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under Contract No. DSPE-C-0086. PFour major objectives have gquid-
ed this project: :

1. To provide a state-of-the~art review of the 1literature on
political and administrative factors in primary health care
(PHC) policies and prograns;

2. "Based on this review, to generate hypotheses relating polit-
ical and administative variables to the success of PHC ef-
forts;

3. To suggest practical policy guidelines based on state-of-

the-art knowledge; and

4. To examine appropriate research methiodologies and propose an
agenda for future research on political and adaministrative
elements in PHC policy success.

Special thanks go to David Lunlop, who as Project Officer en-
couraged and supported the authors over the course of this re-
view. Comments and suggestions from Robert Berg, Barbara Pills-
" bury, and other U.S.A.I.D. staff were particularly helpful, as
were discussions with John D. Montgomery, Joe D. Wray, James Aus-
tin, Dierdre Strachan, John PField, John ¥yon, and numerous other
individuals. However, the conclusions of this report are solely
those of the authors, and do not represent the views of A.I.D. or
of any other agency of the U.S. government.
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EXECUTIVE SUMMARY

Officials responsible for Primary Health Care (PHC) projects are
increasinyly aware that political and administrative factors nay
be as important in determining the successful implementation as
are the technical health and wmedical components of these activi-
ties. While practitioners appear to be aware of these con-
straints, our knowledge of specific relationships is axtremely
weak and fragmented.

This report is an initial attempt to review the existing lit-
erature, and to develop an overall analytical framework for or-
ganizing this literature and for identifying gaps in our knowl-
edge. This exercise is designed to build on available knowledge
to generate a systematic series of hypotheses which relate health
policy outcomes to a variety of political and administrative fac-
tors and constraints. These hypotheses specify the relationships
which need to be examined empirically in order to determine how
and in what ways political and administrative variables influence
PHC programs. As such, they set an agenda for research to expand
our understanding of this crucial but little-understood area of
policymaking.

The model that is proposed describes constraints of political

and administrative structure and bpargaining as they impinge on

three_stages of the policy process:

1. the decision of a national government to adopt and commit



significant resources to PHC policies
2. the involveament and characteristics of government organiza-

tions (adwiniscration) in the process of implementing the

policy decision

and
3. the actual delivery of PHC services at the community level.
The interaction of these stages, and their relationship to the
respective contexts of PHC policy foramulation and implementation
and to measures of PHC "output," are shown in Figure 1.

In the Ffirst of these stages, the ideology and structural
characteristics of elites and regimes, as well as the troad bar-
gaining power of potential beneficiaries, physicians, and other
groups that compete for scarce national resources, help to deter-
mine whether or not a given regime will make a commitment to
adopt PHC policy. The national health planning process also in-
fluences the orientation and scope of PHC strategies selected.
In addition, foreign actors, incliding international organiza-
tions and doncr agencies, further shape the formulation ani im-
plementation of PHC policies. Among the areas selected for con-
tinuing investigation at this stage are the tentative conclusions
that:

* "peformist!" reqimes are _more likely to adopt PHC thagz are "sta-

tus_guo! reginmes.

. s was s ms s s el

the adoption of PHC programs.
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tial beneficiaries and health-related agencies have _qgreater
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barqaining_power, _vis_ a vis physicians and _other competitors

e e D o s e

The greater_are__country efforts in health planning, the more

likely it is_will be adopted_and effectively implemented.

Dir-gows

In the adminsistrative implementation stage, the develop-
ment of commitment to PHC goals and the improvement of a vari-
ety of adminstrative processes are found to have implications
for the successful delivery of services. Important factors
here include procedures for recruitment and training of PHC
workers, the conduct of pilot activities for PHC, and aspects
of administrative structure--particularly the degree of decen-
tralization and integration of PiiC functions. Promising rela-
tionships regarding administrative constraints on PHC implemen-
tation suggest that implementation is more effective if:

Commitment to PHC goals is evident at all levels of the respon-

sible implementing agency, and especially where nopn-physicians

hold key policymaking positions.

Administrative responrsibhility for curative health services is

divorced from PHC administration.

Efforts are made to improve administrative skills at all lev-

els.
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Recruitment and training programs_emphasize rural origins, ap-

propriate incentive structures, aad rurally-based, team-orient-

ed processes.

Administrative structures are decentralized--under conditions

I %

where other government institutions are also decentralized,

where horizontal responsibilities are not fragmented, and where

Administrative capacity is already present at reqgional and lo-

cal levels.

In the final stage, community-level political characteris-
tics determine in large measure the extent to which PHC progranm
efforts are able to reach their intended beneficiaries, as well
as the degree of local participation in PHC activities. Exist-
ing health services in the community, including both tradition-
al and modern modes of care, will influence the demand for PHC
and the range of necessary PHC services. Finally, the resource
requirements of PHC programs, in relation to the availability
of resources within the health agency and the communicy, help
to shape the program strategies that are followed. The follow-
ing are among the most important factors affecting the success
of PHC service delivery in the community:

The more_egquitable is the distribution of economic and politi-

cal resources in the community.

The fewer social cleavages there are along ethnic, religious.

or political lines.




* The more avenues are present for channeling community vpartici-

pation_in PHC.

* The smaller is_the_supply of non-PHC health services in the lo-

cal area, _and the lower are the costs to the community of PHC

s e S s 4t s S Pt S A B B G S s Mt Goon st Tos

Posgung —~P=pryo~

- - s oo

within which PHC_ forms the first point _of contact with the ben-

eficiary population.

- e e ey i s s

0f particular importance in future research will be the de-
termination of the relative importance of each of the above re-
lationships. Such knowledge would assist policymakers in tar-
getiny activities toward relieving the most poverful
constraints on PHC adoption ard implementation, and toward max-
imizing advantages in situations without major constraints.

The existing literature is not so underdeveloped as to pre-
clude the draving of some relevant policy conclusions of imme-
diate use to USAID decisionmakers. Although this reviev finds
little conclusive evidence of strong relationships, we are nev-
ertheless able, on the basis of the hypotheses that are set
out, tc suggest a variety of policy guidelines that might in-
form policymakers until firmer evidence is obtained through

further researche.



Finally, this report points to two avenues of research that
AID can pursue with limited budgetary resources. One of these
Wwould incorporate the collection of simple data on political
and adminisérative variables into project review and evaluation
processes, This data would form the basis for ongoing, aggre-
gate testing of many of the hypotheses that are set out in this
study. The second strateqgy would focus on a cluster of "simi-
lar" country case studies for in-depth examination, focusing
especially on administrative and community-level constraints on
policy implementation.

In conclusion, this project ﬁas reviewed the state-of~-the-
art of our knowledge about the influences of political and ad-
ministrative contexts on PHC "success;" it has establisied some
general "rules of thumb" based on current knowledge; :#nd it has
proposed a conceptual framework and research design for improv-

ing our understanding in this area.



I. THE STUDY OF PHC POLICIES AND PROGRAMNS

A. Introduction

Over the past decade, the'strategy of primary health care (PHC)
has been increasingly institutionalized in Third World countries.
PHC provides essential health services to dispersed rural popula-
tions, where many forms of health care, particularly governnmnent-
sponsored programs, are not reqularly available. The means of
extending these services has been chiefly through the expanded
use of paraprcfessional workers and the promotion of l»>cal par-
ticipation in service delivery. This experience has led to suh-
stantial improvement in the technical capability to develop PHC
resources (e.g., training progranms, manuals, task definition,
etc.) and to respond to ruracl health needs.

Despite the generation of considerable practical knowledge
about technical aspects, the performance of PHC programs has been
predictably quite varied. Many reports, publications, and other
documents reveal that not only the design of PHC efforts, but
also the ability to .mplement them, are highly specific to the
particular country or regional location in which they are wcon-
ducted. A growing literature demonstrates that tke PHC context-—-
the political, administrative, and compunity settings in which
programs are designed and carried out, as well as the different
strategies and processes involved in their adoption and implemen-
tation--exerts important influences on program outcomes. At the
extreue, these 1influences may be so strong as to severely re-
strict the successful performance of PHC programs that appear to
be well designed from a technical perspective.

It is apparent that there remains considerable scope for im-
proving program performance through a better understanding of the
structures and processes which form the context of PHC policy.
It is toward this goal of wunderstanding the context and dynamics
of PHC policy that this report is addressed, with the further ob-
jective of wusing the resulting knowledge as a guide to the inm-
provement of PHC operations. This project focuses on -he rela-
tionship of the technical content of PHC programs to the various
contexts, particularly political and administrative, in which
they take place.

This study has been constrained by the relative lack of at-
tention that this relationship has received in the health policy
literature. Many evaluation studies of PHC programs have beex
undertaken, but, as will be described, these efforts have rarely

PREVIOUS PAGE BLANK
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addressed contextual constraints in a systematic or coaprehensive

fashion. More commonly, knowledge about PHC has been built up
through informal processes, 1including anecdotes and the unsyste-
matic ase of case studies. Case studies are indeed useful for

many purposes, in PHC as well as in related program areas such as
population, nutrition, and agricultural development, but they of-
fer only a narrow basis upon which to draw generalizations abou:
program dynamics. We have come to recognize that a multiplicity
of factors are important to prograus success, but case studies
alone do not permit an exawnination of the relative importance and
interrelationship of these factors, nor of the conditions under
which they have influence in different settings. A principal
feature of the present analysis is that it is explicitly compara-
tive in emphasis.

As a result of much previous work, there is a widespread per-
ception that, because of the great diversity of PHC program de-
signs and settings, there can be no systematic relationship be-
tween contextual settings and program perforrance. This view is
reinforced by longstanding "rules of ‘thumb": that the critical
aspects of PHAC are those that fall within the traditional prov-
ince of the medical profession; that there remains an unbridge-
able distinction between 'technical' and fpolitical' issues; and
that politics ought not to be the concern of health profession-
als. These beliefs are clearly inappropriate, in light of exten-
sive research findings from the United States and Western Europe
which show the close interrelationship between health care and
'health politics': technical success is very dependent upon po-
litical understanding.

A second objection that may be raised to the approach sug-
gested here is that relationships 1involving political and admin-
istrative factors may be open to study in the developed coun-
tries, where there is a certain reqularity and openness in these
areas, but similar study is not possible in the developing world.
This view is'grounded in a perception that the Third World envi-
ronment is unpredictable and fundamentally arbitrary, or at the
very least not amenable to systematic social research. However,
many studies conducted in recent years has demonstrated the po-
tential for political and adminstrative analysis in the develop-
ing world. There is, furthermore, a perception among many obser-
vors that some aspects cf political systems and edministrative
processes are becominyg increasingly similar across countries,
providing more common ground for research. While it is apparent
that our understanding of ©policy processes--including those in
the health sector--is deficient in many respects, knowledge in
this area has grown substantially.

