provide the basic skills needed to begin their work. A
period longer than this would probably be beyond the time active
household and community members could be available. But it is
also clear that two weeks is not enough to make a volunteer an ef-
fective primary health care worker.

There may be, perhaps, too much emphasis on curative care,
because it is generally what villagers demand. It is no doubt ‘impor-
tant to have some simple curative care skills as a means of estab-
lishing credibility, and they may lighten the load on health centers

for minor ailments. But focus on clinical care has somewhat
sidetracked the needed emphasis on prevention of problems more
directly related to health status. We need to n.rrow our focus to
three or four selected program areas that have high potential for
impact on health in the community. In Lampang, this might be
nutrition, immunizations, sanitation, and familyplanning. Ideally
the training should be competency-based.

Assuming we can redirect volunteers’ work towards activities
that may have a direct impact on health, we must emphasize that
volunteers cannot work alone. The volunteers can help to identify
problems and can stinlate community interest in dealing with
them, but the government health care system must be prepared to
provide the technical support and deal with the demands generated
by the community health activities. This is an important gap to
bridge.

The notion of self-relfance is integral to primary health care. The
aim is to make our underserved population realize there is much
they can do to help themselves, and train them how to do it. Pri-
mary health care can be mistakenly viewed as an independent, self-
supporting system that will relieve some of the burden on the gov-
ernment heaith care services. But to achieve the full potential of
primary health care requires new responsibilities and intensified ef-
fort on the part of the government health services.” Stimulating
community interest and support, training the volunteers, keeping
them supplied, supporting them technically, and backstopping
their community health activities are minimal requirements to pro-
vide a structure in which primary health care can fulfill its potential.
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Dr. Pradyot K. Khan
Calcutta Hospital and Medical
Research Institute
- Calcutta, India

From “Total Health Care during Female Sterilization,
(Session 20¢)

In busy family planning clinics and in camps for sterilization, a
proper medical and gynecological examination of the patients is
generally not done. In the enthusiasm of carrying out sterilization
operations, many cases of medical, surgical and gynecological con-
ditions have be=n overlooked; this adds.up to a large group of pa-
tients complaining of “post-sterilization syndrome.” From a study
. of 500 of such cases, many gross medical and gynecological condi-
tions have been discovered. Anemia, diabetes, hypertension, tuber-
culosis, neurological and endocrine disorders are only a few
pathological medical conditions to mention. For nineteen percent
of the group, this was the first medical and gynecological check-up
the patient had ever received. Sterilization presents an excellent op-
portunity to give complete health care to the mother, and children
if possible.

This approach of total health care during sterilization gives com-
plete medical and gynecological coverage and also prevents many
post-operative legacies that foster a bad reputation for this opera-
tion. Consequently, the acceptability of the operation can be ex-
pected to rise significantly. [ ]

Dr. Eugene Boostrom et al.
University of Hawaii
Honolulu, Hawaii, 1J.5.A.

From "Appropriate Technical Cooperation for National '
PHC Programs: Use of Prototype Materials in Training
and Management,"” (Session 204)

The growing demand for technical expertise in primary health care
programs requires that governments and donors make the most ef-
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fective possible use of limited funds and of existing technical experi-
ence and resources. Use of standardized, field tested training and
management “prototype” materials, along with effective tech-
nology for their country-specific adaptation, can help accomplish
that.

For the last decade the University of Hawaii Medical School’s
Health Manpower Development Staff (HMDS) has been develop-
ing prototype training materials for primary health care and has
assicted the governments of Thailand, Micronesia, Guyana, Paki-
stan, and Lesotho in adapting and utilizing those prototypes in
their own PHC systems.

HMDS has organized the prototype training materials into
“modules.” Each module provides sets of self-instructional
materials, teaching materials and learning activities, selected audio-
visual aids, reference materials, and materials for competency
asséessment, all focused on assuring post-training competence in the
specific task addressed by that module.

Sets of modules have been developed for training both commu-
nity health workers (CHWs) and mid-level health workers
(MLHWS), within a system under which MLHWs—after appropri-
ate (module-based) training for the tasks—train, support, and
supervise CHWSs. :

If the benefits of prototype materials are to be attained, the
materials must be used as prototypes, not simply put into use
without modification. They must be “adapted,” not just “adopted.”

In that adaptation process, country-specific PHC roles and job
tasks for CHWs and MLHWs are first defined or clarified. Next,
through intensive curriculum adaptation workshops, training pro-
grams are designed and modules modified to develop workers’
competence for those roles and tasks. Through this same process,
health workers and other workshop participants become familiar
with both competency-based training and plans for the strength-
ened or expanded PHC program.

The following conclusions have been drawn from experiences
with HMDS training materials and adaptation technology:

o The prototype modules contain a broad enough scope of content
to address most of the country’s specific needs. (During the adap-
tation process, some of the prototype remains unchanged.)

o The adaptation process has been an effective device for adjusting
the discrepancies between the prototype and the country require-
ments,
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« Workers trained have provided an acceptable quality and level
of service to the community.

¢ Adjustment and refinement of the materials and instruction sys-

. tem continues, based upon assessment of graduate performance,
when a supervisory system is established that provides feedback
to the training unit.

The competency-based training approach has been successfully
implemented in Micronesia, Guyana, Pakistan, and Thailand,
where heterogeneous student groups have been trained and subse-
quently accepted by the community.

HMDS, on the basis of its PHC experience in those countries, is
now revising prototype training materials and preparing them for
publication. By mid-1983, a number of the original modules, hav-
ing undergone sufficient testing and reision, will be ready for
publication. Prototype materials for the analysis and improvement
of management support systems and for management training are
also being developed. At present the existing HMDS prototype
training materials are only available to natioaal health programs
that are willing to collaborate with HMDS in testing as they
develop their own PHC programs. This work has been funded by
the U.S. Agency for Intemational Development. ]
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Dr. David Morley
Institute of Child Health
London, UK.

‘ 'From “Health Care for All Children by 2000,"” (Session
201)

The primary school is to be found in almost every village. In spite
of many shorcomings and a lack of resources, the school and its
teacher are highly respected. Within the next two decades each vil-
lage will receive help from perhaps as many viliage health workers
as there are schoolteachers.

Many of the community health workers' functions will not be
too dissimilar from those of the teacher. The village health worker
will provide hezlth education in better nutrition, managing diar-
rhea, preventing diseases through immunization, as well as treating
a few common conditions such as pneumonia and skin infections.

For example, in their training, village health workers may have
been taught how to make a rehydration solution, determining
sugar and salt quantities with a measuring tool they fashioned from

Previous Page m“nkm
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a block of wood (figure 1). They will see that such simple measures
are widely distributed in the village, and all the women will be_fa-
miliar with their use. Similarly. they will have learned to assess the
nutrition of children between the ages of one and four. They will
achieve this using the finger and thumb round the inid-upper arm
of the children and will attempt to develop this as a means of greet-
ing’ to small children in the village.

In spite of the teacher and the primary school being highly re-
spected, those intent on rural development will not be happy with
the present objectives of the curriculum and the hopes of parents,
teachers, and schoolchildren. This is to instruct children so that
they can achieve the next step on the education ladder into the sec-
ondary school. Whatever else may be achieved, this step up the ed-
ucational ladder is likely to be a step away from the village and in-
volvement in improved agriculture and a broader based village
economy. -

For this reason, those health workers who are prepared to seek
" out senior colleagues in education may-find that they are interested
in efforts to alter the curriculum so that it will have a greater health
and development content. A specific example of such a develop-
ment and its wide acceptance has been the CHILD-to-child pro-
gram. For thousands of years older children have been caring for
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Figure 1

A block of wood in which holes have been drilled for the appropriate
quantities of sugar and salt. The instructions as to how to use this may
be written-in the wood in the local language by schoolchildren. The
two-ended plastic spoon can be used to check the size of the holes. A
sample spoon is available from Teaching Aids at Low Cost, 30 Guil-
ford Street, London WCIN 1EH, UK.
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' their baby brothers and sisters. Only in 1979 with the Year of the
Child was this capitalized upon to create a program so that these
older children can be taught how to care for and stimulate the
young children who may be in their care for so much of the day
(figure 2). - ,

In developing countries, distance learning programs are required
for the ongoing education of health workers. These should be
headed up by eGucationalists, as the problems involved are more in
education than in health.

The small di{tance Jeaming team would include a young and en-
thusiastic 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 program.

WHO PROVIDES CHILD CARE ?

Figure 2
Figures from Shah show that in one area of rural Maharashtra more than half the
children are cared for by clder children.
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At first the teaching would be didactic, perhaps on why measles
is severe and how to manage dehydration. As the training pro-
gressed, 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
wouald be encouraged through this training program 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 programs would not be easy and at first only a small minor-
ity 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 leam 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 underprivileged childreninourworld. B

Dr. K. K. Choudhury
Dr. A. K. Chzkraborty
Arunachal Pradesh, India

From “Medic Scheme in Arunachal Praaesh,” (Session 205)

The government of the state of Arunachal Pradesh, India, uses grass
roots health workers called medics to help meet the health needs of
the villagers of its remote localities. Over 310 medics have been
trained since 1977 in six-month programs in district hospitals. For a
monthly honorarium of Rs. 350, the medics provide primary health
care services, impart health education, and assist the workers of
other vertical health programs during their visits to the two or three
villages under each medic’s jurisdiction. A monthly supply of com-
mon medicine worth Rs. 100 helps medics ireat common ailments. =
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Dr. Banco Coyalji
King Edward Memorial Hospital
Poona, India .

