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Ahstract-—Despite incredsing knowledge about techricai aspects of Pamary Fraith Care (PHC). there has
been as vet only luted research into poliical and admintrative influznce or thy oTeciveness of PHC

programs. A three-stace niodel of the polcy process s devel

oped as a framewcesk for orgamzing the

relationships hetweer ciements of (17 the national pohnical s2iung and PHC policv fornaulation: (2) the

implementing agency

Drawing upon the hierature on PHC and reiuted progr
stages as a basis for futare study and practical appheation. Possibie
cach stage of the model. Several basic methodological 1ssues rust be
- peltical-adnumistrative facters. including varible selectior. dzntification of data sources. and

rescarch o

«nd program adrunmistranon: and (3) the commun.ty setns and service delivery,

ams. hypotheses are proposed for cach of these
o'put Ingicators are suggesied for
addressed 14 tae des.gn of empirica,

choice of analticat approach [t s Loped that this revizw will enccurage more systernatic investigatior

it thes area

Over the past decaae. Primary Health Care (PHO)
has become ncrzasingly institetionalized in Third
World cousriries. The PHC approach provides essen-
tial health services. mainly to dispersed rural popu-
lations which often did not have regular access (o
pubiic or private health care. These new services have
gencrally been designed with the cbjectives of inte-
grating preventive and curaiive activities. making usc
of multiple levels of haabth workers and promoing
Iacal participation v service delivery. Expenence
over the decade has led to substantial improsements
in the technical capabilits 1o de-elop PHC resources
and 1o respond to ihe health needs of rural popu-
[ations in the less developed countries {LDCs).

Despite this practical know ledge about PHC. pro-
gram performance has been varicd. Not only the
design of PHC efforts, but als» the ability to imple-
ment them, have been shown to be constrained by
characteristics of .he particular country or regional
location in which they are conducted. A growing
literature demonstrates that the comtext of PHC—the
political. administrative and community setings in
which programs are designed and carnied out—as
well as the different stratepizs and processes involved
in their adoption and imyicmentation, exert im-
portant influences or r.ogram outcomes. At the
extreme, these influences may severely restrict the
successful performance of apparently well-designed
PHC programs.

There remains considerable scope for improving
program perivrmance through a better under-
standing of the structures and processes which form
the context of PHC policy. In an effort to sugeest a
manner in which ihese 1ssues can b :xamined within
4 systemativ and comprehensive framework, the first
section of this paper proposes a general analytical

*This paper is based upon a review conducted for the Office
of Health, U.S. Agency for International Development.
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model of the pol:cy process for PHC. The second
section uses tis model 1o introduce und review the
relevant literatuie on PHC. and the third draws from
this literatu,e to dentify & set of propositions con-
cerning the dynamics of PHC that might serve as
hypotheses in further stucs. The conclusion discusses
several important issues of design and methodology
for future rescarch  this areu.

PRIMARY HEAITH CARE AND THE

POLICY PROCLESS

Current approaches to PHC have emerged from an
increasing awareness of unmet healih needs, and the
experience of a rumber of health projects and pro-
grams since the mid-1960s [1--3}. Wihin the compre-
hensive definiiion set out by WHO and UNICEF in
the ‘Declaration of Alma Ata". PHC 1s identified as
having the following pnncipal features:

It includes promotive. preventive. curitive and
rehabilititive services. to rocus on the main health
problerns in the community:

1t has at least eight minimum ccmponents—health
education. nutrition services, water supply and sani-
tation. maternal and child health care (including
family planning). immunization. prevention and con-
trot of endemic disezses. treatment of common dis-
cases and injuries and provision of essential drugs:

It is intersectoral in orentation, involving coordi-
nation with activities in retated scctors such as niutri-
tion and public works:

It is based upon iocal self-reliance @nd community
participation: and

It makes use of all levels of health workers, includ-
ing paraprofessionals. and is part of a larger system
of referral for specialized care [4].

Implementation of these activities is an ambitious
and long-term objective. and one which requires
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considerable alteratior of the curient health care
systems of most develaping countries. Furthermore.
the evtent and intensity of the specitic PHC services
provided --the ‘techmical package s clearly condi-
goned by Tocai needs and resources, Thus. within this
general PHO miodel. countnies and ntornational
arencies have adopted o vanehy ol PHC regram
designs.