The most serious objection to our approach suggests that,
even if ve can in fact determine the ways in which PHC progranms
operate, this knowledge cannot make a significant difference 1in



program performance. This argument finds the political and
administrative resistance to change in many programs, particular-
ly in the health sector, effectively immune to outside interven-
tion. While we recognize that some features of the policy pro-
cess are indeed likely to be fixed, others have proved to be open
to manipulation by policy advocates, or by the introduction of
PHC prioritiess, 1in many countries. As a means of appraising the
~ffects of nev policy options, for example, comparative policy
analysis helps to 1identify the ways in which different types of
institutional structure shape the process of policy implementa-
tion. In health care, as in other fields, knowledgye of likely
constraints helps to determine what is inflexible in a given set-
ting, and what changes are in fact possible.

This report, then, 1s an effort to build on our knowledge in
health care, as well as in other development sectors, and to un-
dertake a systematic examinatior of the relationships between the
setting, process, and performance of PHC vrograms. On this ba-
sis, we may identify areas of particular constraini on PHC activ-
ities, and suggest possitle means for the imprecvement of program
operations. This project is guided by four central questions:

1. What framework of analysis will allow us to examine the most
relevant political and administrative relationships affect-
ing the adoption and implementation of PHC?

2. What does the available literature suggest as the most crit-
ical of these relationships?

3. How may these relationships be examined empirically?

4. What are the immediate and long-term implications of this
research for PHC policymaking and program support?

This report is oiganized to address these four guestions in
turn. The first chapter proposes a general model of the PHC pol-
icy and program process, using this wmodel to organize the PHC
literature and to set out a general strateqgy for research. Chap-
ter Two draws from the literature of published and available un-
published materials to develop a series of hypotheses conceraing
the relationship of various contextual factors to the formulation
of PHC policy and to the administration and operations of PHC
programs. Chapter Three examines issues 1in the methodology for
testing these hypotheses. The final chapter outlines a set of
recommendations for further research in this area.

B. Primary Health Care




1. The PHC Strategy

The term, "primary health care," is used to refer to national
health services extended chiefly to poor or disadvantaged rural
populations in developing countries. In response to the typical
maldistributicn of health care resources in the developing world,
which has favored urban and upper—income sectors, PHC was the re-
sult of a search for an alternative means of providing health
care to rural areas which had often been left severely under-
served. (1) An element of "Basic Needs" strategies for socioeco-
nomnic development, PHC involves the allocation of resources to
low-income, primarily rural segments of the national populatior.
PHC has been promoted internationally by a number of donoi agen-
cies and international organizations, including the World Health
Organization (WHO), UNICEP, the World Bank and regional banks,
the Canadian International Development Agency, and USAID.

The most widely used definition of PHC was developed during
the joint WHO/UNICEF Conference on Primary Health Care, in 1978.
As set out in the "Declaration of Alma Ata," (WHO, 1978):

Primary health care is essential health care based on
practical, scientifically sound and socially acceptable
methods and technology made universally accessible to
individuals and families in the community through their
full participation and at a cost that the community and
country can afford to maintain at every stage of their
development in the spirit of self-reliance and self-de-
termination. It forms an integral part both of the
country's health system, of which it is the central
function and main focus, and of the overall social and
economic development of the community. It is the first
level of contact of individuals, the family and commu-
nity with the national health system bringing health
care as close as possible to where people live and
work, and constitutes the first element of a continuing
health care process.

Within this comprehensive definition, PHC was identified as
having the following principal features (WHO, 1978):

* It includes promotive, preventive, curative, and rehabilitative
services, in addressing the main health problems in the commu-
nity;

(1) These proklems have been widely documented in the literature;
see, for example, Kiny (1966), Bryant (1969), Roemer (1976),
and Blling (1980a).



« It has at least eight minimum coamponents-—-health education, nu-
trition services, water supply and sanitation, maternal and
child health care (including family planaing), immunization,
prevention and control of endemic diseases, treatment of common
diseases and injuries, and provision of essential drugs;

* It is intersectoral in orientation, involving coordination with
activities in related sectors such as nutrition and public
works,

* It is based upon local seif-reliance and community participa-
tion; and

* It makes use of all levels of health wcrkers, includinyg para-
professionals, and is the first stage of a larger system of re-
ferral for specialized care.

Attainment of these goals 1is obviously an ambitious and lonc-
term objective, and it requires considerable alteration of the
current health care systems of many, if not most, developing
countries. Furthermore, the extent and intensity of the spe-
cific PHC services provided-—-the "technical package'"--is clear-
ly conditioned by local needs and resources. Thus, within this
general "PHC model", countries and international agencies have
adopted a variety of PHC program designs.(2) One is impressed
by the diversity of the PHC process and the difficulties that
it raises for program coordination and support. As a recent
study has concluded (WHG, 1981:27):

(D)espite an internationally agreed definition, the
term 'primary health cares' is being applied around the
world to a variety of realities and even of concepts.
One reason for this may be that international formula-
tions about PHC are necessarily of general character to
encompass the world situation and countries have to
adapt the yeneral principles of the approach to their
specific conditions; this must allow a certain leeway

(2) One important aspect of program design is the degree to which
activities carried out 1in related sectors are integrated
with, or are considered a part of, PHC services. For exam-
ple, most countries conduct programs in the areas of nutri-
tion and family planning, and more conventional health care
services such as immunization programs, which were originally
motivated by policy.concerns diitferent from those of PHC.
Administration of these programs is often the responsibility
of otuer government agencies, or of separate divisions within
the Ministry of Health. Thus, while these activities fall
within the broad definition of PHC, they may be administered
separately and often inconsistently with other elements of
PHC programs (Pamily Health Care, 1979).
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in interpretation. Nevertheless, the observed variety
goes beyond what should be expected from countries’
differenc circumstances... when the term ‘'primary
health care' 1is used to refer to a wide variety of
situations, many substantially different from the con-
tent of the agreed definition, confusion must result
both within countries and internationally.

In general, PHC has come to be associated with three princi-
pal changes in health services: first, the increased use or par-
aprofessional workers; second, greater ‘rationality!' in health
planning and particularly a wider coverage of services; and
third, greater involvement of the local community in health care
activities.

The use of paraprofessional workers was seen as a crucial
link in breaking the "medical bottleneck" in rural areas. Incor-
porating local, semi-skilled personnel into the health system as
autonomous practitioners was in part an extension of the use of
medical auxiliaries, to some extent based on the model of the
Chinese barefoot doctor. These new paraprofessionals were con-
sidered a practical alternative both to fully trained physicians
and to the variety of indigenous practitioners found in most ru-
ral areas.

Many of the early writers exploring the PHC approach also fo-
cused on health planning as a promising vehicle for iancorporating
PHC into national). health programs. The planning process had been
recognized as a critical factor in promoting development strat-
egies in all sectors (Caiden and Wildavsky, 1974). In the health
sector, redirection of programs toward underserved rural popula-
tions was viewed as a first step in the rationalizatioa of na-
tional health goals, and their translation into strategies for
action. (3) This attention was more generally expanded by WHO in
its support of Country Health Programming. Other agencies, such
as USAID, also supported the improvement of health sector plan-
ning. (4)

The third central aspect of PHC is the development of mecha-
nisms to involve community participation in health care. Connmu-
nity participation was seen as desirable for a variety of

(3) See, for example, articles by Litsios (1971), Mott (1974),
and Elling and Kerr (1975), as well as the dccuments of WHO
and other development agencies.

(4) Much effort during the early 1970's went into national Health
Sector Assessments, and other projects includinjy the series
of Syncrisis documents, and the DEIDS. The literature on
health planning is extensive; useful summaries are found in
PAHO/YUSDHEW (1978) and Pamily Health Care (1979).



purposes: (1) as an end in itself--to promote a sense of conmu-
nity and self-ra2liance in rural development; (2) as particularly
appropriate to many ,preventive health activities, directed toward
the alleviation of ﬁ%jor diseases in rural areas through such ac-
tivities as sanitation and water supply improvements; and (3) as
a means of mobilizing service providers at low cost, in resource-
poor situations (Cohen and Uphoff, 1977).

Policies and programs for PHC were developed over the course

of the 1970's, <consistent with these principles but specific to
the situations of individual countries. (5)

2. Technical Evaluation of PHC

In recert years, this growing experience with PHC has been the
subject of a number of assessments. These include reviews of the
effectiveness of PHC projects (Gwatkin et al., 1980); broader ex-
aminations of the potential for expansion of PHC internationally
(e.g., Joseph and Russell, 1980); and increasing concern with the
financing of PHC (Zschock, 1980; WHO, 1980). It is beyond the
scope of this report to review this technical literature in de-
tail, yet it is clear from these assessnments that evidence of the
effectiveness of PHC remains rudimentary. On balance, the avail-
able studies suggest that PHC is likely to have a positive impact
on health levels in rural areas; however, it has not been clearly
shown that PHC is the most cost-eifective means of providing
health care to these populations. (6)

2. The 'Content! of PHC and its Implications

(5) The evolution of the PHC strateqgy may perhaps be most clearly
seen in the succession of works published by WHO during the
1970 s. Experimental projects emphasizing the role of para-
professionals and community participation were first high-
lighted in Health by the People (Newell, 1971). As increas-
ing attention was given to incorporating these and other
rural health services innovations into national health pro-
grams, 1ssues Wwere presented in Alternative Approaches to
Meetingy Sasic _Health Needs in Developing Countries (Djukano-
vich and Mach, 1975). As described above, the PHC strategy
was consolidated at the WHO/UNICEF Conference on Primary
Health Care held at Alma Ata in the Soviet Union (WHO, 1978).

(6) The reader is referred to these and other publications cited
in this report for a more detailed perspective on the "tech-
nical" effectiveness of PHC.



The foregoing analysis indicates that examination of how PHC pro-
grams "work" must take account of the different activities which
make up "primary health care", and the implications uf tnose ac-
tivities for the various settings in which they take place. This
relationship sugqgests a distinction between the political and ad-
ministrative dimensions of the "content'" of PHC, and the 'con-
text" of program operations (Grindle, 1930). In other words,
there are inherent characteristics of PHC which are different
from those of other health and development programs, which make
it easier or more difficult to adopt and implement. de umay iden=-
tify a number of features of PHC which bear on the ease of its
adoption and implementation. (7)

The literature on human resource programs suggests several
features of PHC which are likely to bear favorably on the adop-
tion and implementation process:

* Relatively simple technology: PHC uses explicitly simple
health care technigues, which are suitable for provision by
paraprofessionals with limited training.

*# Pew capital resource requirements: PHC is highly labor-inten-
sive, with few needs for major start-up expenditures. Economic
requirements are thus lessened, and the lack of "visibility"
may lower potential political opposition (although it may also
limit political support).

* Difficulty of "capturing! benefits: PHC services and other
program benefits cannot generally be restricted for the use of
certain groups, nor can they be accumulated or "hoarded".