From “Vadu Budruk Rural Health Project,” (Session
205)

India has successfully battled against some of its major health prob-
lems by control of several killer diseases. The death rate has fallen
from 27.4 in 1941-1951 to 15.2 in 1971-1981. Life expectancy has in-
creased from 32 to 50. It is, however, distressing to note that about
one third of the total deaths occur among children under 5. Infant
mortality is stili around 120 per 1000 live births—half of these
deaths occurring in the first month of life. The maternal mortality is
still 393 per 100,000 and nearly 50 percent of all deaths are from pre-
ventable causes. This is an indictment of saciety’s failure to provide
not only medical care, but food, shelter, clean water, and sanitation
to its teeming underprivileged.  °

The Vadu Budruk Rural Health Project works with the system as
it exists today and has administrative and technical control over the
government staff, Its basic philosophy is that a partnership be-
tween the people and the health services can release the tremendous
capacity of the people to solve their own problems and especially
those of the people in greatest need—women and children.

In January 1977 we embarked on the community health workers
scheme with plenty of enthusiasm and very little expertise. The
goal of the first phase was to enlist community participation in pro-
viding comprehensive health care in 19 villages with a population
of 30,000. The cornerstone of the program would be the training
and utilization of community health workers (CHWS).

After three weeks' training, 39 of 45 CHWs were selected to be-
gin work. Their ages vary from 20 to 50. Thirteen of the thirty-nine
belong to socially backward classes. Nineteen are women. Three of
the women are completely illiterate, yet make excellent workers.
Only two men have completed school and one has gone to college.
Most of them are economically backward with only ten having a
landholding of ten acres. Most of the women are housewives and
most of the men farmers. Only five of the young men are unmar-
ried.

CHW s are trained to deliver services related to antenatal care,
deliveries, postnatal and child care, family planning motivation,
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health education, nutrition and nutrition education, environmental
sanitation, communicable diseases, and treatment of minor ail-
ments. :

Let it be clear that the community health workers are not doc-
tors, barefoot or otherwise. They are not “quacks” let loose on un-
‘suspecting rural masses, as detractors of this scheme allege. They
are not physicians at all, nor are they extensions of physicians
trained to replace or support them. They are trained for commu-
nity health tasks for which doctors are not adequately trained and
which, with few exceptions, doctors do poorly or not at all. The
CHWs are provided technical support by the multipurpose workers
and health assistants at the primary healtl: units, and by doctors at
primary health centers, which in due course will be converted into
rural hospitals with an adequate referral system right up to the
teaching hospitals. ' [ |

Dr. A. N. Arumugam et al.
Medical College
Bellary, India

From “Health Care by Innovation,” (Session 304)

Amor= the points in a discussion of a health and development pro-
ject in ...e village of Belagallu:

Of those villagers who have a perception of the purpose of a
given development program, few realize the method for obtaining
benefits from the program and still fewer actually obtain the benefits.

Regarding the influence of socioeconomic status, fewer villagers
among the poor seem to have a perception of the purpose and still
fewer of method, and none of those interviewed in the low-income
group had obtained any material benefit from the development
programs.

While the proportion having a perception of program purpose
was the same among both the literates and illiterates, the literates
seem to have a better perception of method as well as practice.

Thus, by improving socioeconomic status and literacy status, the
attitude of people can be tilted more in favor of development activi-
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ties. Health status may also improve as health is a subset of overall
development. In our project we therefore stressed overcoming the
economic wants and fulfilling the unmet felt needs of the commu-
nity. We also keep in mind that the illiterate poor are the vulner-
able group and thus deserve special attention.

~ Most providers are not trained in the art of communication. In
our experience, only 2 out of 19 officials concerned with develop-

" ment had krfowledge of communication techniques.

__ Often officials have not considered the psychological component
of needs and have only tried to provide the services that they con-
sidered to be the needs of the consumers. R

Dr. S. Thomas et al.
Christian Medical College
Ludhiana, India

From “Reaching the Unreached through the State Health
System in Punjab,” (Session 304)

The community health program of Christian Medical Col' e set
out’to work within the national health delivery structure (v reach
the most heedy.who were not taking advantage of existing services,
many of whom belonged.to the scheduled caste. Health workers be-
gan a program of visiting every family once every four to six
weeks, noting thei: observations and changes in health status in a
folder specially prepared for each family.

With the aim of detecting those vulnerable ox at high risk, the su-
pervising doctor meets daily with field workers returning from
home visiting. Together they review the folders and develop plans
for dealing with health needs. This procedure helps to bridge the
gap between city-trained doctors and the grassroots needs of those
at high risk, : : B
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Dr. Warren Berggren
- Harvard University
Cambridge, Massachusetts, U.S.A.

From “Implementation of Primary Health Care: Super-
vision, Information and Evaluation,” (Session\:‘3\08)_,“ ,

Perhaps no terms are more familiar to us as health professionals
than supervision, information, and evaluation. We recognize these
- terms as indicating those three related activities that orient pro-
grams to their goals, monitor their functioning, and measure their
results, They are therefore among a small group of activities that
are truly essential to the implementation of primary health care.
In spite of our knowledge of these components of health care de-
livery and our commitment to them, most of us have witnessed
times when these very items were cut from a health budget to allow
for the delivery of more direct services. Subsequently, we have
watched those unsupervised, unmonitored, and unevaluated direct
services fail and leave no trace of the reasons for their failure.
Before any of these three activities can be instituted in a pro-
gram, that program must be characterized by at least seven condi-
tions: 1) the goal must be clearly sta'ed, 2) the objectives must be
defined in measurable terms, 3) the personnel must be assigned
specific responsibilities, 4) the tasks composing the responsibilities
must be clearly defined, 5) program personnel must be organized in
such a way that lines of authority and modes of communication are
evident and functional, 6) the population to be served must be iden-
tified and its geographic limits defined, 7) some methods must be
established by which delivery of services may be documented.
Supervision is the means by which the orientation of personnel
and staff to the goal and objectives of the program is maintained
and competence in task performance is fostered. It is the supervisor's
responsibility tc build a team spirit, to witness the accomplishments
of employees, and to secure appropriate recognition for them.
Information is a general term that covers the area of needs assess-
ment, identification of population at risk, documentation of service
delivery, and performance analysis. Through an information sys-
tem the program manager can learn who needs which services,
whether they are receiving them, and whether the program is actu-
ally functioning according to its design. A personal experience may
illustrate.
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The Tuesd: , aftemoon workshop session on specia! demonstra-
tion and research projects.

A hospital in the rural tropics employed me to institute an-out-
veach program of preventive care. As a first step in needs assess-
ment, | went to the excellent hospital records and tabulated the
annual numbers of bed and ambulatory patients by age, final diag-
nosis, service received, and final outcome. Through this procedure
it was immediately evident that four preventable diseases consumed
a large proportion of the hospital's clinical services. Preventive out-
reach services in that area should be urgently concerned with pre-
venting tetanus, malnutrition, diarrhea, and tuberculosis, at least
until further information indicated different priorities.

The information system identified the program’s priority diseases
and target population and documented the delivery of services by
giving each individual a personal immunization record or a “Road
to Health” card. In addition to these functicns, the information sys-
tem documented the performance of each employee of the program
and, through the family register, provided a complete census of the
population. Furthermore, deaths and births and cases of illness such
as malnutrition and tuberculosis were also registered. Thus the in-
formation system provided the data for calculating rates of birth,
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disease, and death in every age group. These rates provided the
basis for evaluation of the program.

Supervision helps personnel to maintain sight of their objectives
and their work becomes effective; with information it is possible to
assess community needs, document the delivery of services to the
target population, and collect the data required for evaluation;
with evaluation it is possible to determine if the program is achiev-
ing an impact and to decide in what way it should be modified to
respond to changing needs or changing levels of funding. Supervi-
sion, information, and evaluation are often poorly performed in
the implementation of health programs. The reasons given for this
poor performance include: lack of money, lack of appropriate per-
sonnel, and lack of a program design that permits measurement
either of effort or of productivity.

These reasons are specious and amount to simple lack of interest
on the part of policy makers and planners. Budgets can be planned
to include allocations for supervision, information, and evaluation.
If there are any personnel in the program w..> are trained and moti-
vated to perform the tasks competently, then some of them can be
trained to supervise and to gather and process data. A planning
process that does not allow for measurement, at least of the person-
nel and resources to be deployed, cannot properly be called a plan
at all. If no measurement of production or impact tan be included
in the plan, then it is questionable if the program goal has been set
or that the objectives have been defined. On the contrary, the in-
clusion of supervision, information, and evaluation will not only
enhance a program’s possibilities for success, but will also provide
for the documentation of that success. a

Ancilla Tragler
Holy Family Hospital
Bandra (Bombay), India

From “A Comprehensive Community Health Project in
the Slums in Bombay,"” (Session 304)

Bombay, the wealthiest city in India, has nearly half (41%) of its
7.6 million population living in slums.
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For urban slums there is still no clear-cut policy for an integrated
health system. Planners of health schemes for slums must keep in
mind that slums are not communities in the real sense of the word.
Slum dwellers differ in origin, background, and religion; they have
become neighbors by chance. Often they are divided among them-
selves. Their committees are often dominated by the so-called slum
lords and do not truly represent their people. Slum dwellers have
already been enslaved to the curative role of medicine. Community
lealth workers will therefore find it more difficult to work since
their main concern lies in the preventive field.

The Holy Family Hospital, in the suburbs of Bombay, initiated in
1079 av integrated health program for the slums in its vicinity. The
whjzclives of the program are: .

e to offer health education;

e to provide health care;

e to execute an integrated health care program through grassroots
level community health workers;

e to integrate public health as a part of development activities of ex-
isting voluntary agencies working in slums and also with general
government programs;

e to improve collaboration and coordination among various volun-
tary and government organizations working in the slums;

e to evaluate the effectiveness of such a comprehensive health care
program; and,

* to study the replicability of such a program in other slums.

We will soon be completing the second year of this project, and
we can definitely see some positive effects. Well-attended under-
five clinics are being held at weekly intervals at the hospital and at
two subcenters. All the children have had medical exams, and those
requiring follow-up have been attended to. Primary im: wnization
has keen completed in 90 percent of the children. Secondary im-
munization has also been completed in 70-80 percent of the under-
five children.