This growing expenience with PHC has been sub-
Ject Lo AUMDCE OF assessImenls I Feeent voirs. These
inciude resiews of the etfecoveness of PHC-cniented
projects 1 achieving changes in health levels |3
broader examimnatons of the petential for exfiansion
of PHC internationally [6-8]: and mcreasing coneern
with the financimg of PHC {9. 10]. Tt 15 bevond the
scope of this article 1o Teview this technicai hterature
in detwl. yet it s clear from these ascessments that
evidence of the ctfectiveness of PHC remains rudi-
mentary. On halarce. uvinlable studies uggest that
PHC » hkely 10 have a posiive itapact on health
fevels 1 rural areas: however. it has not been cleariy
<hown that PHC is the muet cost-effective means of
providing health crre 1o these populations. Impres-
sionisticinformation sugpests that PHC will he
effective onh if pohtical and administrative condi-
tions allew the development of smoothly running
program inplementation (.

In order better to understand the pohtical and
administrative dyvnamics of PHC, we hase developed
4 meode! of the PHC “policy process’. This model.
taking into account the relation of PHC toits various
conteats  provides a framework for oreganizing the
hterature ¢ PHC. and serves as a basis for the
identification and possible testing of hyp.otheses con-
cer ang PHC performance. To fulfitl these purposes.
the model 1v designed 1o meet several minrmum
conditons (1111 should be relatively smple. i order
1o be unders indabie 10 a wide range of audiences: (2)
Wt should be operationally meaningful. in order ‘o
correspond to dentifiable activities and processes.
and to allow the development of specific indicators of
policy inputs and outputs: and (3) it shouid be
empirically testeble, to permit verificziion and to
promiate the introduction of feedbuck for continuing
refinement.

The model first makes a fundamental distinction
between policy tormulation—the drouad choice of
goals. objecti-es and means-—and implementation —
the translation of policy into action programs for the
achievement of policy goals. Numerous mora com-
plex models have been put forward in the literature.
which further categorize policy aclivities in greater
detail {12, 13}. In light of the principles notea above,
we follow a classification made by Korten and others.
in which the implementation phase is further sepa-
rated into stages corresponding 1o ‘management” and
“operational’ activities. respectively {14]. The re-
suiting three siages of the policy process may be set
out as:

(1) Policy formulation: the selection of noals to be
achieved through interventinn: the identification of
broad strategies for the pursuit of these goals: and
the assignment of budgets and institutional re-
sponsibilities for carrying out the chosen strategies.

(2) Program adminisiration: the translation of

adopted pobeies into the design of acuon programs.
through the preparation of a detied plan. the estah-
Gshment  of  management  procedures  and - or-
ganizational structure and the itroduction of pilot
acuvities.

(3} Serrice defirers The operanon of the planned
action program at the ticld level. and the provision of
services in liarget communities to achieve the goais of
the polics.

As relatvely distinet activities within the policy pro-
cess. these stages correspond closely 1o the three
principal levels or contexts of PHC -the national
political arena, the imniementing agency tusuully the
Minstry of Health) and the commumiy  seting.
Specitic measures of output are identitied at cach
ctage. lo permit the assessment ol policy  per-
formance.

It will be onpserved that the ultimate techmeal
objective of PHC—the actual improvement of popu-
lation health status-—1s not included in this approach.
As noted earlier. the linkage between wealth policies
and identifiable changes in health status has yet to be
firmly estabiished: the more hmited objective at
present is 1o identify factors which affect or constrain
the “smooth-runningness” of PHC services. Through
this analysis it wil! then be possible to suggest condi-
tions under which programs could hase significant
effects on health status.

It must be emphasized that this model. like any
other. is a heunstic device which may assist in our
think:nz about palicy processes. All models pose
risks of oversimplifying complex phenomeni. and
here we will note severu! limitations on the usefulness
of our approach which may make it ditheult to apply
such an “ideal” sequence directly T actuul cases

First. us Grindle observes. a policy often evoives
over tme and during program operaions. as objec-
tives ure reinterpreted or defined more precisely {15].
Thus. goal-setting cannot be confined to ‘policy
formulation’. since goals may change over the course
of implementatior:. Such rzinterpretation has oc-
curred. ior example. in the family planning and
nutrition aress. 1 which many formerly vertical
programs have become integra-e¢ within a broader
materna! and child health care strategy {16].