(7) The net effect of thnese features is referred to by Cleaves
(Cleaves, 1980:286-289) as the "problematique" of a given
policy. According to Cleaves, those policies are less '"pro-
blematical"--i.e., are easier to put in place and adminis-
ter--which have simple rather tham complex technical fea-
tures; which involve marginal rather than comprehensive
change; which have a single target group; which have a sin-
gle-goal objective; which have clearly-stated and unambiguous
goals; and which have a short duration or time horizon.

Along these dimensions, social programs are clearly much more
"problematical" than are most capital-intensive, infrastruc-
ture-building development projects, Other authors, including
Uphoff (1980) and Montgomery (1979) have identified similar
sets of critical program features. The points included in
our discucsion represent a distillation of these various per-—
spectives; a nuaber of these factors are discussed in greater
detall in Chapter 2.



A number of other features, however, may be unfavorable to
the adoption and implementation of PHC:

* Change_in_the mode of health care delivery: PHC implies chang-
es in the way health services are provided to the rural popula-
tion, whether those services have been oprovided by traditional
medical practitioners or by physicians on an occasional basis.
The introduction of PHC 1is likely to be resisted both by these
other types of providers, and by the target group itself which

may consider PHC to be '"second-class amedicine'.

* Diffusion of benefits: The "public good" aspect of PiHC, which
makes program benefits available to the entire community, also
nakes it Jifficult to mobilize target group support for PHC.

* Ambiquous goals and long time horizon: The unclear terms 1in
which PHC (and other health program) goals are often exvressed,
and the long time frame over which benefits must often be de-
ferred, reduce participant understanding of PHC as well as the
potential for mobilizing their support.

* High recurrent resource requirements: Although starct-up costs
are not great, PHC is highly labor- and administration-juten-
sive. Purthermore, the target population is often inaccessible
due to geographical considerations and a lack of supporting in-
frastructure. As a result, PHC programs frequently encounter
high and unanticipated ongoing program costs.

* Redistributive economic _impacts: In the presence of limited
government revenues and agency budgets, allocations for PHC
must be drawn from funds for other types of activities. This

is likely to lead to considerable political and administrative
resistance to the introduction of PHC.

This brief examination of PHC "content" factors, and their
implications for program performance, sSuggests that those fea-
tures unfavorable to PHC-- principally the difficulty of mobi-

lizing political suppert, and high recurrent costs-- are quite
significant. They may in fact be so substantial as to make it
improbable that PHC can ever be carried out. It 1s thus all

the more important to look at the setting or ‘"context" of PHC
programs, in order to identify the particular conditions under
which these features will have the greatest influence on pro-
gram performance. (8)

(8) These features are broadly similar to the conditions facing
other rural development programs in the "Basic Needs" policy
strategy. Yet PHC has distinctive elements in this area as
well; health care bhas a typically strong cultural signifi-
cance for all populations, aud 1its provision is usually re-
stricted to specifically trained individuals. These features



The functional relationship betwwen the content and context

Pigure 1

Content, Context, and Policy

CONTENT ’ POLICY ’ PHC
FACTORS PROCESS OUTCOMES

— CONTEXT 1"_.____"____J

of PHC is illustrated in Pigure 1. In this aiagram, features
of the "content" and "context" are each seen as influencing the
"policy process" through which PHC and other interventions must
pass v hre adopted and implemented. As so determined, the
"pelicy process" yields changes in health status and other PHC
outcomes. In the folloving section, an analytical framework is
presented for examining the policy process, and its associated
contexts, in greater detail.

have specific implications for program operations. These
considerations imply that the dynamics of PHC performance
wil. be similar in some respects to those of other health
services, on the one hand, and of other rural development
prograss on the other; however, generalizations made about
these other types of programs must be explicitly tested be-
fore they can be directly applied to the PHC setting.



C. PHC and the Policy Process

The next step in our examination of the dynamics of PHC is to lay
out a model describing the PHC '"policy process", Such a nmodel,
taking into account the relation of PHC to its various contexts,
will serve at least three functicus:

1. It will provide a framework for organizing the literature on
PHC;
2. It will serve as a basis for the development and testing of

hypotheses concecning PHC performance; and

3. It will provide a basis for developing recommendations for
PHC program improvenment.

To fulfill these purposes, the model must meet several minimum

conditions. First, it must be relatively simple, in order to be
understandable to a wide range of audiences. Second, it must be

operationally meaningful, in order to correspond to identifiabile
activities and processes, and to allow the development of specif-
ic indicators of policy inputs and outputs. Finally, it must be
empirically testable,; to permit verification and to allow the in-
troduction of feedback for continuing refinement.

The model of the po’icy process described here adopts a fun-
damental distinction that is made by most analysts, between poli-
cymaking --the broad choice of goals, objectives, and means-- and
implementation --the translation of policy into action programs
designed to achieve policy goals.(9) Beyond this basic separa-
tion, a wide range of models have been proposed, which identify
policy processes in varying degrees of detail. (10) For purposes

(9 (E.g., Grindle, 1980a:7). This categorization follows a dis-
tinction wmade in the management ©policy literature betwvween
strateqy and structure. As originally set out by Chandler
(1962:73-14), 'strategy'! is "the determination of the basic
long-term goals of an enterprise, and the adoption of courses
of action and the allocation of resources necessary for car-
rying out those goals."™ Correspondingly, 'structure' is "the
design of organization through which the enterprise is admin-
istered... (including) lines of authority and coammunica-
tion... (and) the information and data that flow through these
lines of communication and authority." Chandler's well-known
thesis, that ‘structure follows strategy', originally focused
on the new organizational forms and activities that are gen-
erated as a policy is adopted in a particular system. It has
been applied to development programs by Kortemn (1975), Ickis
(1978), and others.

(10) Lasswell, for example, identifies seven discrete policy



of this project, we follow a general distinctlon made by Korten
(1976:12), Grindle (1980a:8-10), and others, in which the imple-
mentation phase is further separated into two stages which corre-
spond to "management"™ and "operational" activities. Korten de-
fines the resulting three stages of the policy process as
follows:

1. Policy Formulation: The selection of goals to be achieved
through intervention; the identification of broad strategies
for the pursuit of those goals; and the taking of actions to
facilitate the pursuit of the chosen strategies--which sig-
nifie. policy_adopticn.

2. Policy Implementation: The translation of adopted policies
into the design of action programs, through the preparation
of a detailed plan, the establishment of manageaent proce-
dures, and the introduction of pilot activities.

3. Program Implementation: Operation of the pilanned action
program at the bureaucratic level, and the provision of ser-
vices to achieve the goals of the policy. (11 -

These categories are well suvited to the analysis of PHC. As de-
scribed in the preceding section, these relaglvely distinct ac-
tivities within the policy process corespond =losely to the three
principal levels at which these activities occur--the national
political arena, the implementing agency (usually the Ministry of
Health), ard the community setting. (12) Second, each stage may be
assigned specific measures of output to permit the assessment of
performance. our general framework for analysis is shown dia-
grammatically in Figure 2. With reference to the features of PHC

which were described above, the following stages of the PHC

— e s e B et 6 s

"functions" (Montgomery, 1979), while Williams (1975) speci-

fies a different, six-stage policy process. A variety of
more complex implementation models have been proposed (e.qg.,
Smith, 1973, and Van Meter and Van Horn, 1975). These ap-

proaches serve different analytical purposes; most, however,
are intended as conceptual vehicles rather than as fraade-
works for empirical research.

(11) Because of possible confusion in the usage of the terms

‘policy', ‘'program', and 'implementation', the second and
- third stages in this framework are reclassified as "Progranm
) Aduinistration" and "Service Delivery," respectively.

(12) Leichter (1979:39-40) adoptz a less specific typology of
factors--situational, structural, cultural, and environmen-
tal--in his case study comparisons. This perspective is
useful, and we attempt to integrate it into our process mod-
el.,
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policy process are identified:

1.

2

Policy Formulation includes the wmobilization of political
support, the allocation of economic resources, and the prep-
aration of a formal plan for PHC. The literature identifies
at least three elements of the national political context
that may influence these functions in a numher of ways:

ae Regime Characteristics, for example, the government's
ideological orientation and access to economic rescurc-
es, influence its motivation to adopt a PHC policy, as
well as its capability tuo provide economic support for
PHC activities.

b. Interests and Interest sroups, including health care
providers, the beneficiary population, and governmental
institutional actcrs, and other groups, who enter into
the bargaining process over PHC policy, offering vari-
ous types of support or resistance.

Ce The Health Planning Process, vhich influences through
its orientation and relative strength the form and di-
rection of the national PHC plan.

d. Foreiqn Actors, including international organizations,
donor agencies, and other groups who may provide tech-
nical and/or financial support for PHC policymaking and
implementation.

For research purposes, specific measures of policy adoption
could be:

de a heilth plan with clearly stated goals and strategies
to recoch the rural poor through PHC; and

b. change i\ the approved MOH (or other responsible gov-=
ernment agewncy) budget for PHC.

Program Administration includes the development of PHC re-
sources, provision of administrative support, and research
and evaluation. These activities are conditioned by fea-
tures of the Ministry of Health or other implementing agen-
cy, which include, at least:

a. Administrative Commitment to PHC, for example, the ori-
entation cf MOH decisionmakers and the incentives fac-
ing other personnel.

b. Institutional Capacity, to provide manpower, adminis-
tration, research, and other PHC resources, which cov-
ers, for example, staff training and skills, and agency
management systems.




C. Pilot Activities for PHC, to provide technical and op-
erational knowledg~» about program dynamics and effects,
often in preparation tor larger-scale implemertation.

d. Administrative Structure, 1iucluding decentralization
and interagency coordination of PHC activities, which
deternine how programs are organized and how they re-
late to their operating environment.

Yeasures of effective program administration might be:

a. increase in the number of PHC workers, health posts,
and other PHC resources;

b. increase in the population coverage of PHC programs;
Ce expenditure rates for the PHC budget; and

d. pilot projects or other initial PHC activities 1in the
field.

Service Delivery includes the provision of services, their

utilization by the target population, and local participa-
tion. These activities are strongly influenced by many fac-
tors in the community setting. The literature suggests that
these include:

. Socio-political Structure in -“he local area, for exan-
ple, the political strength of the poor, the extent of
ethnic or other cleavages, which influence the likeli-
hood of the target population receiving assigned PHC
services, and the extent of community participation.

b. Existing Health Services, including the extent of mod-
ern as well as traditional health care, which will in-
fluence the nature of local demand for PHC, and aspects
of PHC program design.

Ce Resource Requirements for PHC that are faced by the
health agency as well as the coamunity, which, relative
to resource availability, play a large part in deter-
mining effective program strategies.

Measures of effective service delivery are:

a. rates of utilization of PHC services by the target pop-
ulation; and

b. community support foi PHC activities.,



In addition, a set of 'macro-leva2l' or background factors may
be identified, which have broad effects on the formulation and
implementation of PHC policy. These are relatively jeneral, but
may be seen to exert a signficant 1influence at each ot the three
levels of context. They include:

1. Economic Factors, such as the level of national income and
income distribution, which affect the economic structure of
PHC.