Supplementary feeding programs have been started for 500 un-
der-fives and 100 pregnant and lactating mothers. Weights of chil-
dren are being recorded. Antenatal clinics with deliveries at the
hospital have been started. At risk children have been identified
and are undergoing special care. Family planning is becoming more
accepted although an intensive program in this respect has still to
be launched.
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Ten health workers have completed their trainirg. As it is very
difficult to obtain a public health nurse, two of the health workers
have been trained in a special way so t*at they zan now function as
supervisors. Training of an additional eight workers has begun.
The health knowledge of mothers and older children has markedly
improved through health education. Mothers who do especially
well on health quizzes are given a token gift and are asked to form-a
health committee to help the health workers in their activities.

Various voluntary organizations working in Bombay for more
effective and integrated health programs and slum development
have formed the Urban Community Health Training Cell to colla-
borate in an integrated health program for urban slums. a

Dr. A. Kiran. Kumar et al.
University of the West Indies
Kingston, Jamaica

From “Approaches to Primary Health Care in the Carib-
bean,” (Session 205)

To attain “Health for All by the Year 2000” in the Caribbean with
the present inadequacy and uneven distribution of various health
professionals, the utilization of existing auxiliaries and new catego-
ries of health workers is imminent. Even though the term “primary
health care” is new and widely used at present, the concept is very
old in the Caribbezn. The University of the West Indies, an aca-
demic center for tertiary education serving fourteen different gov-
ernments of the English-speaking Caribbean, through the Depart-
ment of Social and Preventive Medicine (DSPM), has, over the
years, been involved in several outreach training programs in the
Caribbean. -
The programs to attain this objective in the Caribbean are:

e development of new categories of health workers: basic health
care worker, community health aide, intermediate health care
worker, nurse practitioner;

e education and training of allied health personnel;

e development of primary health care physicians.
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Community Health Aides. In 1967, an experimental pilot com-
munity health; aide (-aining program in the DSPM was initiated
with an overall aim of preparing volunteers of limited formal ecdu-
cation to work as auxiliaries—community health aides (CHAs)—
on a health team -under the supervision of such established health
professionals as public health nurses, public health inspectors, dis-
trict midwives, social workers, and community development
workers.’

Based on positive results of pilot projects, the Ministry of Health
of Jamaica decided to employ CHAs in all parishes throughout Ja-
maica for the extension of health service coverage at the primary
care level. It was estimated that approximately 2,000 aides whuld
be required for a population of 2 million—a targat ratio of 1:1000.
The area covered by each CHA would be within a radius of 3 miles.
As of 1979, there were over 1,200 CHAs working in the health ser-
vices of the Government of Jamaica. The CHA program has also
been implemented in several other areas of the Caribbean.

The duties of CHAs include the teaching of simple health facts,
advice on nutrition, first aid, simple nursing care, encouragement
and advice on immunization against infectious diseases, motivation
and referral of clients to family planning, antenatal and child health
clinics, assistance to PHNs in the clinics, advice to diabetics and hy-
pertensives, advice to householders on sanitation measures, and
general information to the community of the services that are avail-
able through the Health Department.

Nurse Practitioners. There is clearly a need for a health worker
with clinical skills intermediate to those of a doctor and a nurse.

In the Caribbean, nurses are, in many instanices and especially in
rural areas, called upon to perform duties beyond the scope of their
formal training and for which they have no legal protection or rec-
ognition. Thus, the idea of a nurse practitioner who will be pre-
pared with additional clinical and diagnostic skills and given more
responsibilities for the care of patients was developed.

In Jamaica the project was started in July 1977 with an aim to de-
velop programs that will prepare senior professional nurses as fam-
ily nurse practitioners and pediatric nurse practitioners.

The family nurse practitioner stream of the program was the
larger component as it was seen that this category of health worker
would be able to meet most of the needs of primary care for resi-
dents of our communities.
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Kiran Kumar (right) with Carl Taylor between sessions.

The pe.iatric nurse practitioner stream was considered necessary
as children under 15 years of age comprise as much as 45 percent of
the population of the country.

In the selection for training, nurses are chosen mainly tor rural
areas where they are settled and likely to return. The nurse practi-
tioners function primarily in rural settings, working with a physi-
cian who has been identified for support and reterral purposes.
Since 1977, 64 nurse practitioners have been trained and presently
14 are in training.

Allied Health Personnel.  Another regional manpower project is
training public health inspectors (basic level), health rec-
ords/statistics personnel, laboratory technicians, pharmacists, di-
etetic technicians, community nutritionists, food service super-
visors, dental auxiliaries and physiotherapists.

Primary Health Care Physicians. Since 1978 community health
has been integrated into the UWI medical school curriculum, start-
ing with year one and extending throughout the training. Com-
munity health is taught in an integrated approach by the depart-
ments of social and preventive medicine, child health, nutrition,
and psychiatry. In addition to a lecture/discussion series, the cur-
riculum consists of clerkships of ten weeks, five weeks, and five
weeks respectively, in the first, second, and third clinical years.
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The broad objectives emphasize acquisition of skills necessary for
functioning at the primary health care Jevel in an urban area in the
sscond clinical year, and in a rural area in the third clinical year. In
addition, a three-year residency in family practice has been devel-
oped in order to prepare family physicians. [

Dr. M. A. Ramaswamy

" Dr. K. S. Sanjivi

Chidambaram Institute of Community Health
Voluntary Health Services Medical Center
Madras, India

From "Mini-Health Center Project,” (Session 205)

The Voluntary Health Services and the M.A. Chidambaram Insti-
tute of Community Health, Madras, have evolved a prototype of a
mini-health center for the:delivery of primary health care after sev-
eral years of work in demonstration and research projects. This pat-
ten has been adopted by the Tamil Nadu government for its
scheme of financial assistance to voluntary agencies running mini-
health centers all over the state. At present there are over 160 such
centers, with the number expected to increase.

The project is designed under the philosophy that health is essen-
tially an individual responsibility, in the sense that if the individual
cannot be properly trained to take care of his health, no community
or state programs of health services can keep him healthy. In short,
health cannot be “delivered” by any outside agency; it is a “do-it-
yourself”” proposition.

The mini-health center caters to the health needs of a population
of 5000, or 1000 families, with three health posts manned by village
level paraprofessional workers (lay first aiders) in the peripheral
villages at the scale of one per 1000 population or 200 families. The
comprehensive care provided includes every type of preventive and
curative service that can reasonably be expected to be done with
minimum facilities. Higher levels of medical care are provided at
the nominated referral hospital, with which a proper understanding
is established at the commencement of the program.

The program is organized by the community itself, with doctors
and auxiliaries providing technical help. Local action committees



124 Meseage from Calkcuita

incorporating Panchayat® presidents and other leaders of the com-
munity have been formed with this emphasis. The building and es-
sential furniture for the mini-health center are provided by the
community. Community participation is further ensured by the
pre-payment insurance plan. ‘

The mini-health centers are staffed by a part-time medical gradu-
ate who lives in an urban or semi-urban town and attends the cen-
ter for three hours a day three days per week, and full-time male

 and female multipurpose workers who are available in the clinic on
all days of the week. Lay first aiders (1:1000) do not run the clinic
for specified hours each day, but are generally available in the vil-
lage all the time. With a budget of Rs. 24,000 per annum for a pop-
ulation of 5000, the cost per head is Rs. 4.8 for a program that takes
care of 90 percen: of health problems at the doorstep of the family,
has the logistics to obtain expert aid in the other 10 percent, and
meets 25 percent of the expenses by sclf-help. There can be no two
opinions about the cost-benefit ratio of such a scheme. a2

E. B. Sundaram

Naujhil Integrated Rural Project
for Health and Development
New Delhi, India

From “Linkage between Health Services and Integrated
Development in a Rural Area,” (Session 304)

In our project experience with integrating health activities into
overall socioeconomic development, five factors are key:

e The budget input should be higher for socioeconomic develop-
ment rather than for health programs per se.

¢ The types of manpower trained should be able to intaract with all
the disciplines. At several levels « ur workers are able to interact
to a certain extent, but as time goes on and further training is
available, more interaction will be possible. Dais can act as
village level workers, and the village level workers can act as
family planning workers.

¢ There should be only one health and nutrition education pro-

1See note on page 18.
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gram, whereas there may be several other programs for socioe-
conomic development with a large component for social engi-

neering,

e There should be definite behavioral change, especially among the
weaker sections of the community. The Harijans have chosen a
Muslim as a respresentative of the Harijan community. This
Harijan community dernanded, and won over the vested in-
terests, the provision of six handpumps. From other communities
the Harijans and landless laborers are seeking higher wages.
They are also begirning to become aware of their rights-and how
to organize themselves to achieve them.

o The essence of any program should be to increasc the gross in-
come of the beneficiarics. For the beneficiaries below the poverty
line, a consolidated average income of Rs. 250 per month per fam-
ily is, probably, the acid test of the whole program.

Also, factors that will lead to self-sufficiercy are the following:

o developing a local administrative infrastructure with the help of
the village level committee;

e using external aid only as a catalyst;

e using whenever possible the services of the government and allied
agencies;

2 integrating all types of services through the banks, i.e., State Bank
of India, Punjab National Bank, Syndicate Bank, and the Land De-
velopment Bank; :

' IPHA staff preparing for the Congress.
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» ensuring that all services are guantitatively and qualitétively pro-
* using o;ﬂy indigenous workers; |
o adapting methodology to suit the local needs. [ ]

Dr. Krishan Lal et al.
Directorate of Health Services
Jemmu and Kashmir, India

From “Rehbar-1-Sehat Scheme in Jammu and Kashmir
State,” (Session 205)

Male and female schoolteachers are trained as paraprofessional
health workers, known as Rehbar-I-Sehat, in a statewide scheme
adopted by the Jammu and Kashmir Government. The decision to
train teachers as health auxiliaries was made for five reasons:

o teachers are available in large numbers and are present in the most
remote rural areas;

o their educational background, training, and skill make them suit-
able to undertake educational tasks in the health sphere;

o with pupils as a link, they have good contacts with parents, which
can lead to more effective education in health, family welfare, and
nutrition;

o teachers have status, are influential community leaders, and are a
part of the community;

o the teachers have good.contacts with both government and
voluntary organizations in their areas, and thus can play an ef-
fective role in bringing community and health agencies closer to
each other.