Second. it has beer argued that sequences are not
as important as the rypes of decisions that are being
made. such as the distinction between “political” and
‘technical’ decisions. In this view. politizal decisions
are those concerned with resource allocation. author-
ity and control relations. and the interfoce of heaith
services with people. while technical considerations
relate to the operational cfficiency of particular pro-
gram designs [17]. In the framework presented here.
most technica’ decisions have been assigned to e
‘content’ of policy. and discussion is focused instead
on the range of political and administrative decisions
which are central to the policy process. However. this
distinction tends to ohscure channels through which
technical dedisionmaking may influence “pohncal’
dimeunsions in undetected ways [18].

Third. some analysts advocate the study of
political-administrative systems as a whole. rather
than attemptirg separately to examine individual
elements of the policy process [19.20]. This perspec-
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tive emphasizes the analytical complexity of the
relationships among 1dentified contextual factors. In
our medel. for example the predictable resistance of
the medical profession exerts influence in ali stages of
the policy process. Similarly. a ‘regime’ factor such as
the stability of the government may atfect health
agency decisions as well as community-level politics.
and the degree of admuinistratine decentrahization
conditions both the plunning process and the incen-
tives for community participation in PHC. Finally.
‘background factors’ such as health conditions and
the availabilits of economic resources are hkely to
influence the other three contexts as well.

In view o these hmitations. this mode! cannot be
nigidly applied 10 all policy settings. As will be seen.
however. 1t is useful for organizing the literature on
PHC. and for allowing the svstematic development of
hyvpotheses which relate contextual factors to specitic
PHC outputs.

OVIRVIFW OF THE LITERATURE

PHC has become the subject of a wide literature.
encompassing published books and articles as well as
unpublished reports and other documents. Using the
framework that has been introduced. this literature
mayv be broadly divided into those analyses which
consider PHC as: (a) a specitic policy: (b) a type of
program: and (¢) an actvaty carned out i the com-
muniry.

PHC us policy

The “policy” literature on PHC uses a varniety of
social science perspectives to exannne the question of
tow PHC s placed on the policy agenda. Some
authors have focused on systemic cond.uons which
foster the formulation of new health approaches (e.g.
socialist vs capitahst cystems). while others have
given primary attention to the actors involved in
encouraging governments to aaopt PHC policies. The
focus on systemic factors has emerged from earlier
literature on the process of socioeconomic devel-
opment which sought to distinguish the policy
choices of different types of political regimes. In
general. no strong relationship was lound between
regime type and the content of national deci-
sionmaking [21.22]. Other authors, however. have
emphasized that socialist regimes may be particularly
conducive to policy innovaton. especially in the
health sector [23]. Additionaliy, much of the research
on policy actors in PHC has tended to emphasize the
contributions of international participants in national
policy processes [24].

Studies of population and family planning pro-
grams have examined in considerable detail aspects of
the formulation of population policy. This literature,
which is devoted large!y 1o case materials and broad
apgrepate analysis, includes a wide range of papers in
edited collections [25--27]. along with a smaller num-
ber of more analytical studies [28]. While not conclu-
sive, the findings of this research supgest that de-
mographic, economic and regime characteristics. as
well as interest group activities, set important condi-
tions for policymaking.

A lonestanding interest in the formulation of
national health policy is reflected in the political
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science hterature. which has focused primarily on
developed countries {29-31]. These studies have been
supported by a substantial treatment of politicai
issues 1n the more theoretical literature on compara-
tve health svstems [32-34]0 As descrtbed below,
research on health policymaking :n LDCs includes
many detailed case studies as weil as some limited
comparanve studies. A major conisbution m this
area 15 the recent study of national.decisionmakng
for PHC :n seven countries, sponsored by the Joint
Committee on Health Policy of UNICEF und WHO
[33].

This hterature has contributed significantly to an
understandiny of the health policy process and of the
dspamics of PHC policymaking. Overall. however. 1t
is limited by a lack of output measurements related
to specific pian provisions and budget allocations and
it remains principally descriptive 1n character.

PHC as progrum

A considerably greater amount of attention has
been given to the implementation of PHC. regarding
the operation of programs once national policies have
been established. Work in this area has emerged from
two principal sources—the general field of devel-
opment administration and evaluations made of
health sector programs. These directions of 1n-
vestigation ure presently converging in useful wayvs.

The term “development administranon’ refers to a
variety of approaches 1o the study of bureaucratic
processes in developing countries. focusing cn efforts
by national governments and outside organizations
to tmprove administrative performance. Existing in-
stitutional structures are viewed as plaving a large
role in the effectivenass of all types of development
activities. including health care [36). Recently the
emphasis of study in this field has shifted from
administrative structures o program dynamics. &
trend which has resulted in a large and growing body
of research on implementation, on ‘how programs
work’. The implementation literature has emphasized
issues of istitutional linkage timing of activities.
aspects of program content, administrative leadership
and personnel motivation {37-39].