2. Cultural Factors, for example, attitudes about health and
illress, and health practices, that influence demand for
PHC.

3. Environmental Ffactors, including climatic and geographical

features and prevailing health conditions, which affect
health care needs and the logistics of PHC.

4. Demographic Factors. such as age distribution, which will
influence health care needs.

These and similar factors are often included as exogenous vari-
ables in analyses of development policies and programs, to ex-
plain particular outcones. They are included only indirectly,
however, in the present model. (13)

It will also be observed that the Uultimate technical objec-
tive of PHC, namely, the actual improvement of population health
status, 1is not included in this model. This outcome measnure is
omitted chiefly because changes in health status are recognized
to be the result of many factors, most of which are beyond the
scope of PHC activities (e.g., Haignere, 1980; World Bamk, 1980;
Bloom et al., 1981). In general, it it may be judged that the
linkage between health policies and identifiable changes in
Lealth status has vyet to be established. The more 1limited

-

(13) We recognize the importance of these overall influences, but
in the development of our analytical framework we have found
that their effects may be more appropriately considered as
being incorporated in the specific variables that are used
to desccibe the dynamics of specific stages of the policy
process. We have found sufficient evidence of interconnec-
tions between background variables aud the included depen=
dent variables to consider the dependenc variables as to
sone degree proxies for background tactors, and it appeared
to be beyond the scope of this project to examine the inde~
pendent influences of these variables. Accordingly, we do
not include these as being qualitatively separate from the
others we do address; rather, we describe their effects as
they occur, mediated by political and administrative fac-
tors.



objective at present is to identiry factors which affect or con-
strain the delivery of PHC services; it is unfortunately beyond
the scope of a project such as this to address in detail ques-
tions of whether the service has desired impacts on health lev-
els. However, through this analysis it may be possible to sug-
gest conditions under which programs do in fact have significant
effects on health status.

The relationships among each of the PHC stages and their as-
sociated outputs 1is described inm greater detail in Chapter II.
These sets of indicators are nect exhaustive, but they provide
general evidence of national commitment and efforts toward PHC
goals. Their relative importance will vary amonyg countries, as
will the significance of different findings; on balance, however,
each is a necessary and observable component of PHC "success."

This general model, as shown in the diagram of PFiqure 2, is a
heuristic device which is used to assist our thinking about poli-
cy processes. The use of any analytical model poses risks of ov-
ersimplifying a complex reality, however, and several limitations
on the usefulness of this process model wmay be briefly noted,
which make it difficult to apply such an "ideal" sequence direct-
ly to actual cases.

First, as Grindle (1980a:8-9) observes, a policy often
evolves over time and during program operations, as objectives
are defined more precisely. Thus, goal-setting cannot be con-
fined to the "policy formulation" stage, since changes 1in goals
do occur as a policy is implemented. Programs may also grow
through an iterative process, as objectives are successively
reinterpreted. In addition, different programs which were begun
for other purposes are often later justified as being in support
of the newly popular policy, after they are underway. An example
of such "inclusion" would be famiiy planning programs, now fre-
quently rationalized as being part of the PHC strategy.

Second, 1* has been argued that sequences are not as impor-
tant as the types of decisions that are being made. Attention
has been focused on the distinction between "political" and
"technical" decisions, each of which is necessary for policy
adoption and implementation. In this view, political decisions
are those concerned with resourre allocution, auchority and con-
trol relations, and the interface of health services with people,
wvhile technical considerations relate to the operational effi-
ciency of particular program designs. (14) In the framework

(14) (WHO, 1979z:20-26; also Uphoff, 1980.) The most prominent
example of this continuity of functions arises in the clas-
sification of planning activities. As described by many re-
searchers, including Caiden and Wildavsky (1974) and
PAHO/USDHEW (1978), the placning function extends through



presented here, most technical decisions have been assigned to
the "conteot" of policy, and discussion 1is focused on the range
of primarily political decisions which are central to the policy
process. Hovever, this distinction tends to ohscure changes in
technical decisionmaking which occur over time, which may influ-
ence the "political" policy process in undetected ways.

mhird, some analysts have advocated the study of "nolitical-
administrative systems" as a whole, rather than attempting to ex-
amine individual elements of the policy process. This perspec-
tive receives support from the fact that the relaticnships among
identifiable cortextual factors are analytically complex. In the
first place, there are few concrete distinctions between the four
levels that have been set out: the predictable resistance of the
medical profession appears a3 an influence at all stages of the
policy process, for example. Similarly, a 'regime!' factor such
as the stability of the government may affect health agency deci-
sions as well as communifty-level politics; and the degree of ad-
ministrative decentralizaticn conditions both the planning pro-
cess and the incentives for community participation in PHC.
Finally, the !'background factors' are likely to influence the
other three contexts in differirg ways {e.g., Clinton and Godwin,
1979; Hadden, 1980).

In light of these limitations and alternative conceptual
framevorks, a model such as this cannot be rigidly applied. The
three stages as described are not seen are not seen as following
a strict sequence; they can, and usually do, take place at the
same time, but generally in different settings. They are not se-
quential in the sense that each aust be completed before those
succeeding it can begin; however, they do follow a logical order,
in that “he outputs of one stage form the basis for the activi-
ties in later ones. There is obviously a continuity among the
activities in all stages, in which feedback processes occurring
both within and outside the program serve to maintain their in-
terrelaticnship. Finally, it must be recognized that the selec-
tion of ..nalytical frameworks is at some point arbitrary--that it
is a chnice "to locate political processes within certain context
of time and space in order to be able to make meaningful state-
ments conveying the impacts of environmental concerns and inter-
nal structural characteristics on program operitions" (Heisler
and Peters, 1977).

all aspects of the policy process: planning encompasses the
formulation of strategies, the development of programs, and
the modification of programs over time. Others, 1including
Litsios (1971) and Hott (1974), have expanded the definition
of planning to encompass operational activities as well; the
latter inclusion is not made in thie present model. who ex-
pand the definition of planning to include operational ac-
tivities as well.



In the next section we nake use of this framework to intro-
duce the relevant literature on PHC. In the sections following,
and in the remainder of this report, we elahorate on this process
model, and outline a strateqgy for operational research and appli-
cations.

D. Overviey of the Literature

As descrited above, PHC is the subject of a wide literature which
includes published articles and hooks, as well a2s unpublished re-
ports and other documents. Tsing the framework just introduced,
we may distinguish three major concerns in the study of PdC, ac-
cording to the level at which the subject is addressed. In these
approaches, PHC is considered as a specific policy as a type of
program and as an activity carried out in_the community. These
areas orf focus parallel the distinction made in this report be-
tween the stages of policy formulation, program administration,
and service delivery.

1. PHC as Policy

The 'policy' literature on PHC uses a variety of social science
perspaectives to examine issues related to the formulation of na-
tioral PHC policies. The central issue addressed is cthat of how
PHC is placed on the policy agenda: some avthors have focused on
systemic conditions which rfoster the formulation of new health
approaches {(e.g., socialist versus capltalist systems), while
others have given primary attention to the actors involved in en-
couraging gove.onments to adopt PHC policies. The focus on sys-
temic factors has emerqged from earlier literature on the process
of socioeconomic development, which sought to distinguish the
policy choices of different types of political regimes. The ma-
jority of this literature found no strong relationship hetween
regime type and the content of national decisionmaking (see, for
exarple, Ayres, 1975; Hayes, 1975; and Leichter, 1975). Hayes,
1975; and leichter, 1975). Other authors, however, have empha-
sized that soclalist regimes nay be particularly conducive to
policy innovation; much of this literature in fact focuses on the
health sector. (15)

(15) There is. for instance, a vast literature on health care in
the People's Republic of China; many of these studies main-
tain a radical or Marxian perspective (e.yg., Sidel and Si-
del, 1979). Among the 'policy' studies of other socialist
health svstems are thcse by Gish (1973) on Tanzania, and Na-
varro (1972) and Guttmacher and Danielson (1979) on Cuba. A
number of papers which adopt a Marxian viewpoint are col-
lected in Inguan and Thomas (1975).



Studies of family planning programs have also exaained
aspects of the formulation of population policy. These studies,
which are devcved largely to case materials and broad aggegrate
analysis, include edited works oy !HcCoy (1974) , Godwin (1975),
and Montgomery et al. (1979). A number of wmore anaiytical stud-
jes have appeared recently, among which is a collection of re-
gional reviews by USAID (1979). (USAID, 1979). The findings ot
this research suggest that demographic, economic, and regime
characteristics, as well as interest group activities, set impor-
tant conditions for policymaking about family planning.

Regarding the health sector, A longstanding interest in the
formulation of nationai policy is reflected in the comparative
literature, which has focused primarily on developed countries
(e.g., Altenstetter, 1978a; Leichter, 1979; Marmor and Bridges,
1980). These studies have been supported by a substantial amount
of research on general issues in the comparative study of health
systens (e.g., Wienerman, 1971; DeMiguel, 1975; Elling and Kerr,
1975: Litman and Robins, 1971; and Elling, 198Ja, b). Recently,
several careful case studies of health care policymaking in de-
veloping countries have been prepared (e.g., Janovsky, 1979}, and
detailed comparative studies of health politics in developing as
well as developing countries have also appeared (Marmor et al.,
1977; Haignere, 1980; Bossert, 1979, 1981; and Bjorkman, 1979).

A recent major contribution to this literature is the comparative
study of decisionmaking for PHC across seven countries, sponsored
by the Joint Committee on Health Policy (JCHP) of WHO and UNICEF

(FHO, 1981).

Overall, this literature is seen to be useful, but somewhat
limited. Analyses tend to focus on case studies, while compara-
tive work remains principally descriptive and, to date, higkly
unsystematic. Recent trends, however, hold some promise for a
more coherent aoproach. This, literature will be drawn upon in
Chapter II to generate hypotheses about the process of PHC policy
formulation.

2. PHC as Progranmn

In contrast to the study of policymaking, considerably greater
attention has been given to the implementation of PHC, once na-
tional policies have been established. Work has emerged from two
principal sources: the general field of development administra-
tion, and program evaluations in the health sector. These
streams appear to be converging in useful ways.