To date teachers have been trained in 14 of the 96 development
blocks of the siate. Plans call for complete statewide implementa-
tion by 1985. The three-month training is complemented by a
handbook on the essentials of diagnosis, especially developed for
the Rehbar-1-Sehat, who receive a monthly compensation of Ks. 50
for their health-related work. [
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Leel Gunasekera

Sarvedaya Shramadana Movement
and Director of Social Services

Sri Lanka

From "Keynotel Speech on Community Participation”

The Sarvodaya Shramadana Movement of Sri Lanka has made an
indelible impact on the community. Nearly ten percent of the popu-
lation of Sri Lanka benefits from its community development pro-
gram, which covers over three thousand villages and develops com-
munity participation by involving the individual in his own well-being
and that of the community at large.

As our founder and leader, Mr. A. T. Ariyaratne, has written,
the culture from which we come owes its values to the teaching of
Lord Gautma Buddha, a great teacher of India. Sarvodaya is based
on the philosophy of Buddhism, which considers the development
of the individual of foremost importance aAd preaches against
craving for excessive material “development.” The name Sarvodaya
comes from the words “Sarva” meaning =il and “Udaya” meaning

127
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awakening—“awakening all.” So, to me community means every-
body-—all of humanity.

When government cannot deliver the fullest services to satisfy
the community’s needs, community organizations at a non-govern-
mental level naturally spring up to bridge the gap between the
available governmental services and the real needs of the people.

In our work as village level workers, we always keep in mind ten
basic requirements that we feel are essex.tial for the total awakening
of human beings: 1. a clear and beautiful enviconment; 2. an ade-
quate and pure supply of water; 3. the minimum clothing needs; ¢.
an adequate and balanced food supply; 5. a place to live; 6. basic
health care services; 7. an access road to the community, a path-
way to the home, and communication possibilities; 8. energy sources
to boil water, to cook food, and to light homes; 9. a formal and an
informal educational program that is not confined to a particular
age group and that caters to the needs of the community as a whole;
and 10. a cultural and spi1'* 1al environment in which the innermost
needs of the human 5cings can be satisfied.

If you break down the ten basic human needs to about 400 parts
and put them before the community, the people are capable of
recognizing those fundamental needs that can be satisfied by their
own efforts. That is an education for the community. Without
education, without an awakening process, no participation can
come about.

In Sri Lanka we have evolved a system, largely over the last five
years, through which six categories of people are being organized
on their own to provide essential nutrition, health care, and mental
and social development services. The six target categories are pre-
school children, needy school-going children, lactating mothers,
expectant mothers, sick people, and old people. Nearly 150,000
people in some 1000 places are the beneficiaries as well as the par-
ticipants. I say bencficiaries as well as participants because they are
not only the recipients of certain services, but they are also the pro-
moters of those services.

This is how a Sarvodaya program begins in a village: Our first
objective is to build a psycho-social infrastructure in the village.
When a village wants to join the Movement, we say, “All right, let
us organize a shramadana camp, enabling us to do a labor intensive
task while living together for thre¢ days.” The village community
and those who come from outside spend time living together, cook-
ing together, eating together, talking together, singing and dancing
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together, and doing a community service project for two or three
days, according to a certain timetable. To that camp we invite all
the government personnel at the community level to participate as
equals with the people. This is to break psychological barriers of
superiority and inferiority complexes. All these have to be broken
down because a psychological infrastructure has to be created not
only among the members of the community, but also among the
people who serve the commurity. While people live together like
that for a period of time, they may construct a series <€ latrines,
wells, soakpits or embankments, or a road to the village so that all
share the joys of a beneficial physical achievement. But the most
important outcome in the first stage is the opportunity the people
get to think together, to plan together, to work together, and to feel
that they have a great potential for self-development. This is com-
munity education in a true sense.

In the next stage, we organize a mothers' group. Based on com-
monly set criteria, the mothers’ group selects one or two willing
young women between the ages of 18 and 30 to participate in train-
ing at 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 sz
any marked differences between trainers and students. They all live
together and share experiences as members of one large family.
They learn theory through practice, so that within three months
you c@n give them maximum practical knowledge.

When those young people go back to the village, they not only
take with them certain skills in the primary health care field, but
they also take with them certain changed attitudes. They would not
come back to the village as persons with certificates. We do not
give certificates. Only after two or three years we give a certificate
for exemplary, creative, and innovative type of work.

The mothers’ grougs in the villages have to be in general charge
of the children while the young women are in training. The youth
groups in the villages put up the required buildings with local
material.

Other elders in the community help in these activities. When the
trained youths return to the village, it becomes verv easy for them
to start the day care centers for children below three years of age;
pre-schools for those between two and six years of age; community
kitchens for the needy; pre-natal and post-natal care for mothers
and child welfare activities for children, with help from the public
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Leel Gunasekera during his presentation on community participation.

health midwife; immunization and environmental santitation pro-
grams with the help of public health inspectors; home gardening
campaigns; and other community services. They maintain health
cards for children and establish working contacts with governmen-
tal medical and health care personnel. We have obtained the ser-
vices of a group of doctors, nurses, and health persons as volun-
teers who make use of their leave to come and help our village
health projects in such situations.

If the governmental services will give official support to volun-
tary bodies to organize mothers, children, and youth in this man-
ner without trying to lay down the law for them, the outcome will
be tremendous. Instructing the local bodies to assist in the upkeep
of workers and to provide the basic material; providing the medical
and health personnel to help the program; and making available
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simple health education and primary health care manuals are some
of the ways in which the government can help these people’s ef-
forts. Then the governmental resources would be utilized much
more effectively than now.

Today in my own country there are a number of queues, people
lining up. If you go to a cooperative store, you see people lining up
to buy their rations. If ycu 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, people will be queuing up there too
to get medicine. Can’t we turn these queues the other way? We can.
And what is the principle of doing thist iviake those very people for
whom our services are mea:t not only the receivers but also the
initiators of these service programs.

In our countries we have in the age group of 18-35 many hun-
dreds and thousands of young people who are unemployed—
unemployed not only in the sense of getting no income but also not
having any useful work to do, which is very frustrating. It would
not cost the government very much to take in these young people
and train them in basic essential care for a period of three months
or so. As a non-governmental body, we are training at one time
about three hundred such people; in this way every three months

. we are able to start 300 new children’s services centers.

People are ready to get involved, participate, and work, as long
as they know that the program is an honest and genuine-effort to
bring about development. They are ready to cooperate. I have yet
to come across a comnmunity that did not cooperate, 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 and
the leaders of our couritries. This awakening cannot come about
unless they all come down to the grass roots and work with the
people. Over a period of time, the health administrators of our
countries too should come down and serve as primary health care
workers at the village level. Only then can a psychological integra-
tion come about. '

WHO has accepted, as a principle, the involvement of the com-
munity in health care work and the importance of primary health
care services. | would ask you to make a survey of our own medical
practitioners and find out how many of them agree to this. view.
Most of them think that the level of their professional excellence is
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brought down by people’s involvement. This mystified nature of
the medical profession has to undergo a fundamental change.

We need, like in China, the recognition of the need for and the
value of barefoot doctors. If 85 percent of our illnesses, as you all
have mentioned, can be prevented at the basic fevel, 85 percent of
our money should go ‘there. But do we do it? When the political
leadership asks for 75 percent of the health budget to put up new
hospitals, do you oppose it as a profession and say “Please do not
do it, spend more money for the preventive services”? This is not
done. Why? Because. there is not enough experience and commit-
ment among those who decide for our communities.

Therefore, there should be a concerted effort on your part to
awaken our people, to get them into action, to give more knowl-
edge, to train personnel from their own community, and to send
them back to the community. There also must be an educational
process for the people who staff these services at the top. Then only
can we realize our objectives and the lofty ideal f health forall. 1

2y ANy A TNY S

‘A scene from the WFPHA dinner on Tuesday night.
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Dr. Mary V. Annel
Health Promoters’ Program

Jacaltenango, Huehuetenango
Guatemala

From “A Guatemalan Experience: The Community, ‘Not

_the Doctor, in Charge,” (Session 206)

The rural health promoters’ program in which I work in Guatemala
wants to involve all the people in its area in more active control of
their health. It has a community focus that is basically non-
professiona} and listening. It has a horizontal, rather than a vertical
system of authority. o

The basis of all the program’s activity is the community’s ini-
tiative and participation:

e The community indicates its desire for a health promoter; it
elects a candidate and signifies a willingness to learn new health
practices, while placing more value on existing traditional
medicines and practices.

e The community collects money for the health promoter’s -ex-
penses, minimal though they are (travel and food for five days in
a nearby town). '

o The community helps build the health clinic. .

o The community acts as monitor of the service of the health pro-
moter and the prices he charges for medicines.

¢ The community has a channel to state its felt needs and to
develop pilot projects.

e The community attends health dialogs with the health promoter
and analyzes community problems, looking for possible local
solutions.

In short, the community is the organism that forms our health
promoters’ program, goals, and content.

Our teaching revolves around what people already know, in-
tegrating concepts, adapting ourselves to the local situation, help-
irg people take charge of their own lives. We follow Pablo Freire's
pedagogy of the oppressed and the Latin American Catholic

" Church’s theology of liberation.