The implementation of health programs. including
PHC efforts, has been addressed systematically in a
relatively sinall number of studies. but there 1s an
increasing application of general adrunistrative and
managerial principles to health sector concerns
[40.41]. Much of the research on health program
implementation has been based upon evaluatiens cf
pilot and demonstrition projects conducted over the
past decade. Summaries and descnipuve analyses of
many such projects have been prepared {42.43).
Detailed studies. esp=cially of large-scale demonstra-
tion projects, reflect a broad scope of analytical
methods and applications {44—47]. Case materials on
programs in related sectors such as nutrition [48. 49]
and water supply [S0] are also highly relevant to
PHC. These and other sources have led to analysus
incorporating implementation considerations into
health program evaluation {51}.

The *program’ literature has thus begun to link
design issues with factors of the political and admini-
stralive environments in explicit ways. However, as
with the literature ou policy formuiation. available
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studies of implementation tend to be largely deserip-
tive ana call for constderable retimement i thar
employment of comparatine ndicators of imple-
mentation etfectiveness.

PHC i the compnouty

The communie -level” iiterature 1s concerned with
the management ind operations of PHC programs at
the ocal site or service dedivery. Of purticular concern
are cfforts o promoete community participation in

program activities and to expand the utlization of

paraprotessioml workers
Here again. much of our present knowledge ong-

nated from projects to improve the debvery of

community-based family planning services. In recent
vears a large body of useful work has also been
directed towards enhancing the management of inte-
grated rural development (IR programs. which
combine broad sets of acuviues tor the deveiopment
of agzncultural regions [32]. Smmlariges and inter-
relationships between these undertakings and PHC
have made much of this reseerch readily applicabie to
serviee dehvery under the PHC approach. There s
increasing attenuon to problems in the management
of comimumty heelth programs (53] and much of the
‘program’ hterature  descrtbed  above  documents
community-lesel operations i PHC pilot projects.

Locad participation i community setings s an

integral aspect of PHC. Tt s seen as a means of

generating and MuRINING sUPPOrt ris-d-ris other
development activities. A growing body of reseurch
focuses on the expenience and probiems of locul
parncipation i rural programs. including those n
health [34]. In addinon. international agencies hase
devoted substanoal attention to local participation in
PHC projects [35.56].

There s also a large amount of research deseribing
the role of puraprotzssionals in the delivery of PHC
and refuted services: this has examined the trinning.
functions. and performance of many ditferent cutego-
nzs of local health workers [46. 57]. The use of more
highly tramed. intermediate” fevels of health workers
has also been explored [35]. In addition. the potenual
for incorporation and utilizaton of indigenous med-
ical pracutioners has been widely studied from a
varieoy of disciplinary perspectives [39-61].

In general. the ‘community” hiterature 1s the most
comprehensive and best developed of the PHC mate-
rials. This emphasis mav he appropnate. since the
focal point for PHC intervention has historically been
the expansion of services at the community level. This
literature has been the most successful in addressing
the linkages between policy objectives and oper-
ational variables. However. as 1n the other cases.
there has been little direct assessment of the re-
l1tionships betweer implementation processes and
desired outcomes. and there have been relatively few
attempls 10 compare experiences across a large nume-
ber of nitions.

The state of the an

In summary, the PHC hiterature to date contamns
useful elements of a general framework lor policy
analysis. along with scattered exam:nations of pohiti-
cal and administranve influznces on health care and
other human devebpment projects. There are alvo

several notable examples of comparative anaivsis of
these tectors. which pomnt the wav Tor turtier re-
search. Nevertneless. at least three mujor problems
may be wientfied m thes work:

Narrow Jecws: very hude of the PHC research
sunveved addresses more than a small part of the
rolicy problem’ Studies tend 1o focus either on
Issues 0f techmed] content or on particular stages of
ke poliey process. with hmited recard tor how the
specttic gquestions they exuomine are conditioned by
the wder pohucal admunistrative context or by other
SLEges 1N 1IN Process.

Anempreasis o descripuon. radher than on gener -
aczable analysiss most of the avatlable matenals are
not onby nuted 1in scope. but an their approach to
analysis as well Most studies are descriptine and
attzntion tends not to be paid to conceptual devel-
opment or o specific medsures of PHC elfectiseness.
Even the evaluation hiterature s surprisingiy weak mn
this respect. There s thus little potential at present for
the emergence of verntiable generahzavnons from
avalable published studies.