"Development administration”" is a term used to cover several
different approaches to the study of bureaucratic processes in
developing countries, focusing on efforts by national governments
and other organizations to improve administrative performance



(Jones, 1976)., Existing institutional structures are viewed as
playing a large role in the effectiveness of all types of devel-
opment activities, including health care (Cleaves, 1974). Re-
cently, the emphasis in this literature has shifted from the
study of administrative structures to the examination of program
dynamics, whicn has resulted in a large and growing body of re-
search on 1implementation: on how programs "work." The implemen-
tation literatur: 1in general has emphasized issues of institu-
tional linkages, tiaing of activities, aspects of proygran
"content,'" administrative leade:ship, and personnel motiva-
tion. (16)

The specific area of health programs, and particulcrly PHC,
has been addressed in only a smnail number of studies, but the ex-
tension of 'implementation' principles to health programs is in-
creasiag (see, for example, discussions by £sman and Yontgomery,
1980, and Lindenberg and Crosby, 1981). The broader literature
on health care implementation has qrown out of evaluations of a
number of pilot and demonstration projects which have been con-
ducted over the past decade. (17) A wide range of other demonstra-
tion projects have been supported by donor agencies and private
voluntary organizations over the past decade. Surmaries and de-
scriptive analyses of many of these projects have been prepared
(American Public Health Association, 1977; Baumslag et al.,
1978) . Research has also been conducted on large—- scale PHC-type
programs supported by donor agencies (e.g., O'Connor, 1380, on
basic health services in Afghanistan, and Brinkerhotff, 1980, on
projects in Mali). Case materials on programs in nutrition and
family planning have also contained examinations of projects rel-
evant to PHC (see, for example, Austin, 1981, and Korten, 1976).
From these and other evaluation studies of PHC projects have
emerged analyses discussing the incorporation of implementation
considerations in health program evaluation (Ugalde and Emrey,
1979; Bloom et al., 1981).

(16) The literature on program implementation in developing coun-
tries has been ably addressed by a numbter of researchers.
See, for example, the review by Ingle (1979) and many case
studies, some of which have already been cited (e.g., Grin-
dle, 1980b; Honadle et al., 1980; Knight, 1980; and Honadle
and Klauss, 1979).

(17) An especially large set of pilot activities has been con-
ducted in India. Among the best-known of these projects
have been several integrated health-nutrition-family plau-
ning prograas; see, for example, Pyle's studies of projects
in Maharashtra and Madya Pradesh (Pyle, 1976, 1980; and
discussions of tais latter work by Grindle (1980a) and
Cleaves (1980). The experience with these denmonstration
projects has contributed to the formulation of a long-ternm
strateqgy for PHC in India.



The 'program' literature has thus begun to link design issues
with features of the political and administrative environments in
ways useful for analysis, and this will be used in Chapter III to
develop hypotheses which relate prograa administration to PHC ef-
fectiveness. However, there is found in this literature a lack
of systematic approaches to the comparison of administrative pro-
cesses: in addition, much greater attention needs to be placed on
the develcpment of specific indicators, and their incorporation
into evaluation procedures. It is hoped that the research strat-
egy outlined in this report will contribute toward these ends.

3. _PHC in_the Community

The 'community-level' literature is concerned with the management
and operations of PHC programs at the local site of service de-
livery. Of particular concern here are eftorts to prouwote commu-
nity participation in program activities, and to expand the use
of paraprofessional workers.

As with other areas of the study of PKC, much of this work
originated in efforts to improve the deliwvery of community-based
family planning services (e.g., Stifel et al., 1977). More re=-
cent work has been directed towvards enhancing the management of
integrated rural development (IRD) programs, which include a
broad set of activities for the development of agricultural re-
gions. (18) Similarities and interrelationships in the context of
service delivery hetween these efforts and PHC have made much of
this more general work readily applicable to PHC programs. Spe-~
cific attention to problems in the management of community-based
health programs is increasing (e.g., in O'Connor, 1980; and WHO,
1980a), and much of the ‘program' literature described above doc-
uments community-level operations in PHC pilot projects (e.g.,
American Public Health Association, 1677).

The objectives and processes of local participation in commu-
nity-based programs in all sectors are thus broadly coummon, and
local organizations are often promoted as a means of gaining com-
munity support for PIC among other development activities. There
is a growing body of research examining experience and problems
in local participation in rural areas. A major part of this work
has been conducted through Cornell University (see, for example,
Cohen and Uphoff, 1977; and Cohen et al., 1978) . Reviews have
also been made of the experience of local participation in water
supply and sanitation programs (Van Wijk-Sijbesma, 1979). Most
prominently, WHO has focused attention on community participation
in PHC efforts (for example, WHO, 1978). A synthesic of this

(18) The IRD literature spans both our 'program' and 'community’
categories; see summaries in Lele (1975) , Honadle et al.
(1980}, and Cohen (1979).



overall literature has not yet been made, although several recent
publications reflect progress in this area (e.g., Esman and Mont-
gomery, 1980).

There 1s also a large amount of research which examines the
role of paraprofessional workers in PHC programs. As described
above, the paraprofessional was considered to be central element
in the evolution of the PHC 'strategy'. Recent work has empha-
sized the technical aspects of community health workers. The
Cornell University group has studied the overall use of parapro-
fessionals in health care and agriculture (Esman et al., 1980).
WHO and other orgarizations have focused on the training and
functions of various types of local health workers. (19) A higher,
"intermediate' level of health worker--the HMEDEX--is described by
Smith (1978), and others. The role of indigenous medical practi-
tioners in PHC has also been widely examined; see, for example
Dunlop (1975), Taylor (1979), and contributions by medical an-
thropologists in this area (Kleinman, 1978).

In general,the 'community' literature is probably the most
extensive of the PHC materials. This emphasis has been to sone
degree appropriate, since the focal point for PHC intervention is
in fact the expansion of services at the conmnunity level. This
literature has also been the most successful in addressing the
linkages between policy objectives and operational constraints.
Howver, as in the other cases, there has been very little explic-
it assessment of the relationships between different implementa-
tion processes and desired outcomes, nor has there been a systenm-
atic attempt to compare experiences across a large number of
nations. We draw upon this literature in Chapter IV to generate
hypotheses relating to the delivery of PHC services.

4. The State of the Art

The PHC literature to date contains useful elements of a general
framevork for policy analysis, as well as many scattered examina-
tions of influences on health care and other human development
projects. There are also several preliminary examnples of compar-
ative analysis of these factors. Nevertheless, there are at
least three major problems that may be identified in this work:

(19) WHO has promoted the '"primary health worker' (WHO, 1976),
based largely on the Chinese barefoot doctor model. 0O'Con-
nor (1980) documents the introduction of the similarly de-
fined 'community health worker' in Afghanistan; Denny (1974)
and Esman et al. (1980), among others, identify a wide range
of different paraprofessional models.



% Yarrow focus: Very little of the PHC research surveyed ad-
dresses more than a small part of the "policy problea." Stud-
ies tend to focus either on issues of technical "content" or on
particular stages of the policy process, with little regard to
how the specific questions they examine are conditioned by the
wider context or by other stages in the process.

* An_enphasis_on description, rather than on generalizable analy-
sis: Host of the available materials are not only limited in
scope, but in their approach to analysis as well. ost studies
are descriptive, with little attention paid to conceptual de-
velopment or to specific measures of PIC effectiveness. Even
the evaluation literature is surprisingly weak in this respect.
There is thus little potential at present for the emergence of
verifiable generalizations from available published studies.

* An_absence of comprehensive frameworks for analysis: Related
to these two points is a third limitation, which is the lack of
ary comprehensive or unified model for the study of PHC pro-
grams in different settings. A variety of approaches and rela-
tively limited models are presented in the literature, but few
of these are applied to different types of PHC efforts or to
more than one stage of the policy process. Our capacity to
speak about the relative significance of PHC outcomes across
different national settings, which is an essential component of
PHC policy assessment, thus remains quite weak.

All of these problems are to some extent endemic to the en-
terprise of comparative researca. However, 1in the following
chapters we will suggest ways to overcome certain of these lim-
itations, in the form of a comprehensive strategy for research.
Utilizing the general framework of the policy process that was
set out above, we will draw a series of hypotheses which may be
tested through systematic empirical analysis.

E. HMethodological Issues

The principal objective for the model introduced above is that it
be empirically testabhle. In Chapter V we discuss in greater de-
tail the design of research that will wmake use of this model.
Here, we briefly introduce three issues which are ceantral to such
an analysis: the interpretation of relationships among the vari-
ables in the model; the collection of data for the indicators se-
lected; and the selection of cases for study.

We first consider the relationships amonq the various compo-
nents of the model that is shown above in Figqgure 2. In this mod-
el there are two broad classes of relationships that are involved
in PHC "success." Pirst, there are those between contextual "po-
litical factors" and policy adoption, between "administrative



factors" and program administration, and between "conmuunity-level
factors" and the delivery of services. The second type of rela-
tionships are those among the three stiges of formulation, admin-
istration, and service delivery. Based on an examination of the
dynamics in each of these stages, we may arrive at an understand-
ing of the range of conditional influences on PHC adoption and
iaplementation. The model is designed to focus ou knowledge
about variables that are malleable by policymakers, and it is
based on indicators that are meaningful, measurable, and availa-
ble.

Data availability 1is clearly a central problem in any re-
search model of this nature. 1Indicators have been selected so as
to allow the relatively direct collection of data, but many items
will obviously not be readily available for many countries. A
preliminary catalog of data sources for the indicators that are
proposed is included 1in Chapter V, which also contains a brief
assessment of data availability and guality. Limitations on data
for specific countries will, however, require the selective adop-
tion of indicators and the identification of related measures for
which data can be obtained. A survey has been made of the most
probable sources of data and other information for this project,
coverinyg U.S.-based agencies and organizations, international or-
ganizations, and published and unpublished documents. This sur-
vey, reported in the Appendix, reveals that while much of the es-
sential data are in fact available for wmany countries, it is
frequently not 1in convenienrt form and may involve substantial
probiems of reliability and consistency. Informal sources, par-
ticularly through interviews, have also been examined as an al-
ternative to in-country collection of data itens. Data collec-
tion problems experienced in earlier studies of PHC and other
health care policies will also provide a guide for this analysis.

There are two distinct methodological approaches to analysis
of the model propo:sed here. The first of these is aggregate sta-
tistical analysis of a relatively large number of countries. Ag-
gregate methods for cross-naticaal research of social and politi-
cal hypotheses have been used in the political science literature
for some time (Holt and Turner, 1970). Although most studies in
this field have tended to focus on limited, macro-level issues,
significant aggregate studies of socin-econonmic deveiopu:ent pro-
cesses have been conducted of wmore micro-level 1issues (Adelman
and Morris, 1965; 1973). Aggregate research in comparative ad-
ministration and on development agency programs is not so well
advanced, due both to a lack of consensus about the scope and ob-
jectives of such study (Montgomery, 1979; Uphoff, 1980), and to
the lack of availability of data corresponding to the research
frameworks that have been proposed. The use of broal social and
political indicators, in contrast, does not allow sufficient pre-
cision to provide consistently meaningful findings about individ-




wal country health services.(20) Aggregate analysis also faces
inherent statistical problems as well, relating to multiple cau-
sation and conditional outcomes, which severely limit the power
of standard regression technigues.