This type of health teaching is radically different from the way |

‘was taught in medical school. Instead of lecturing at students, I

have had to learn to listen. Instead of being the head and director of
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the health program and being content simply because I'm a doctor,
I have become a service person. I have given up my controlling
vote in the system. I might add parenthetically that my medical
school curriculum didn't include administration. I, as a doctor-
teacher, am no longer a bank handing information out to be
deposited by th: students. We enter into a much more dynamic in-
terrelation, ir. which each contributes toward a larger concept. This
works even for highly technical teaching content such as the
diseases of the respiratery system.

We health professionals speak of community participation, of
health for all. Have we realized that this policy takes us down off
the king's throne? Are we truly willing to listen to the community,
and respond to their felt needs? Are we willing to give up our con-
trolling vote on the health team? If we are, perhaps we are truly
laying the foundation for health to the people. ]

Dr. O. Ransome-Kuti
Dr. A. Bamisaiye
University of Lagos
Nigeria

From “The Progressive Involvement of the Community
in Primary Health Care: A Plan from Lacos, Nigeria,”
(Session 308) ' .

A transformation of the role of the community is needed, from the
traditional role of passive recipient of health services to that of ac-
tive participation in health care delivery. It is obvious that for this
transformation to take place there must be a process of education at
the community level, a process of imparting knowledge and ena-
bling the appropriate skills and attitudes to develop. However, in
considering educational needs we must not forget those of the
health care providers. It is vitally important to the success of efforts
to increase community participation that health services staff also
be given the opportunity to acquire new knowledge, skills, and at-
titudes. '

The sense of social hierarchy is very strong in developing coun-
tries and service staff must learn to adjust to a new pattern of rela-
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tionships with their clients. On the one hand, communities must
develop tonfidence and a readiness to take the initiative in health
matters; on the other hand, service st#f must learn more egalitar-
jan modes of thought and behavior towards the communities they
serve, :

Increasing the involvement of the community in health care
delivery must be seen as a process occurring over time, a process
that passes through various stages, each stage-corresponding to an
increase in community participation.

The Institute of Child Health, University of Lagos, provides an
integrated maternal and child health service to a demarcated target
population of 30,000 persons within a low-income area of Lagos,
Nigeria. In the attempt to make our clinic relevant to the needs and
problems of the area, considerable efforts have been made to iden-
tify the factors within the community and within the clinic that
may constitute barriers to service use and result in limitations of
service coverage. In particular, we are striving to cut down on
waiting timz by offering an alternative to moming clinic attendance
and by the introduction of a modified appointment system. How-
ever, we recognize that at present the community has a passive role
in this making-relevant process, inasmuch as the modifications in
service delivery pattern have resulted from professional percep-

Participants in one of the workshops on community participatioln.
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tions of the barriers that exist in service use and of how these bar-
riers can be overcome, rather than from community input.

Moreover, although our service is oriented towards the com-
munity in a number of ways—extensive community outreach activ-
ities in the form of home-visiting, liaison activities with community
groups and local leaders. and also cooperation with other health
workers in the community—we recognize that all these initiatives
originate from the clinic and that in this respect also the community
remains in a passive role. We move a little farther in the direction
of community invclvement when consultation with community
groups takes place. However, without any systematic education on
the health or service issues involved, the community contribution
tends to be less than useful and the consultation process is largely
ceremonial. .

At present we are engaged in planning how to move beyond the
stage of community relevance and community orientation towards
full community participation in the service. The first stage focuses
essentially on raising the level of health awareness of the commu-
nity and also on introducing the idea of community participation in
the running of the service by appointing patient representatives to
the regular clinic meeting.

One of the most important means of raising health consciousness
is the transfer of appropriate health skills to mothers and other
community persons. An intensive educational effort is also planned
with fathers, through the medium of the Fathers’ Club. This Club
was set up in 1976 in recognition of male dominance in the society
and as an attempt to use this domination as a “cultural entry point”
for influencing health knowledge and practice in the family.
Although membership is limited, it is very active; for example, the
Club has raised the money for the purchase of a generator for the
clinic. '

Fathers tend to share the burden of child care only when a child
becomes acutely ill and purchase of expensive drugs or a visit to the
hospital emergency room becomes necessary. Most fathers will
have had these distressing experiences and thus will be receptive to
the message that simple measures carried out at home, for example,
cool-sponging or oral rehydration, coupled with essential preven-
tive care, can limit the occurrence of such ordeals.

A third element in the plan to raise health consciousness in the
community is the proposal to hold a series of one-day workshops
with TBAs and other traditional practitioners. The educational ap-
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* proach will be that of non-interference with neutral practices,
praise and encouragement of beneficial practices, and discourage-
ment of inappropriate practices. Ways of partnership and coopera-
tion will be explored.

The appointment of patient representatives to the service com-
mi’tee is seen as an important symbolic objective to be achieved
within the first stage of our plan. We recognize that the patient
presence on the committee is aot likely to be more than symbolic
for the first two years, since they will be greatly outnumbered by
service staff and, at least initially, their role will be seen as that of
making complaints about the service.

The second two-year plan period will focus on giving specific
health responsibilities to experienced methers or such other in-
terested persons as grandmothers. These women will be nominated
by community members, or will be asked to volunteer, and will be
responsible for simple primary care, for referrals to the clinic, and
for monitoring children on the “high-risk” register. The women will
be prepared for these responsibilities by a series of day-long
workshops to reinforce and give additional practice in the simple
health skills outlined above.

After approximately two years of such activities, and four years
of educational effort, we hope that significant sections of the com-
munity will possess a basic knowledge and awareness of health
matters, appreciate the importance of service coverage, and have
gained some experience in making an informed input into the run-
ning of the service.

The final phase of planning will involve a team made up of staff
and community persons to set up a Community Health Commit-
tee composed of key service personnel, patient representatives,
Fathers' Club representatives, and representatives from other im-
portant groups in the community. Our long-range goal is that this
committee should take over the responsibility for the service in
terms of establishing goals and setting objectives, and organizing,
managing, and evaluating service activities. [ |
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Dr. Raymond Isely
Water and Sanitation for Health Project
Washington, D.C., U.S.A.

From “Targeting Sanitation Programs Where It Counts:
Mothers of Small Children,” (Session 206)

Although usually considered to be innocent, the stools of infants
and small children have in fact greater numbers of microorganisms
per unit of weight than do those of oldcr children and adults
(Feachem, R. et al., 1981). For this reason alone small children
deserve special consideration in the planning and execution of
sanitation programs. Means must be found to protect the environ-
ment against this highly infectious source of contamination.

From the stools of infants and small children contamination
spreads to the environment through multiple routes via con-
taminated fingers of the child or his mother, transmitting
microorganisms (Academy for Educational Development, 1980) to
household objects, to food itself, to water transported or stored, to
the hands of other children, and ultimately to the mouths of other
susceptible individuals.

Under any circumstances there is a certain attrition in the
numbers of bacteria as they are spread from the source into the en-
vironment. It stands to reason then that if the source (an infant or
child's stool) has an initially high concentration of microorganisms,
the natural attrition will have less of an impact and the ultimate
dose delivered to the mouth of a susceptible individuai will be
greater. Special effort must therefore be taken to protect the en-
vironment from the stools of infants and small children.

The first requirement of an effective sanitation program 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 avail-
ability of soap and water.

Typical adult-sized latrines (simple pit latrines or improved
latrines and aquaprivies) present to the small child a fearsome com-
bination of a dark interior, a large, dark, dezp hole, a plate too big
to accommodate the feet, and a long walk back to the
house—scarcely an encouragement to their use. In Sri Lanka,
reportedly, (Elmendorf, 1980) a child's latrine has been developed
that is located conveniently in the patio just behind the house. The
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Raymiond Isely at the exhibit on the Water and Sanitation for
Health (WASH) project.

design is such that even a toddler can confidently go out through
the back door and squat on the child-sized plate, with no fear of
falling into the small hole. A table with a basin of water and soap
perr: ts the mother or older ¢hild 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 envirenment for a year or a year and a
half without digging a new pit.

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 catch the infant's stool in a
cloth or a piece of the mother’s wrap-around dress, simply holding
the defecating infant 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
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therefore focus on altering maternal behavior regarding disposal of
. diapers and soiled pieces of cloth and holding the defecating infant
over a receptacle rather than over the ground or floor. The 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 that none of the above measures is possi-
ble without the cooperation of the mothers of infants and young
children, older siblings, and other caretakers, such as grand-
mothers and other older relatives. Sanitation programs, if properly
focused, will carry with them a heavy input of health education.

The objectives of health education in this case are behavioral and
attitudinal. Methods used should aim at mobilizing mothers and
others who care for children: (1) to insist on the design and installa-
tion of child-sized latrines or child-sized adaptations of adult
latrines, (2) to provide soap and water for cleaning the child after-
ward, (3) to use diapers or an adequate wrap of another type on in-
fants 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 pro-
viding a role model for the small child to follow. [ |

Prof. D. Banerji
Jawaharlal Nehru University
New Delhi, India

From “"Community and Health Services,” (Session 206)

Lack of adequate care in the use of such terms as"’community par-
ticipation,” “community mobilization,” etc., can be seen as a reflec-
tion of what in sociological terminology is<alled a value position of
public health physicians and social scientists. Health technology is
considered as something good, something desirable, something of a
sort of a sacred cow, and it was assumed that people should be
made to accept such a good and desirable technology. Those who
failed to respond positively to health technology are often branded
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as victims of their culture—their traditions, beliefs, customs, and
practices.

The entire profession of health educators has been developed
specifically to educate such presumably “misguided” people so that
they learn to accept health practices that are handed down to them
by public health physicians.