An apsence of comprehensiee frameworhs tor anal -
s orelated to these two pemnts s the lack of
comprenensine or unified models tor the study of
PHC programs in different settings. A varety of
approacnes  and  relatveiy  hmited  models  are
presented n the hterature. but few of these are
applied to diferent types of PHC etforts or to more
than one ~tage of the policy process. Qur capadity to
speah chout the reluine agmticance of PHC out-
comes aoross ditferent nationad settmas, as an essen-
nal component of PHC policy assessment. 1hus re-
mdins quite hmted.

AN INVENTORY OF HYPOTHESES

For the remaimder of this peper we build upon tae
three-stage model introduced earlier. 10 outhine a
syvstematic approach to the examination of the poht-
ical and admiasstrative contest of PHC. Drawing
from the existing literature. we suggest a series of
hypotheses which may provide an agenda for future
research in this area [62].

(A Palicy formdation

Durning the process of policy formulation a number
of factors help to determine whether a given national
government will makz a commitment 10 PHC poli-
cres. The successful adoption of a national PHC
policy may beindicated by several possible measures.
including: ta) a health plan with clearly stated goals
and strategies 1o reach the rural poor through PHC:
and (b) an increase in the approved Ministry of
Health (or other responsible government agency)
budget for PHC activities.

(1) Considering first the «leology and structural
vharacteristics of regimes and elines. PHC appears
more hkely to be adopted under governments:

Which are committed o social and economic re-

torms, particularly in the agrarnan sector [63. 64).

Which are pursuing derelopraent strategies inat
emphasize a mixture ol erowth and equity obecnives.
rather than simply cconomic growth [35.63].

Which are tacing political instabiliny —especially in
stutuy quo-oriented regimes. elites are likely to adopt
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minor reforms such as PHC 1o promote stability.
although conditions of instabihty are hikely to inhibit
the implementation of PHC policies 166, 671

In which there 1s a greater degree of o ocracy,
and in such cases. greater electoral strength on the
part of the rural population [oNg

12) The peditical mtlience of heneticiaries and pro-
riders s un important factor i the competition for
searce nittonal resources. The literature suwgests that
PHC may be muore hikely 10 be adopted:

The greater is the social. ethmic, and religion
homogeneny of the beneliciary population. and the
greater i~ the cquality of meome duitribution {34, 69,

The smaller s the role of vraditianal praciinoners
the country's health services and the greater s the
incorporation of the tradinonal practice of medicine
into the navonal health care system {39, 61).

The less influenual wre narfonal phyvsicians”™ or-

gamizations, and the smaller 1s the proportion of
physicians i health mimstry deasionmaking posi-,

tions [70].

The strorger is the orientation of medical traininy
sistems 10 rural health care {38, 71].

{3) Closely related 1s the ansrrutional bargamme
that occurs in the health sector. Adapton of PHC
policies may be facihtated by:

A greater public rofe. and a greater proportion of
government exnenditures. i health care and related
sectors [0, 72

The presence of refated programs i other sectors.
such as nutniion or fanuly planmng. and 1 well-
established rural development agency or other inter-
sectoral program (135, 38].

A smaller share of the health monsiry budvet gomy
for urban-based hospital care. and a greater share
going for rural health services {73].

A greater government hudeetr share going to the
health sector {11].

Greater involvement by non-governmental
ganizations in rural health services [24. 35).

() The nanonal health  plannming  process also
irfluences the orientation and scope of PHC strate-
gies selected. The contribution of planning to PHC
policvmaking appears likely to be greater:

The greater 1s the rehiance on central plunning of the
national economy. and the zreater 1s the central-
ization of the country’s political system [30. 74].

The less 1s the instinuional rivalry in the health
planning process [75-77].

The greater 1s the participation by the beneficiary
population m health planning. and the greater are
lower-level responsibilities for planning [54. 78]).

The greater are the capabilities ror health planning,
particularly 1 terms of the utitization of formal
planning techniques, the linkages between planning
and the budgetary process. and the administrative,
analvtical and data resources available for planming
[78.79].

(Sy In addition. toreign actors. including inter-
national orgamizations and donor agencies, shape the
formulation and implementation of PHC policies.
Foreign assistance may be more etfective 1n support
of PHC activitics:

The greater1s the foreign assistance contribution 10
financial and technical aspects of PHC programs
[11.24].

or -
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The greater is the poiitical levaimaey of foreign
assistance in th2 country. and the greater are country
needs for assistance {17

The greater 1s the conrereence of goais for the
promotion of PHC amonyg external agencies. and the
more etfecive v the collaboration between these
agencies and with the government [24. 80].