The second approach to analysis is the comparison _of two or
more country cases, using points of relative similarity and dif-
ference as a basis for explaining differences in processes or
performance. Comparative cross-rational research on country
health systems tas, as described earlier, been carried out for
some time. Most of this work has focused on Western Europe and
the United States, howevar, and a limited amount of attention has
teen given to specific comparisons among developing coun-
tries. (21)

Comparative studies require relatively more detailed informa-
tion than do aggregate analyses. In addition, the available lit-
erature has not resolved issues of the reliability of conclusions
reached by different types of comparisons; dehate over the rela-
tive usefulness of 'contrasting', as opposed to 'similar', case
studies for the drawing of cross-national generalizations is on-
going. On the one hand, comparisons of widely diverse countries
may yield few meaningful findings about the actual dynamics of
health system performance. On the other, the comparison of log-
ically grouped, similar countries may not include variations in
characteristics of interest, and so precludes useful results as
well. :

(20) for example, Haignere's regression analysis of the relation=-
ships between economic, political, and health system vari-
ables, and health status indicators, yielded suggestive but
inconclusive results (Haignere, '980). Dunlop and Caldwell
(1979) have examined characteristics of developing country
health planning processes using a combinaton of broad indi-
cators a~d 'process' variables, with some significant find-
ings.

(21) This has included studies of the 'exportability' of the Chi-
nese PHC mcdel to other countries (Rifkin, 1972; Ronaghy and
Solter, 1978): more detailed comparisons such as that by
Ugalde (1975) between health systems in Colombia and Iran;
and broader analyses of PHC policymaking in wmultiple coun-
tries (Bossert, 1980; WHO, 1981). This latter research wvas
a large-scale comparative study of national decisionmaking
for PHC, conducted jointly over the past two years by WHO

and UNICEF. Case studies of seven countries im various re-
gions of the world were prepared by individual country
teanms. while the final report offers a number of useful

generalizations about the formulation of PHC policy, the
specificity of the study was limited aund few output measures
were considered.



This report concludes with a proposed research strategy which
specifies initial research activities that USAID can adopt within
a limited research budget. We suggest that attenmpts be made to
collect systematic aggregate data on political and adainistrative
variables as part of its project review and evaluation process.
The resulting data set could serve as a1 basis for testing a vari-
ety of hypotheses using the aggregate data approach. A second
effort would be to select a cluster of three to five couatry cas-
es, for more detailed "similar case'" examination of other hypoth-
eses--primarily those relating to administrative and community-
level variables. This combined approach could produce ongoing,
policy-relevant knowledge of use not only to health care policy-
makers, but also to those in policy areas beyond the health sec-
tor, such as administrative support, transportation, and educa-
tion,



II. THE PORMULATION OF PHC POLICIES

A. Introduction

In this and the following two chapters we review the literature
on PHC and related interventions to develop a set of generaliza-
tions about the formulation and implementation of PHC policies
and proygrams in the developing world. As described in Chapter I,
we have found no existing theories that are sufficiently compre-
hensive and detailed to address the policy-relevant issues that

we are seeking to address in this project. Nevertheless, a num-
ber of analyses of the policy and program process surrounding Ba-
sic Needs policies provide insights that are very useful. We

have found that many of the concepts and descriptions central to
an understanding of PHC are interpreted or addressed in this 1lit-
erature, and can be organized into a more systematic treatment.
The approach that we have adopted makes use of available studies
as much as possible. (1)

our framework is, once again, essentially a model of the PHC
wprocess", which is divided into the stages of (1) Policy Formu-
lation, (2) Progran Administration, and (3) Service Delivery. We

(1) The 1literature summary which follows incorporates a wide
range of references, which are included in the more extensive
bibliography of this report. It was not possible to make
complete use of all of the relevant citatioas, many of which
we consider to be duplicative. We may briefly list a number
ot the references that are most trequently referred to in
this chapter: several hroad surveys of comparative policy
analysis of health and development, €.g., USAID (1979) and
Elling (1980); comparative and case studies of health care
policies and prograns, by Bossert (1981), Haignere (1980),
Janovsky (1979), Leichter (1979), and O'Connor (1380); stud-
ies of program administration and organization, including pa-
pers by Uphoff and Esnman and Montgomery found in Knight
(1980), as well as works by Smith et al. {1980), Snith
(1978), Ugalde and Enrey (1979) , and papers by the Cornell
University Rural Development Committee; and a series of pub-
lished and unpublished works by the World Health Organiza-
tion, most prominently the JCHP study of mational decision=-
making for PHC (WHO, 1981l). Journal citations have been
obtained principally from Social Science and Medicine and The
International Journal of Health Services. The overall set of
references that we use are undoubtedly incomplete, and we ex-
pect that this listing will be supplemented over time.




present this process as an idealized, general sequence describing
the transformation of PHC from strategy to concrete services.
The framework 1is introduced throuyh a series of naypotheses or
propositions about the relation of various contextual factors to
specific elements of PHC.

The hypotheses which acre set out in these chapters represent
a preliminary attempt to organize the existing knowledge about
the dynamics of PEC. “This approach is ordered as an explicit ef-
fort to generate hypotheses for future examination. Indicators
are proposed for many variables, to suggest means of testing the
validity of different hypotheses. With the hope of contributing
ismediately to U3AID decisionwmaking processes, we have suggested
policy conclusions which appear most realistic, given the present
state of the art. In Chapters V and VI, we discuss alternative
research amethods and present a possible strateqy for projects
that can rontribute to a better understanding and integration of
the materiai that 1s presented here.

The process of policy formulation comsists, as described ear-
lier, of the choice of goals, objectives, and means for pursuing
a policy intervention such as PHC. Carrying out this process re-
quires, first, a sufficient balance of political support within a
country to make the intervention viable ¢» those in power. Sec-
ond, it requires sufficient economic and technical resources to
make the action feasible. In this section we examine the partic-
ular activities through which policies for PHC are brought into
being, and the conditions under which these activities can Lest
occur., We distinguish initially between two basic yet overlap-
ping aspects of policy formulation: the political process
through which support is generated and resources are committed
for PHC, and the planning process through which the support and
commitment are formalized and rationalized.

The outcome of these political and planning activities is,
most simply, a "national policy for PHC". However, as is well
known, the comnon designation of "PHC policy" in different set-
tings is nonetheless likely to retfer to diverse intentions and
realities; our first need is to identify specific outputs which
will serve as points of reference for PHC policies, between coun-
tries and over time. The following two measures are judged to be
reasonable indicators of the adoption of a PHC policy:

1. The presence of a national health plan with clearly stated
goals and st-ategies to reach the rural pcor through PHC.

2. An increase in the approved budget of the Ministry of Health
(or other responsible government agency) for PHC or other
designated health services to rural areas.



The appropriateness of particular aeasures, ard their
relative meanings, may be expected to vary from country to coun-
try. For example, budget increases might reflect assistance fron
donor agencies or other external sources, although the truest
test of PHC adoption is the commitment ¢f runds froa government
revenues. However specified, decisicns on resource allocation
represent a "litmus test" of political commitment; individual
measures must take into account their interaction with other,
"technical" factors, aad their relation to the strength of over-
all health sector buvlyets (¥HO, 1981:36-7). Likewise, tue inclu-
sion of PHC within a national health plan may, in the eariy stag-
es, be justifiably restricted to the support of pilot projects or
other initial PHC activities. More precise evaluation of the
technical quality of the plan, and of the feasibility of its pro-
posals, rests on many more detailed considerations. These issues
are discussed in the sections which follow.

It is important here to note that these "outputs" which sig-
nify the successful adoption of PHEC policy are often referred to
in the literature as evidence of "political will." Kleczkowski,
for example, identifies "political will" as the most important
factor in promoting effective strategies towards "Health for All"
(Kleczkowski, 1979). 1In their assessment of the practical impli-
cations of the PHC strategy, Joseph and Russell (1979) consider
"socio-political motivation™ to be a necessary ingredient of any
national policy. Banerji (1974) «cites an "absence of political
will" as a key factor in the poor performance of rural health
programs in India. Finally, in a review of the politics of fami-
ly planning programs, Clinton and Godwin (1979:92) identify three
aspects of political will: (n puklic knowledge of high-level
government support for a policy; (2) significant local funding in
the program budget; and (3) a clear public perception of the per-
manence of the government's commitment. Defining the ternm as
such, these studies demonstrate the importance of '"political
will," but they still tell us little about how political will is
generated in different political contexts.

Oour central task in this analysis, then, is to define the po-
litical and administrative factors which are likely to be related
to the creation of "political will," as indicated by the success-
ful development of a national health plan and the commitment of

national budget allocations to PHC. It is useful to distinguish
two central approaches to answer the question of what contributes
to the generation of "political will" for PHC. One approach em-

phasizes the role of political «culture as a major determinant,
while the other focuses attention on structural factors such as
interest groups and institutional characteristics; each suggests
a distinct set of independent variables for our model. (2)

(2) In each case, the variables themselves are likely to be in-
terdependent and difficult to separate. However, their re-



The political culture approach emphasizes the role of values,
goals, and ideology in shaping the political context in which PHC
policy is considered. The values important i PHC may have to be
congruen: with the general political culture 1in order for such a
program to be adopted. This concept has been defined as "the set
of values, beliefs, expectations, and attitudes concerning what
governnent should do, how government should operate, and what the
proper relationship 1is Letween the <citizen and the state”
(Leichter, 1979:60). These belief systems may vary within a giv-
en nation, althouygh "political culture" wmost often refers to the
beliefs and values of the ruling elite. bunlop and Caldwell
(1979), rfor example, point to the significance of the value
placed on social equity by those 1in power as an important factor
in the consideration of appropriate health planning models in Af-
rica and Latin America.

Others begin by considering the variety motivations underly-
ing the political and eccnomic choice to adopt a policy for PHC.
Uphoff (1980:53) lists four types of incentives to the pursuit of
any policy--a policy may be used (1) to strengthen the national
system, (2) to strengthen the regime, (3) to further ideological
goals, or (4) to promote economic development. Alternatively, we
may identify a range of possible motivations or values underlying
the choice of PHC policy: economic values of improving national
productivity and providing employment; political values of en-
hancing the stability or image of a regime; and altruistic values
of improving social welfare. Each of these sets may Lbe viewed as
the potential benefits received by a government, in return for
its commitment of support and resources. They are clearly inter-
related, but usually separable. Their relative importance will
vary over time, and among countries. Furthermore, the reasons
for maintaining a PHC policy may turn out to differ from the rea-
sons for its introduction,

These categories offer an initial response to the question of
PHC policy choice, and they 1illustrate the complexity of policy
decisions. In any setting, the relative significance of these
notivations is determined by many factors--the priorities of de-
cisionmakers, the nature of constituency and interest gronup de-
mands, and the cultural and practical basis for the legitimacy of
health care as a sphere of government action. The perception of
this significance by decisionmakers then influences the political
"salience" of PHC, and the likelihood that PHC will be undertak-
en,

A major problem, however, with the "political culture" ezpla-
nations is the difficulty of specifying and observing the ele-
wents of culture which influence particular small-scale policies.
While "political culture" nmight provide important insights into
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the dynamics of conflictual issues like family planning, it is
not as clear that cultural factors are so important in motivating
other, less polarizing policies such as PHC. In this study the
role of contextual values will be used to characterize the jener-
al ideology of the regime; we will generate hypotheses relating
different ideoloyical orientations to the likelihood of adopting
the equity-oriented values implicit in PHC reforms.