Theoretically, health education is considered to be much dif-
ferent and much wider than merely “educating” people to swallow
a technologically determined health practice. However, the fact
that the actual practice of health education, more particularly in
Third World countries, has degenerated into a mere selling to peo-
ple health practices that are handed down to health educators from
above, provides an indication that this dysfunction among health
educators is a symptom of a much deeper malady.

It-would not be correct to shrug off these anomalies as mere man-
ifestations of “cultural arrogance” of those who make decisions in
the field of community health, The value orientation of these
decision-makers is conditioned by forces that tend to nurture the
interests of the entire health industry, including the drug industry,
by forces that have a vested interest in promoting dependence
among the masses of people and by forces that have a vested in-
terest in keeping control over these masses.

When the mobile mass radiography industry ran out of market in
Western countries because of a sharp decline in the incidence of
tuberculosis in those countries, they launched an aggressive cam-
paign to create markets for their products in Third World countries
by “creating” the bogey that these countries needed mass radiog-
raphy units, as if the tradition bound, superstition-ridden popula-
tions' patients could be diagnosed only by filtering huge popula-
tions through mobile mass radiography units. Social scientists in
Third World countries dutifully echoed the sociological findings
projected by agents of the radiography industry. The agents of the
industry combined this sales pitch by strongly lobbying in Western
countries in favor of providing generous assistance to Third World
countries in the form of mass radiography units, with the enlight-
ened self-interest of avoiding the collapse of this industry, which
would have meant loss of jobs.

If health services are to become meaningful to all the sections of a
community—if it is intended to provide “Heaith for All"—it would
not be enough merely to employ more and more health educators
to “motivate” the community to accept whatever is offered to them
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by public health physicians. It would require a fundamental shift in
the relationship between the community and the health technology
that is offered by the health services. The herlth technology and the
health service that embodies it have to be subordinated to the com-
munity.

This approach was adopted in the formulation and implementa-
tion of a people-oriented tuberculosis program for India in the early
sixties at the National Tuberculosis Institute in Bangalore, India.

A sociological study designed at the National Tuberculosis In-
stitute closely examined the widely accepted assumption of tuber-
culosis experts (both within the country and abroad) that mobile
mass radiography alone can “catch” tuberculosis patients for a na-
tional program. This study was linked with an epidemiological
study of tuberculosis in the entire Tumkur District of what was
then the state of Mysore to find out what the disease meant to the
patients in the district and what these tuberculosis patients actually
did about it.

The findings were most revealing. About two-thirds of all the
cases in the district were found to be worried about the disease and,
what was even more important, half of all the cases had actually
gone to a nearby government health institution to seek treatment.
It was also found that most of those who went to government
health institutions were not even diagnosed as cases of tuberculosis
and were sent back with a bottle of cough mixture.

These findings turned out to be crucial in forrhulating a people-
oriented national tuberculosis program for India. These findings
ensured that:

1. Top priority should be given to those tuberculosis patients who
are actively seeking treatment, i.e., who have a felt need (social
priority).

2. As the patients seek. treatment at institutions of the several
health services, tuberculosis services should be made available to
them within the general health services themselves (choice of a
people-oriented health services delivery system).

3. As all sputum positive tuberculosis cases had chronic cough,
these cases could be diagnosed at rural health institutions by simply
examining sputa of all chronic cough cases for tubercle bacilli. And
once such a diagnosis is made, these cases can be offered domicil-
jary treatment within their own homes by these health institutions
(people-oriented technology).



Susan Rifkin speaking at Tuesday afternoon’s workshop on community
participation.

1. Meeting already existing felt needs will generate further felt-
needs. When those who seek treatment are given proper services,
this will persuade others who had not sought treatment to actively
seek treatment. Because of this spread effect of “satisfied cus-
tomers,” it will be possible to cover most (over 90 percent) of all
cases in a community, and this will have a major epidemiological
impact on the problem (epidemiological priority).

These findings also provide an entirely different perspective to
the discipline of health education. Obviously, when the existing
health institutions are not meeting existing felt needs, there is no
place for “educating” people; health educators have to “educate”
organizers of health services to meet the felt needs of the people.
Secondly, the very meeting of the felt need: “educates” those who
are not seeking treatment to do so. If, however, under very unlikely
circumstances, when the services are made available but patients
fail to avail themselves of them, health educators should investigate
the cause for this unexpected behavior and, if the investigation so
warrants, take the necessary corrective actions. [ |
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Dr. P. V. Sathe

Medical College, Aurangabad, India

Dr. N. S. Deodhar

All-India Institute of Hygiene and Public Health
Calcutta, India

From “‘Development of Visual Aids for Community -
Education and Participation,” (S:ssion 305)

Through the financial support of Unichem: Laboratories in Bombay,
a series of colored photographs on health topics is being developed
for use by community health volunteers in health education. Clear
messages accompanying the photographs indicate what people
should or should not do in specific health situations. A pamphlet
with questions and answers on each health topic helps community
health volunteers answer correctly and confidently questions likely
to be raised by people participating in the health education. [ |

Sr. Sﬁa Kaithathara
Indian Social Institute
Nagpur, India

From “Community Participation in Primary Health
Care,” (Session 305)

Community participation in primary health care is illusory in a
social setup in which the masses of the poor are excluded from ef-
fective decision making. Health is not an isolated problem in society.
The problems of ill health, malnutrition, etc., are linked with such
other problems as low wages, bonded labor, exploitation by mon-
eylenders, and control of the market by a few. Those who possess
the power of wealth, social status, political influence, and
knowledge control the lives of others. The question then is how can
an approach to health move away from this situation to one in
which there are structures of participation for the majority of the
poor1

In community health not much attention is paid to an analysis of
the deeper causes of poverty and ill health. No amount of resources
‘will bring a change in people’s lives unless people themselves under-
stand the deeper causes of poverty and sickness. Community health
care should help the people réflect on and discover the causes of
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their poverty and ill health so that they will be able to tackle effec-
tively issues of social injustice. Community. health should also be a
way to motivate and mobilize the people to act together and resist
the domination of the traditionally powerful. Otherwise, there is a
risk of community health remaining merely a ‘social service that
keeps people dependent and does not allow participation in the
. nrisase of their own development. B

Y. P. Rudrappa
Medical Council of India
Karnataka, India’

From “Primary Health Care—World Strategy, " (Session
305)

Ensuring primary health care in developing countries is complex,
difficult, and yet is a must. The greatest chzllenge of this century
perhaps is the provision of PHC to all peopl-- of the world, espe-

IPHA vo'unteers helped immeasurably in the smooth running of the Congress.
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cially those living in developing countries, where poverty, illit-
eracy, and large populations are common features.

India, for example, has a population of 646 million (March
1979). One in seven persons in the world is Indian. India accounts
for more than 50 percent of the illiterates in the world. More than
50 percent of the population exists below the poverty line. The
number of unemployed and underemployed is increasing. The
country is so vast that what applies to one area of the country may
not apply to another area, and w hat applies to one section of the
population may not apply to another section of the population in
the same area.

The traditional Indian approach is more individualistic. He pre-
fers taking food in isolation, prays in isolation for attaining
‘Moksha’ (salvation) for himself. This style is not conducive to the
community or the country-oriented approach.

Primary health care is essentially meant to ensure improved
health status cf the community, the common man. If that person is
not involved, the question of satisfactory provision of service to
that consumer does not arise. If the progress that has been made in
the two years since the Alma-Ata declaration has been signed is any
indication, it is very unlikely that “Health for All” could be achieved
by 2000 A.D. by the present method. It is thus to be appreciated
tliat there is no alternative to community participation. a



Regional Strategies

Dr. Mya Tu .
WHO Regional Bureau for South-East Asia
New Delhi, India

From “South-East Asia Regional Strategy,” (Session
306)

One key feature of the development of strategies in this region was
the increasing involvement of key non-health sectors. The direction
and pace of health development over the next two decades will in-
volve both health sector strategies and health-related intersectoral
strategies. l ‘

Health development status is the product of three main entities.
The existing disease burden in the society; the environmental, so-
cioeconomic, political, education, and demographic conditions in
the community; and the adequacy or inadequacy of the heaith
system, depending on its structural, functional: and managerial
competence. In order to bring about improvement in the health de-
velopment status, strategies related to these three key areas have to
be developed. '

147
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The strategies in these three areas are the three prongs of the tri-
dent, while its driving force is derived from political commitment
backed by global actions and regional actions in support of na-
tional strategies together with technical cooperation between the
countries themselves. Involvement of the communities and mobili-
zation ‘of appropriate resources needed are also essential compo-
nents of this force. .

The Member States in the South-East Asia Region are seriously
committed to the attainment of the goal of “Health for All.” With
the strategies now well formulated, the time has come for action
and implementation. The next few years, therefore, are the most
crucial, and continued political commitment, hard work, and mu-
tual cooperation will be needed to ensure success of this important
endeavor, ‘ [ |

Dr. S. H. Siwale
WHO Regional Bureau for Africa
Brazzaville, Congo

From “Formulation of Regional Strategies for Health for
All by the Year 2000—African Region,"” (Session 306)

Analyses of the demographic, political, and economic situation
in Africa south of the Sahara project the population of this region
at 578 million by the year 2000, at the growth rate prevailing be-
tween 1965 and 1976, Urban population growth will be a main fea-
ture of the population distribution, '

The health problems are characterized by a high infant mortality
rate (median rate of 150/1000 live births). Infections and parasitic
diseases arising largely from insanitary and hostile environment
characterize the disease profile of the region. Malnutrition is an im-
portant problem, and accidents and iatrogenic diseases are posing
greater health problems. '

The general objective of the strategy is health development as
part of sociceconomic development. The essential feature of the
objectives is to provide PHC ¢o all individuals and through it espe-
cially water, food, and vaccinations as targeted by the interna-
tional community. ‘
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Self-reliance in manpower trained within the region in solution
of health problems shall continue to be a major objective. To that
end the Regional Health Development Centre at Cotonou and two
others yet te be created for the English and Portugvese speaking
countries will play a unique role. It is envisaged that countries will
set up national health development centers or will reorient the ex-
isting institutions towards this type of role.