The greater is donor agency attention to policy

strategies winch account for the focal assumprion of’

progran conts 110072

(By Preeram administration

Vithin the adminstratuon of PHC programs. the
development of comnutment to PHC goals and the
improvement of administrauve processes are fourd
1o have significant implications for the successtul
delivery of services Possible outputs or indicators of
suceess at this stage includer «u) increuses n the
numbers of PHC personnel. health ciinics. and other
resources: th) an increase in the populaton coverage
of PHC programs: (¢) high rates of expenditure of the
PHC budget: and td) the presence of pilot projects or
other imual PHC activities in the field,

(b First. admmisiranre commitment to PHC 1s
expected to be greater

The greater 1s sustained attention to PHC at rop
healtls punistry decels, and the more secure s the
tenure of top-fevel ssdnumistrators who are commtted
ta PHC 3]

The more consistent are PHC objectives with the
other coais of prozram :mpiementors {1346, 77).

The g¢rester s the proportion of non-pivsicians
with  decistonmakimg  and  implementing re-
spons:bthuies tor PHC [70].

The greater 1s the commitment of top-lesel MOH
statl’ 1o wamunistrative cticency and 1o necessary
admimistrative reforms (40,58

{2y The administraure capacity of the health agency
iy @ basic factor in ity ahility to implement PHC
programs. Implementation 1s likely to be more
etfectine:

The higher is the level of plunning and management
skilly within the health agency [19.37].

The greater is the use of ractical planning methods
and program budgeting for PHC [33.82).

The better developed are the heaith agency’s svs-
tems for muanagement intormation and program mon-
itoring and evatzation. and the more widely they are
utilized at all admimistraune lesels [76. 81).

(3) Procedures for recruitmen - ind training of work -
ers are also central 1o the impiementation of PHC
and similar programs. Availabie evidence indicates
that PHC programs will be more successful:

The greater the extent to which recruingent chan-
nels account for existing health care workers. tradi-
tional practhioners and rural ongins [46. 61].

The better the health agency personnel svstent is
able 1o organize the roles of PHC workers. respond
to thar personal needs. and to provide appropriate
incentives for job performance {38. 40, 66].

The more training programs are designed to impart
basic skills. are conducted at regular intervals at fixed
rural sites. and contain clearly defined objectives
[57. 83].

The greater is the linkage of medical training and
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practice with PHC activities, and the greater is the
promotion of this inkage by national regulations and
manpower strategies [38, 71

The greater 1s agency capacity for the training of
local management [31, 03]

(4 Demonstration projects and other plor actir -
inex have played an important part in the devel-
opment of knowledge and experience regarding PHC
Their contribution in these areas 1y likely to be
greater:

The greater s the scope and the longer is the
durarion of relevant projects [43, 46).

The greater as government interest in program
outcomes, the stronger is government commitment to
farge-scale implementation of PHC, and the greater
1 government participation in the pilot activis oper-
ations and tinancing [72, 84].

The closer 1s the refution of project designs to
policv strategies. the clearer are project gaocls and
objectives. and the stronger are project moniloring
and evaluation components [42, ).

The greater s the replicability of pilot designs, in
terms of cost. resource mix. organization and related
factors [43. 72 &4)

(3 In addion, aspects  of  administrative
struciure --parteularly the decentrahization and inte-
graton of PHC acuvities—-are likely to influence the
success of PHC programs. Decentralization of PHC
decmionmaking and operations mayv leud to more
eflective mplementation:

The  more  conssient are patterns of - decen-
tralizanon among the pohtical system. the health
ministry . and PHC mmplementing units [29.81].

The dess tragmented are political and admimistrative
responstbility and authoniy [41. 6%, 85].

The inregranon of PHC with other activities, both
within the heualth sector and with other. related
sectors may mmprove program effectiveness:

The more the actvities of an integrated approach
to PHC are assigned to a simgle ageney or authorin
[35.45.68].

The lower 1s vae udministrative level of the func-
tons to be coordinated. given the presence of ade-
quate administrative capacity {35, 38, 43).

The better defined are the functions 1o b coordi-
nated, and the more consistent thev are with the
capacity  of implementing organizations and stafl
{45, 86].