An alternative approach focuses on the policy role of struc-
tural factors, such as interest group processes and targaining
anmong different actors with stakes in providing or consuming
health services. This perspective raises a number of issues, in-
cluding:

¢ Who benefits from PHC, and who supports and opposes it? This
raises the need to examine the positions and political resourc-
es of various interest groups, and the means by which they make
claims on the government.

* What resources are available to the goverament, for responding
to these claims and demands? The range of possible policy out-
comes is determined ultimately by the government's capacity
relative to population demands. (3)

* Who controls the decisionmaking process, and within it, how are
decisions arrived at? Health care, like all policies, is ulti-
mately an object of bargaining and so is subject to the "norm
of reciprocity" which guides the achievement of solutions sat-
isfactory tu all those concerned (Haignere, 1980:202).

These two approaches are incorporated into our examination
of the policy formulation process in the following sections.
We first consider the role of the governmeat's ideology and de-
velopment strategy, as the values influencing the choice to al-
locate resources to PHC. Next, we examine the the effects of a
coentry's political organization, and the participation of tar-
get populations and other interest Jrougs in the "politics" of
decisionmaking. We then turn to the issue of economic and po-
litical capacity to expand PHC, and the various ways in which
it can Lte interpreted. Next to be considered 1is the ways that
PHC policy intluences, and 1is influenced by, the existing
health care system and health services. In the next part wve
discuss the planning process, and how health planning comes to
reflect the intentions and interests of the largyer political
setting. Finally, we examine the role of international actors,
who play a part in all aspects of resource allocation and plan-
ning tor PHC. The major points in each of these areas are
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(3) The mix, timing, and emphasis of PHC are all variablies, and
their balance must be separately determined in each setting
(Joseph and Russell, 1979).



stated in the form of propositions or hypotheses, with pcten-
tial policy implications summarized in the final section.

B. Regime Ideology

Among the most commonly cited determinants of policies for PHC
and other Basic Needs interventions is the 1ideological orienta-
tion of a gyiven nation or regime. As described in Chapter I, the
strategy of PHC is based on a responsiveness to the needs of poor
segyments of the population, and 1is oriented towards improving
equity within the country's health care systen. The values en-
bodied in PHC policy thus fora a part of the broader set of ideas
and principles concerning the orientation of a regime to the var-
ious parts of the natonal population, which 1in turn influences
the types of actions that it includes 1its deveiopment strategy.
This set of 1ideas and principles is referred to as the national
or regime ideology. (4)

The dimension of ideology has beern used for some time in ex-
planations of the bhehavior of reqimes. Perhaps the most common
scheme for classifying #any schemes for classifying regime ideol-
ogy have been used by scho.ars. One such scheme contrasts 'con-
ventional™, "progressive", and "revolutionary" ideoloyies. De-
spite the intuitive appeal of these <categories, however,
empirical studies have tended to find that these distinctions
alone do not substantially explain differences in the policies
pursueu by given regimes.(5) Using similar categories and a more
historical perspective, however, other recent acalyses have ar-
gued that "reformist" ideology, as an outcome of changes in class
structure, may 1n fact lead a regime to adopt and 1implement a
particular set of social policies. (6) Similarly, under more

(4) There is not a consistent usage of the term "ideology" in the
political science literature. Leichter, among others, rerers
to ideology as the relatively abstract ideational elements of
political culture, which may be expressed as a rormal and
comprehensive set of ideas (Leichter, 1979:60) . HYaignere
(1980:163) defines ideoloqy more generally as "an ideal, de-
sirable imaqge of some life situations; it is a way of per-
ceiving and reacting to events around the individual." We
refer to the ideology of a regime at a particular point in
time, as reflecting the values of those political elites in
power.

(5) In an analysis of Latin American governments, for example,
Anderson (1967) found that these ideological orientations diil
not explain differences in national economic policies. Ayres
(1¢78) reached similar conclusions.

(6) For instance, 1t has been arqued that the rise of the middle



conservative regimes, dynamics leading to the political "inclu-
sion" of formerly marginal social groups may lead to progressive
and broadly-based social policies (Stepan, 1978).

For purposes of this project, we use the .memnsion of "refor-
mism" to reflect the strength of a regime's general orientation
toward éaking an active role in orgyanizing the economy and socie-
ty to the benefit of wider segments of the population. "Refor-
mism" may be viewed as a continuum, extending from regimes which
are chiefly oriented toward maintenance of existing socioeconomic
patterns, to those which are more committed to makinyg changes in
social and economic structures. "Status quo" reyimes are gener-
ally conservative, with power tending to be held by traditional
elites, often from rural areas, and in which colonial bureaucrat-
ic structures are preserved. "Reformist" reyimes may cover 1
wide range, from conservative yet moderate governments in which
incremental changes are pursued, to more radical regimes commit-
ted to major structural change and relatively egalitarian politi-
cal and economic conditions. The degree of reformism can be in-
dicated by several measures, 1including the declarations of
government leaders, the pattern of social programs being under-
taken, and composite academic judgments.

In this section we suggest a series of hypotheses, found in
the general literature on ideology as will as that oam PHC, which
relate regime ideology to the adoption of equity-oriented reforas
such as PHC. Pirst,

1. Regimes committed to social and economic reform, par-
ticularly where that reform involves restructuring_the
agrarian sector, are likely to support the introduction

or expansion of PHC.

By contrast,

2. Reqimes_with a status _quo orientation_are not likely to
support major reforms of any kind, particularly reforms
such as PHC in rural sectors, where power may bhe main-
tained by traditional elites.

class in Latin America gave birth to '"progressive" populist
regimes, which were willing to introduce reforms benefitting
primarily the growing urban industrial bourgeoisie and its
allies in the middle and working classes. lLater cou. .tments
to agrarian reform are also taken as an indication of the
comnitment of new ruling qgroups to eliminate the economic
power of the older, land-based oligarchy in latin America
(O'*Donnell, 1973).



At one end of the spectrum of reformist governments fall
those with a revolutionary orientation, usually based on social-
ist or communist principles. As described in the precediny chap-
ter, a significant part of the PHC "policy" literature has fo-
cused on the cases of Cuba, Tanzania, and the People's Republic
of China, which have had among the most substantial nationwide
programs for PHC. Much of the recorded success of these efforts
has been attributed to their ideological and practical emphasis
on equality of access to health <care and other natiomal resourc-
es. For evample, in a study of the Tanzanian health care systen,
Gish (1973:211) concludes that the major obstacles to change in
most poor countries are "not the wusually cited ones of limited
resources, poor communication, or lack of technologic knowledge
and data, but rather social systems that fail to place high value
on the health care needs of rural peasants." Similar observa-
tions have been made in reference to the heatlth systems of Cuba,
and, to a much yreater extent, of China. (7) Although many prob-
lems have been encountered in the PHC services under revolution-
ary ideologies, these regimes have arquably made the greatest ad-
vances 1in PHC policy.

Related to the issue of national ideology and its implica-
tions for PHC is the issue of whether a country may hold a spe-
cific orientation toward health care which may more directly in-
fluence its health services. The overall congruence of national
ideoloyy and '"health" ideology is 1illustrated most stroangly by
the case of revolutionary regimes. (8) Haignere (1980), however,
raises the possibility of a lack of fit between the ideologies of
the regime and the health systen. In her comparative study of
four relatively developed countries, she identifies three dis-
tinct health ideologies: "libertarian" ({(as in the U.S.); "egal-
itarian" (as in the U.S.S.R.); and "mixed" (as in Chile after the
mid-1960's). She found a possible conflict between economic and
health ideologies in the case of Chile prior to 1960, in which an
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(7) On Cuba, see Navarro (1972a, 1972b) and Guttmacher and Dan-
ielson (1977). Much of the research on health care in revo-
lutionary regimes has focused on the success of the barefoot
doctor system in China, and its evolution since the Coammunist
takeover. See, for example, Horn (1971); Sidel and Sidel
(1979) ; and Lampton (1979).

(8) Leeson, for example, cites four points made by Mao as repre-
senting the principles of the Chinese health care systen:
Lay stress on medical care for workers, peasants, and sol-
diers; pnt prevention first; unite western and traditional
medicine; medical workers must be integrated with the masses"
(Leeson, 1974:438). These principles are congruent with the
general ideological goals of Maoism, which emphasized priori-
ties for the masses, respect for traditions, and broad-based
rather than individual benefits from government activities.



egalitarian health ideology did not correspond to a libertarian
societal ideology. (9) These findings suggest the following hy-
pothesis:

3. In cases where a_country's _health ideology is at vari-
ance from_the overall regime ideology, the health
ideology will have littls influence on_the direction of

gqovernment support for PHC.

A variant of the above hypothesis is suggested in the litera-
ture which focuses specifically on a country's development strat-
eqy. Here, development strategies which emphasize equity gozls
are perceived to be different from those which place a priority
on GNP growth. Usually this distinction is associated with our
categories of reform vs. status quo ideologies, althocuygh there
may be exceptions.

The important issue is, again, the congruence or "fit" be-
tween PHC goals and the goals of egquity. For example, Schuftan
has examined nutrition policies built on the principle of "food
as a right" under two reformist regimes, in Chile from 1970-1v73
and in Tanzania after independence. He observes, "Real conmit-
ment explains why these governuents often overlooked Western cri-
teria of decision making when social advantages were seen in in-
vesting in human capital as a strategy for developnment. Econonic
development was understood by committed governments as being dif-
ferent from economic growth, and an increase in the GNP (with its
unequal distribution) is not necessarily their wultimate goal"
(Schuftan, 1979:97). The interrelation of reformist ideology and
"alternative", equity-oriented development strategies are also
discussed by Field (1981) 1in an examination of nutrition plan-
ning.

Similarly, the JCHP study discusses the necessity of "a de-
velopment strategy which is compatible with the PHC approach,"
and concludes:

In contrast to a single-minded gquest for econoRric
growth regardless of the human consequences, strategies
that emphasize growth with a reduction of social ine-
qualities and an increase in social services are condu~
cive to PHC. This is effectively the path followed by
all the study countries (WHO, 1981:12).

(9) Haignere attributes this difference in part to the structure
of the Chilean health systen. Here, the health ideology
would serve as an intervening variable in the relationship of
the health care system to PHC policy (as discussed later in
this section).