The estimated additional sum to be found each year for the re-
gion to ensure a rate of development to permit “Heaith for All by
the Year 2000" is estimated at between US$400 and US$1900 mil-
lion, depending on the assumptions made in calculation. Whatever
estimates cre arrived at, the sum needed is beyond the financial
resources of the countries of the region. WHO is expected to play a
leading role in the mobilization of financial and other resources
worldwide in the support of the implementation of strategies.

This is the first time in the history of international health work
that countries have with such unanimity agreed to pull their in-
dividual and collective resources together towards a specific objec-
tive. The common approack is PHC, yet through it each country
has enough flexibility for individual action to suit individual situa-
tions. a

David Teialia—de—Rivero chaired the Wednesday session on regional
strategics.
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‘Dr. D. P. Plyaratne
WHO Regional Bureau for the Western Pacific

From “WHO's Strategy for the Development of Primary
Health Care in the Western Pacific Region,” (Session
306)

The overall objective of the program is to ensure socially equitable
essential health care coverage for all by securing and strengthening
government commilments to primary health care as the key
strategy for all, enhancing their capacities to formulate policies and
programs on primary health care, developing capacities of com-
munities to participate in their own health development, engaging
the cooperation of other sectors, and re-orienting the health care
delivery system (its structure, facilities, health manpower, and
technology, among others) so that all its components will be sup-
portive of primary health care.

While primary health care is the concern of all, it is necessary for
the Ministries of Health to identify persons, offices, or groups that
should be charged with the task of providing leadership, attending
to promotional and organizational activities, securing intersectoral
commitments and cooperation, and monitoring the progress of im-
plementation of primary health care.

It is assumed that all countries in the region are by now commit-
ted to primary health care. However, it is necessary that implica-
tions of such commitments be made very clear to them, and that
they be supported in translating their policy into operational plans,
and that necessary legislation and administrative reforms be in-
troduced, [ ]

Dr. S. C. Seal
Calcutta Metropolitan Development Authority
Calcutta, India

From “Roles of Voluntary Organizations in the Health
Services of India with Some Reference to Primary
Health Care,” (Session 306)

India is a vast country of multireligious and multilingual com-
munities with high population density and a high rate of popula-
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‘tion growth, It is economically handicapped and marked as the
home of many communicable diseases, with high morbidity and
high mortality. About 78 percent of the population resides in rural
areas that were almost completely deprived of health services prior
to independence. They mainly depended on self-help, indigenous
practitioners, and very sparsely distributed charitable dispensaries.
With the introduction of primary and secondary health centers
following independence, some relief could be given, but these still
fell short of the requirements. Whatever services are available are
in large part due to the voluntary services. o
As an alternative, a comprehensive health service like-that of the
National Health Service in the U.K. and other countries, or the type
provided by the totalitarian countries, is out of the question in India
for the time being or even for many years to come, in the face of the
- financial and political situations of the country as well as its
government and the running population explosion. Under the cir-
cumstances, proper exploitation of voluntary agencies and local
volunteer corps would go a long way to provide better and wider
medical and health care services in the country. [}

Dr. Susi Kessler
WFPHA Executive Secretary
Washington, D.C., U.S.A.

From “Role of Professional Organizations,” (Session
3006)

Perhaps the most important role of professional organizations is
the one they play in motivation—motivating members to work
toward the goals and objectives they espouse individually and col-
lectively. The professional organization is the guild, the union, the
continuing university, the standard setting body for its memnbers.

This motivation is the key, the fundamental issue in achieving
any goal and particularly the one we are working towards now:
“Health for All by the Year 2000."

With proper motivation nothing is impossible. Things can
change. Situations once thought hopeless can be turned around and
obstacles overcome. Granted, motivation is not the only ingredient -
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to success. But if people are motivated to achieve a goal, they will
work for these other elements and bring about the changes
necessary to make things possible.

Professional associations dealing with public health have the
added advantage of being multidisciplinary. They therefore pro-
vide motivation for a range of related disciplines. Given the
multisectoral approach that characterizes primary health care, this
mixing of related professions in putlic health associations enhances
collaboration and understanding.

Those who suggest that “Health for All by the Year 2000” is a
hollow promise often criticize the use of a banner slogan. From one
point of view I appreciate their concerns. We do not wish to taunt
the oppressed of the world with claims that will not be fulfilled. But
from another point of view, as a rallying cry, the importance of
sloganeering should not be underestimated. In times of war and
depression, in political crises and mass media campaigns, slogans
have been stimulators and sources of comfort.

Public health-related professional associations have an enormous
potential in these times. Through them the individual can feel part
of a united worldwide effort for an ideal that, while difficult to ob-
tain, is the most important of all. For as Dr. Mahler has so often
pointed out, while health may not be everything; without it noth-
ing is meaningful. Those of us who serve in groups like the Indian
Public Health Association and the World Federation of Public
Health Associations feel this responsibility and call on our
members.to help shape-our organizations to provide the motivation
that will continually encourage all of us to strive for a more just
world. |
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Insngural Sesalor: (Monday moming, February 23)

Chairman: Youslf Osman, WFPHA Vice President (Sudan)
Fower Tributes
Welcome Address: P. B. Chakraborty, Chairman, Reception Subcommittee

Selected Messages and Greetings: M. M. Ganguly, President, West Bengal Branch,
Indian Association for Preventive and Soclal Medicine .

Greetings by Representatives of Cosponsors: 1. Tab% zadeh, Division of Strengthen-
ing of Health Services, WHO, Geneva .

David Haxton, UNICEF Rigional Director for Southeast Asia, New Delhi

Tribute to J. B. Grant: N. S. Daodhar, Congress Chairman and President, Indian
Public Health Aseociation

Acknowledgement: Jumes Grant, Executive Director, UNICEF, New York

Insugural Address by the Chief Guest, Shri Jyot! Basu, Honorable Chief Minister,
West Bengal

Address by the Guest of Honor: Shri Nani Bhattacharya, Honorable Minister
of Health and Family Welfare, West Bengal

Presidential Address: Yous Omman, Acting President, WFPHA

Vote of Thanks: P. N, Khanaa, Congress Organizing Secretary and General Secre-
wy,lndlmPubI}cM&A-odaﬂon
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National Anthem

Dhanwantari Oration:
Chairmaen: Lt. General D. N. Chakraborty (India)
waw:u-&-—s#(m»

Oration: “Community Involvement and Community Participation in Health Care
Delivery,” Y. L. Vasudeva (India)

Keynote Session (101) (Monday afternoon, February 23)

Chairman: J. W. LeSar (USAID India)
Co-Chairman: N. S. Deodhar (India)

Second) Hugh R. Leavell Lecture

Presentation of Speaker: Wiliam H. McBeath, Executive Director, American Public
Health Association (U.S.A.)

N. S. Deodhar, Director, All-India Institute of Hygiene and Public Health, Cal-
cutta, and President, Indian Public Health Association

“Health for All by the year 2000: Sincere Commitment or Empty Rhetoric1”, James
Grant, Executive Director, United Nations Children’s Fund (UNICEF)

Keynote Address

Presentation of Speaker: J. W. LeSar (USAID India)

“Primary Health Care: World Strategy.” David Tejada-de-Rivero, Assistant Direc-
tor-General, World Health Orgarization (WHO)

Overview Session (201) (Tuesday moming, February 24)

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

Rapporteur: Georgs, Silver (U.5.A.)

Developing National Plans of Action

“Comprehensive National Planning to Assure Integration of Primary Care,” Samir
Banoub (Kuwait} on behalf of A, Al-Awadi, Minister of Health (Kuwait)

“Planning for Implementation,” Carl Taylor, Johns Hopkins University School of
Public Health (U:S.A.)

“Converting National Policies and Commitments into an Implemented Plan of Ac-
tions.” Samir Banoub, Director, Office for National Health Planning, Ministry
of Health (Kuwait)

Discussion: Abraham Drobny, Inter-American Development Bank, Harcharan
Singh, Professor of Preventive and Social Medicine, Paliala (India)
Implementation of Field Programs

“The Role of Primary Health Care in the National Health System of the USS.R.”
A. A. Rozov and O, V. Grinina, Ministry of Health (U.S.5.R.)



“Critical Aspects of Implementation,” N. N. Vohra, Ministry of Htgllh (India)

Manpower Plaming and Training

“Health Manpower for Primary Health Care—A Framework for Planning. ™
Th.&yldu,johmﬂopkimUnivadtySdmldHymandPubthth
(US.A)

“Health Manpower for Primary Health Care: Planning and Training,” Pien
M.mmmtmmuwy
Smﬂmumbnadkmrhmm

“School Teachers 3 Community Health Volunteers,” Sushila Nayar, B. K.
Mahajan, P. N. Rao, Darshan Singh, and M. D. Gupta, Kasturba Health
Society (India)

“Health Care for All Children by 2000,” David Morley, Institute of Child Health
(UK.
Community Participation

“Keynote Speech on Community Participation,” Leel Gunasekera, Director of So-
clal Services (Sri Lanka)

“Community Participation in Nigeria,” O. O. Hunponu-Wusu, University of Lagos
(Nigeria)

Workshop Session on Developing National Plans of Action (202) (Tuesday after-
noon, February 24)

Chairman: Mabel Alli (Nigeria)

Rapporteur: Alemeda Harper (U.S.A.)

“Primary Health Care: ‘Diarrhetoric’ or Reality?—Practical Considerations from
Field xperiences,” Richard A. Smith (U.S.A.)