(C) Service delivery

During the delivery of PHC services, various char-
acteristics of local communities are seen to influence
the effectiveness of program c¢weration. Among the
indicators of successful PHC service delivery are: (a)
high rates of utihizaton of PHC services by the target
population: and (b) the presence of comniunity sup-
port Tor PHC activities.

(1y Communirv-letel political characteristics deter-
mine 1n large meosure the extent to which PHC
programn cftorts ure able 1o reach their intended
beneficiaries, and to promcte and make use of local
participation in PHC activities. Programs are likely
to be more effective in these respects:

The more equitable is the distribution of economic
and political resources at the local level, and the more

open and representative are local governmental struc-
tures [34.87).

The greater 1s the soctal, cthe und polincal ho-
mogeneiy of the papulation i the communiy. and
the stronger are cultural values favoning communal
activity and cooperation [17. 34, 44).

The fewer are the idvological. sociel and adiural
barriers between the government and the PHC target
group. and the greater 15 national political support
for community parucipation {34, 64).

The more available are avenues tor caanmeling
parncipation through existing local organizations
[35.55.57)

The greater is the presence of other gorermaent
programs n rural areas. and the more successtus \as
been their experience with community involvement
[15.56].

(2) Existing local health sevvices. including both
tradittonal iand modern modes of care. are seen 1o
influence the demand for PHC and the range of
necessary PHC services. PHC appears 10 be more
effective:

The lower 15 the suppiv and uuhization of rradi-
tonal medieai practinoners. and the less rnigid are
belief  systems  surrounding  traditional  practice
[35. 46,61}

The less exposed are local ropulations to modern
medicine. and the fower is the supply of privare
phyvsicians i raral areas [87, 85])

The Jower 1s the cosr of PHC services talthough it
1s argued that thev should not be free). relative to the
costs of ather avatlable health care (47, 37).

The stronger 1s the country's health cure referral
nerwork and the greater 18 population access to
higher-tevel faclities |38, 73]

(3 Finallv. the resource requirentents of PHC pro-
grams. n relation to the availability of resources
within the health ageney and in the community. help
to shape the program strategies that are followed.
PHC programs are expected 10 be more effecuve:

The better 1s the physical accessibiliny of the target
population tn services, and the lower are program
requirements for transport 145, 63}

The more reliable are hines of supply for drugs and
equipment to community sites. and tae greater 1s the
capacity of the health agency to manage PHC activ-
ies locally [7. 46]).

The greater are the physical. financial and human
resources at the community level [6, 35).

Where there are few resources in the health agency
and greater resources in the community, programs
will be more effective when built around flocal par-
ticipation and contributions {313, 40].

Where local resources are weak relauve to agency
capacity, PHC will be more successful when sup-
ported by local resource development over the long
term, with less reliance pn local contributions for
recurrent budgetary support {33, 40).

These hypotheses ofier a basis for empirizal re-
search on the pohitical and adminmistrative dynamics
of PHC. However. although they have been identified
in the hterature. few have been subject to rigorous
empirical tesung. It is hoped that this selection will
encourage the more explicit application of analytical
methods in this important arca.
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RESEARCH ISSUES

The testing of hvpotheses such o~ those nraposed
above cleariy raises a4 number of methodologicul
concerns.  Problems  associated  with such  n-
vestigation have been addressed in the hiercture of
comparative policy research generally [89.90] as well
as in that focusing on empincal analyvsis i the healih
sector Y1 94] For the types of research that we have
discussed. three nigor 1ssues stand outs oy the nter-
pretetion of relationships between polics varizbles in
the model; 2y the collection of data for iéanbhed
indicators: and t3) the selection of cases and anul-
sucat methods to be used.

(1) The model that has been introduced points to
two broad classes of relationships which bear on
PHC effectivencess. Ininally there are contextual link-
ages. between political factors and policy adoption,
hetween adminetrative factors and program adminis-
tration and between commumnity-level factors znd the
delivery of services The second type of relatzonship
18 sequentiad, between the processes or stzges of
pohey formulation, administration and cervice deliv-
eryv. Based on an eaaminaton of these latter dynam-
ics we may arrive at a better undersianding of how
one stage may condition the activities that tuke place
mn the other..

(2) Data avalabilitn as a predomumant and often
negiected concern i the design of health policy
rescarch. Variables may be adentitied so us 1o ailow
the relatvely direes collection of rejevant deta. but
Tecessdry ntormaton is tprcly not access dle for
many specitic countric. or ume per:ods Stch m-
iations will require the selective adoption o indi-
cators and the wdentitication of alternative measures
for which data can be obtaimed (93] Depencing on
the needs of particular studies. ditfferent tspes of
sources of data may be considered:

Agereeate Statistics, of broad country character-
Istics:

General Country Descripnions, providing more de-
tailed natonal background:

Plunning Documents. from natonal agencres. par-
ticulariy the health ministry and from international
orgamzations:

Budger Murterials, relating to  expenditure for
health care and PHC piograms:

Program Reports, regularly collected on PHC ac-
tvities:

Ervaluation Studies. and other formal anaivses of
PHC programs:

Secondary  Analysis. based on academie research.
consuitant missions and other priniary sources: and

Interviews and Survevs, and other primary materi-
als. chiefly collected onsite.

Itis hkely that any given research effort wili call for
the exploration of a variety of these categones.

(3) There are three distinct methodological ap-
proaches (o the cross-national study of health poh-
cies. including those for PHC, which differ according
10 their level of analysis. the nature of the findings
that arc generated and their requirements for data.
The first and most broad of these is wgeregare
statistical analvsiy across a relauvels large sample of
countries. Aggregate methods for cross-national re-
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sezrch of social and poluical hy potheses nave been
used 1n the social scrence literature for some time.
Although most studies in this field have tended 10
focus on himited macro-level topies, sigmificant aggre-
gate studies on socte-cconomie development pro-
cesses have been conducted on more micro-ievel 1ssues
[96]. Aggregate research on comparative adminis-
tration and development assistance programs is not
so well advanced. due chiefly to a lack of connensus
about the scope and objectives of study {i2.17] and
to the unavailabihity of complete data corresponding
to tne research frameworks that have been proposed.
Rehance on proad socnil ang polincal indicators
usually does not allow sutiicient precision to provide
conaistently meamngtul tindings about individual
countrs healtn svstems, although some studies have
incorporated such variables along with “process” indi-
cators 1o vield certuin significant results {69, 78]
Aggregate analvsis also faces inherent statstical
problems related to multiple causation and condi-
tionahity of outcomes. which restrict the applicability
of standard regression techniques.

A second approach 1o analysis s the comparison of
Iwo or more couniry cdses, using potnts of relative
similanity and ditference as a basis for explaimng
dilferences in process or performance. Most of this
research has focused on Western Europe and the
United States. although some attenuon has been
ginen to empinical comparsons between developing
countries. Amonge these Latter studies are. for exam-
ple. discussions of the transferability of health service
modeis from one setting 1o another 7] paared

country examinations [8] and broader cnalvses of

PHC policy meking across multiple countries [35 68}

Comparative studies require relatvely more de-
tatled informattion than do aggregate analysis. In
addiuon. the cvalable hterature has not resolved
issues  concerming  the reliability of  conclusions
reached by diffierent tyvpes of compansons: debate
continues over the relative usefulness of ‘contrasting’
as opposed to “similar” case studies for the drawing of
cross-national generahzations [97]. On the one hand.
comparisons of widely diverse countries may fail to
vield meaningful findings about the actual dynamics
of nealth svstem performance. On the other hand. the
comparisot, of logically grouped. similar countries
limits the potential for widely generalizable results.

The third and most common approach to the
examination of health systems is that of single case
studies. Case studies are particularly vulnerable to
limitations on their generalizability: indeed. the
findings of such analyses are often extended by their
authors with Dhttle supporting argument. Yet. as
Eckstein observes. a properly designed case study
may serve a number of useful purposes. especially
through the testing of micro-level hypotheses in
‘crucial” settings [98]. Their chief advantage lies in the

potential for providing a rich and detailed analysis of

complex interrelationships. They may in fact be the
most appropriate approach for the types of research

discussed here. especiallv for the examination of

admimisirative and community-evel hypotheses.
This surveys of political and adminmistrative issues
has focused sy stematically on the different contexts in
which policies for Primary Health Care are formu-
lated and implemented. Through a review of the
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literature on PHC . we hinve attempted to organize the
major strands ol empinical knowledge i tins area
within a general model. and o make use of this model
to develop hypotheses for future studs and piactical
application. We have found that few of the i pothe-
sized relattonships are strongly supported by avail-
ahle findings. Most of the relationships proposed are
fikely 1o be mfluenced by wide range of contentual

factors. which

mus: be adenunied and tikhen into

account by analssts Considerable turther research s
needed 1o evplore and more tullhy document the
campiexities of the health pobiey process. we have set
out a puosthle agenda tor that task.

”
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- Dyukanovic V.
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