“Problemns in Primary Health Care and a Strategy for Action,” N. H. Antia (India)

“Strategies of Primary Prevention for Public Health Personnel in the Delivery of Pri-
mary Health Care in Nigeria,” O, Q. Hunponu Wusu (Nigeria)

“Presant Situation of Primary Health Care in the Different Countries,” Rama Ram,
L. C. Gupta, and A. K. Ram (India)

“Sudan’s Plan for Primary Health Care among Nomads,” Mary Ann Micka, (USAID
Sudan) '

“Primary Health Care in Korea,” Younghat Ryu and Sung Woo Lee (Korea)
“Program for Primary Health Care in Nursing,” A. Basu and P. Sen (Canada)

Workshop Sesssion on Implementation of Field Programs (203) (Tuesday aftemnoon,
February 24) :

Chairman: Yousif Osman (Sudan)

Rapporteur: Jeremiah Norris (U.S.A.)
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“Management Approach to Integrated Rural Development,” Gysn Segar (India)
“Implementing Field Programs,” N. T. Borotho (Lesotho)

“A System of Evaluation and Management Information for Integrated Rural Health

Care: The Lampang Project Experience,” Plen Chlowanich, John Rogosch, and
Ronald R. Wilson

“Evaluation of Anacmia Control Programme for Infents and Children Under Two
Years of Age in a West Jerusalem Community,” E. Dardel and H, Palti (India)

“Mobile Clinics Pave the Way tor Primary Health Care,” Prema Bali (India)

“An Assessment of Community Health Volunteers Working in the Rural Field Health
Training Centre,” A. K. Govila and S. Sapra (India)

“Role of Traditional Birth Attendants in Primary Health Care,” Deokd Nandan, V. P.
Shrotriya and S. P. Agnihotsi (India)

Workshop Session on Manpower Planning and Training (204) (Tuesday aftemoon,
February 24)

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

Co-Chairman: Helen Ohlin (Swaden)

" Rapporteur: Abebe Engdasaw (Ethiopia)
Stan Matek (U.S.A.) ‘

“Modeh for Projecting Requirements and Availability of Specialists and Super Spe-
cialists in Health Sciences,” B. Gosh (India)

“Training of Rural Community Paraphysicians and Voluntary Primary Health Care
Workers: A Partnership for Effective Rural Health Care,” John Rogosch, #ien
Chiowanich, Chomnoom Promutkeo, and Ronald Wilson (Thailand)

“Appropriate Technical Cooperation for National PHC Programs: Use of Prototype
Materlals in Training and Manageinent,” Eugene Boostrom (U.S.A.)

“Training of Public Health Workers,” D. Banerjee (India)
“Growth of Primary Health Care Services in Nigeria,” A. L. Saha (Nigeria)

“Maldistribution of Physicians in India and the U.S.,” }. D. Alter and S. P. Sangal
(US.A)

“Total Health Care during Female Sterilization,” P. K. Khan (India)

Workshop Session on Special Demonstration and Research Projects (205) (Tuesday
afternoon, February 24) .

Chairman: Abde] Rahaman Kobbashi (Sudan)

Co-Chaiman: T. M. Khadir (Jordan)

Rapporteur: John B. Wyon (U.5.A.)
" Seul Helfenbein (U.S.A.)

“Approaches to Primary Health Care in the Caribbean, A. Kiran Kumar, K, L
Standard, and E. }. Garret (Jamaica) - '
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Vadu Burdruk Rural Health Project,” Banoo Coyai (India)
Wuki)opsmwwyw(ﬂ) (Tuesday aftemoon, February
u

Chat:man: Franclsco Sangane (Mozambique)
Rapporteur: Seroj S. Jha (India)
Raymord Isely (US.A))

| “Attitudes about Community Participation in Community Health Promms,"‘&unn
Rifida (Hong Kong)

“Community Development: An Entry Point in Community Participation,” Vimala
Charles (India)

“A Guatemalan Experience: The Community, Not the Doctor, in Charge,” Mary
Annel (Guatemala)

“Targeting Sanitation Programs Where it Counts: Mothers of Small Children,”
Raymond lsely (U.S.A.)

“Singur Shows the Way: An Experiment in Community Participation,” N, S. Deodhar,
P. C. Sen, and A. Rahman (India) '

“Community and Health Services,” D, Banerjee (India)

Wockshop Session on Developing National Plane of Action (301) (Wednesday mom-
ing, February 25)

Chairman: A. K. M. Kaftuddin (Bangladesh)

Rapporteur: Gladys Hardy (U.S.A.)

“International Drinking Water Supply and. Sanitation Decade 1961-1990,” P. K.
Chaiterjee and V. Venugopalan (India)

“Water Scarcity and Ground Water Resources in India: Supply of Water to All by the
Year 1990,” P. G. Adyalker (India)

“Nutrition in Primary Health Care,” Kalyan Bagchl (WHO Bangladesh)
“Role of Health Education in the Context of Primary Health Care,” B, C. Ghosal (India)

Workshop Session on Implementation of Fleld Programs (302) (Wednesday moming,
February 25)

Chairman: Abdul Settar Yusuf (Maldives)
Repporteur: Ronald Wilson (Thailand)
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vPrimary Heakh Care—lts Role in the Prevention and Management of Cerebral
Paky,” Sedha Kaul (India) .

“Delivery of Primary Health Care through Community Health Volunteers—An
Evalustion Study,” M. Seran and R. N. Srivartava (India)

“A Study of Performance of Community Health Workers in the Area of Community
Development Block of Lucknow District,” S. C. Saxena, R. Chandra, B. C.
Srivastava, S. L. Baggs, and B. Bhushan (India)

Workshop Session on Manpower Planning and Training (303) (Wednesday moming,
Februan, 25)

Chairman: Lydia Novak (U.S.S.R.)

Rapporteur: Gul Dasgupta (India)

“Manpower Utliization in Multipurpose Functioning of Primary Health Centres,” ]. S.
Mathur, S. C. Gupta, and Gopal Krishna (India)

“Veterinarians in Manpower Planning for Health Services,” K. C. Patnaik and P, N.
Khanna (India)

“Utiization of Village Level Workers,” Abraham Joseph, S. Bhattacharya, J. P.
Mulifll, S. J. Jayzkaran, and S. Suruja (India) )

“An Innovation Teacher Training Unit in Sudan,” Mary Ann Micka (USAID Sudan)

Workshop Session on Special Demonstration and Research Projects (304) (Wednes-
day moming, February 25)

Chairman: Bakir Abisudjak (Indonesia)
Rapporteur: Margaret Page (Malawi)
Alonzo Gaston (U.S.A.)

“Linkage between Health Services and Integrated Development in a Rural Area:
Nauyhit Integrated Rurz2l Project for Health Dev-lopment,” E. B. Sundaram
(India)

“Reaching the Unreached through the State Health System in Punjab,” S. Thomas,
B. Cowan, H. N. S. Grewal (India)

“Health Care by Innovation,” A. N. Arumugan, N. Shantharam, and Y. Chandra-
shekar (India)

“A Comprehensive Community Health Project in the Slums of Bombay,” Ancilla
Tragler (India)

Worhllop Session on Community Participation (305) (Wednesday moming, Febru-
ary 25)
Chairman: Abraham Drobny (Inter-American Development Bank)

Rapporteur: Saroj S. Jha (India)
Alameda Harper (U.S.A.)
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“Primary Health Care—World Strategy,” Y. P. Rudrappa (India)
“Community Participation in Primary Halth Care,” Sr. Sara Kaithathara (India)

“Recources in Health Educational Activities in Affecting Community Participation,”
S. P. Mukhopadhyay (India)

“Development of Visual Aids fo:r Community Education and Participation,” P. V.
~ Sathe and M. 5. Deodhar (India) . v

“ Medicines for Millions'— fhe Formidable Challenge The Community Has to Ac-
oept,” P, C, Samantaray (India)

Ragional Stratz,les of Health for All (306) {(Wednesdav midday, February 25)
Chairman: D. Tejada-de-Rivero (WHO Geneva)

Rapporteur: Mary Annel (Guatemala)

African Region: S. H. Siwale

Eastern Mediterranean Region: M. A. Choudhuri
South-East Asia Region: Mya Tu

Western Pacific Region: D. P. Piyaratne

“Role of Voluntary Organizations,” S. C. Geal, Indian Public Health Associa-
tion (India)

“Role of Professional Organizations,” S. Kessler, WFPHA Executive Secretary
(US:A))

Special Workshop (308) (Wednesday morning, February 25)
Chairman: N, R. E. Fendall (UK.)

Rapportew: Suvan Rifkin (Hong Kong)

“Developing a National Plan of Action for Primary Health Care Delivery in the Re-
public of Niger,” Moussa J. Idi {Niger) .

“Strengthening a Rural Health Services Deiivery Project in the Arab Republic of
Egypt,” Ahized 1. Gomaa (Egypt) ' .

“Implementation of Primary Health Care: Supervision, Information, and Evalua-
tion,” V*"~mren L. Berggren (U.5.A.) }

" *The Progressive Involvement of the Community in Primary Health Care: A Plan
from Lagos, Nigeria,” A. Bamisalye and O. Ransome-Kuti (Nigeria)

Das Gupta Memorial Oration (Wednesday afternoon, February 25)

Chairman: O. O. Hunponu-Wusu (Nigeria)
Introduction of Speaker: S. C. Seal (India) ‘
- “Somne Thoughts on Phasiz Development of Health Programs,” Dr. A. P. Ray (India)
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Concluding Session (307) (Wednesday afterncon, February 25)

Chairman: Banoo Coyaji (India)

Co-chairman: N. R. E. Fendall (UK.),

Rapporteur: Satoru Jrutsu (U.S.A.)
‘Open Discussion from the Floor on Congress Thernes

General Review of the Congress: David Morley (UK.), O. O. Hunponu-
Wusu (Nigeria) :

Presentation of Congress Recommendations: Banoo Coyaiji (India) -
Vote of Thanks: Yousif Osman, WFPHA Acting President (Sudan)
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