Each of the seven countries studied had adopted some level of
reform-oriented policies, although some of the reform neasures
cited were taken by ccuntries (e.g., Burma) that are not consid-
ered "reformist" by all observers. (10) However, this overall re-
lationship has been Jdocumented by a number of other well-known
studies, including widely known research on Sri Lanka and India's
Kerala State. (11) We may generalize initially from these observa-
tions:

4. PHC__will be more strongly promoted under governments
pursuing_development strategies which emphasize a_ mix-

ture_of yrowth and equity objectives, than under gov-
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ernments with more clearlv growth—-oriented goals.

These hypotheses regarding the impact of a nation's ideology
on PHC policy formulation suggest the importance of the fit be-
tWween the reform and equity goals of PHC and the goals of the po-
litical leaders of a country. Recent research by Bossert (1982)
has shown that this fit may be mediated in certain status quo re-
gimes by the desire of elites to implement minor reforms like PHC
SO as to retain (or gain) support from the lower-class rural pop-
ulation, which might be attracted to counter-regine elites es-
pousing reform and equity goals. This contingency 1indicates a
structural mediation of the ideological variables which might be
presented as the following proposition:

(10) Analysis of this point must also take account of the con-
straints that a development strategy may impose in the long
term on health care and otiier development policies. For ex-
ample, negative consequences of slow-growth strategies in
Chile and Tanzania are usually cited as contributiag to the
major changes that occurred in these countries following
those periods examined by Schurftan. In these cases, differ-
ing conservative responses led to substantial reductions in
the policies and programs he describes.

(11) One possible nmeasure of the performance of eguity-oriented
policics is improvement in the national distribution of in-
come—-as reflected, for example, by increases in the Gini
coefficient of income distribution (see the treatment of
this measure by Caldwvell and Dunlop, 1979). Patterns of in-
come distribution may be expected to influence PHC policy-

making in a number of ways; these effects are discussed at
greater length 1in later sectioas. It should be noted, how-
ever, that improvements in income distribution are also

found 1in countries which have not followed basic needs
strategyies. TIndeed, the possibility of increased equity un-
der growth-oriented development strategies has been a major
focus of research conducted over the past two decades (Chen-
ery et al., 1965). The case of Korea is often cited as an



5. In status quo reqgimes threatened by reformist counter-
elites, PHC policies__will be adopted _to _co-opt rural
support and to avoid the need for more substantial re-
forms.

These hypotheses hold several policy implications for 0SAID.
First, USAID should expect a more conducive environment for PHC
policymaking in regimes with reformist rather than status quo
ideologies. However, under status quo regimes with rural guer-
rilla movements, a "window of opportunity" might arise in which
the government might embrace PHC policy more enthusiastically.
USAID strategy 1in reformist regimes and in unstable status quo
regimes might then be best planned with relatively short time ho-
rizons and with a significant initial commitment of funds. Sta-
tus quo regimes which are not seriously threatened by counter-e-
lites should be aporoached using a longer-term strategy, with
little expectation of immediate cooperation by the government.
Different strategies for the phasing-out of projects should also
be anticipated. For reformist regimes it is more likely that na-
tional resources can and will be allocated to gradually take over
projects initiated with external funds; here, a short phase-out
would be appropriate. Status quo regimes are less likely to al-
lot national resources to equity-oriented reforms, and here USAID
should either plan for a longer phase-out period, or make ar-
rangements for the introduction of funds froa other international
sources.

C. Political Structure and Political Interests

In addition to ideologyical considerations, the literature on po-
litical development and policymaking identifies several essential
structural characterists of political systems which affect the
policy process. These structural factors 1in part explain why
"rational" policy choices do not always occur, acd why ideologi-
cal explanations alone are not sufficient.(12) The donminant

example of high economic g¢rowth rates accompanied by de-
clines in income inequality (Adelman and Robinson, 1977).
Significant improvements have been recorded in Korea's
health services under this strategy, although this effor®
has not been directed specifically at PHC (Family Health
Care, 1977). The "growth with equity" debate is not at all
resolved, however, and the number of countries with experi-
ences similar to that of Xorea is likely to be limited. Our
proposition based on the original relationship is judged to
be supported by available evidence, but it remains tenta-
tive.

(12) This position has been expressed by a number of authors, iu-



metaphor for this analysis is that of a bargaining game, in which
the general organization of the political system (i.e., democrat-
ic, authoritarian, etc.) sets the rules of the game, and diftfer-
ent actors (individual leaders, 1interest jroups, governmental
agencies, voters, etc.) bargain with each other over policy deci-
sions. The choices that emerge are the results of compromise and
power, rather than ideological "rationality."

In this section we describe the political actors--particular-
ly the interest groups and institutions--which are major partici-
pants in the bargaining yame of health policy, and discuss their
divergent positions with respect to PHC. We then identify the
role of different political regime structures--in teras of the
contrasts of democratic vs. Aauthoritarian, stable vs. unstable,
stronqg vs. weak--in shaping the power and influence of the dif-
ferent actors, and 1in establishing the rules to be followed in
the policy process. In particular, we focus on the bargaining
that takes place 1in the health planning process. Finally, we
discuss the role of 1international agencies as actors in the
health sector bargainingy game.

As wa., discussed in Chapter I, <certain technical aspects of
PHC help to shape the political attractiveness of the policy, and
the role of interest groups may be explored in light of these
"content" characteristics. In the first place, health care is
fundamentally a policy involved with the distribution of yovern-
ment benefits to specified population groups. (13) From the deci-
sionmaker's perspective, PHC 1s amonyg those distributive policies

ly political (Uphoff, 1980:39). To the extent that these cateqo-
ries are separable, we may infer that some level of political
pressure is reqguired in the <conpetition for expenditures which
are to be made. Yet there 1s not likely to be the high level of
political opposition to PHC that 1is otten experienced in certain
other programs, for example, 1in family planning and land reformn.
As described earlier, there may be some economic benefits accru-
ing from PHC which may justify 1its costs in the political arena,
although these are usually not so great as to argue for PHC on a
political cost-benefit khasis alone.

cluding Briscoe (1977), who writes that the basic con-
straints on the expansion of PHC-type services are not tech-
nical or financial, but "are due to an avsence of structural
reform in the political economy."

(13) Distributive policies, involving "the ailocation of Joods
and services following the necess.ry appropriation of funds
to provide these goods and services" (Leichter, 1979:11),

are contrasted with other types--requlatory, symbolic, and
redistributive policies.



In general, health care 1is not a highly salient, or
ncharged", polititical issue, and there are few clear-cut situ-
ations in which the political outcome regarding PHC is inmediate-
ly predictable. As a resutlt, the differing values and strengths
of interest groups may play a critical role in PHC policy formu-
lation, 1in several wvays. Where there is limited interest in
health programs on the part of government leaders, interest Jroup
support may exert a decisive influence on policy adoption (Janov-
sky 1979:128). The relative persistence of interest groups may
also help decide the eventual outcomes of policy decisions
(Quick, 1980). In addition, the public nature of interest group
pressure, and the resulting responses to it, may help to preclude
the problems led to by nonopposition to proposed reforms
(Cleaves, 1980:291).

1. The_ Power of Beneficiaries and_Providers

In this section we identify the major actors who bargain over
health policy, and who are likely to play a role in deterining
wvhether or not a regime will make a major commitment to adopt
PHC. We discuss first the potential beneficiaries of the policy,
then its most apparent opponents--the existing health providers.

The most significant interest to be considered in the support
of PHC is that of the intended beneficiaries, i.e., the rural
poor. As noted above, PHC may not be the preferred health policy
of the rural population, and as such, this interest group may not
express a demand for PHYC. Neverthless, it it may be expected
that the greater the importance of the rural poor as an interest
in national politics, the more likely some type of refora policy
will be targeted toward them. In the absence of a capacity to
effect broader reforams, PHC may be recognized by the political
elite as an inexpensive means of responding to this group. The
economic and political importance of the rural poor is thus like-
ly to determine in large measure the choice to allocate resources
for PHC.

However, the poor face several major problems in gaining ef-
fective representation. First, as has long been recognized, or-
ganizations for aggregating the interests of nonelites in the de-
veloping world are generally weak.(14) The poor are often a
highly diverse group, culturally as well as geographically, which
veakens the expression of their interests in the political arena.

(14) The development administration literature in recent years
has emphasized the political problems faced by the rural
poor and other "special publics" in developing countries.
Associated with these poitical problems are a series of very
practical difficulties in targeting policy benefits to these
groups (see, for example, Esmar and Montgomery (1980)).



The task of aggregating interests is especially difricult in the
presence of social cleavages, along ethnic, religious, and other
lines, and where there is regional diversity in these diwensions
within a given country. (15) Thus, at the outset, we hypothesize
that:

6. The greater the social, ethnic, and religious homogene-
ity of the PHC target population, the greater will be
the capacity to agqregqatc their interests as potential
beneficiaries, and so to hring pressure to bear for the

adoption of PHC policies.

The economic signiticance of the PHC target group is also of
obvious importance in the political calculations of decisionmak-
ers. Scme authors have in fact grounded their discussion of po-
litical power in the health sector in larygely econownic terms (Si-
del, 1979). In the study cited earlier, Haignere concluded that
public access to economic resources was more significant than po-
litical resources alone, in accounting for popular impact on gov-
ernment health policies. This definition of economic resource
accessibility is closely related to the equality of incowme dis-
tribution (Haignere, 1980:200). Caldwell and Dunlop (1979) have
also found that greater equality of national income tends to be
associated with greater proportionate funding of PHC policies.
These findings suggest that,

7. The greater the equality in national income distribu-
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that resources will be allocated to that group.

The political influence of interests opposed to PHC must also
be taken into account in bargaining over policymaking. Major op-
position to PHC comes from private practitioners, both tradition-
al and modern, as each group may view PHC as a competitor for
clients (Good, 1978; Dunlop, 1975). This analysis suggests:

8. The_larger_is_the role of traditional practitioners in
a country's health services, the more likely it is that
status Jquo-oriented elites will resist PHC and the less
likely it is that a PHC policy will te adopted.
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(15) The broader political iuplications of cultural pluralism
have been discussed in the development literature (e.g.,
Younqg, 1976) as well as the health policy literature
(Leichter, 1979:48-49).,



One strategy for decreasing the opposition of traditional
healers is to incorporate traditional medicine within national
health services. The availability of linkages with traditional
services may actunally be seen to offer advantajes for the intro-
duction of PHC (Dunlop, 1975). For example, where traditional or
informal modes of practice are incorporated into national health
programs, PHC may contribute to their overall rationalization and
so become attractive as a policy option. {16) Recognizing inter-
country variation in the strength of these considerations, ve
generalize:

9. The_greater the incorporation of traditional medical
practice into the national health system, in relation
to the prevalence of this rode of care, the greater
will be the base of support for PHC policies.

A second and perhaps more general source of opposition to PHC
in most countries is that coming from the medical profession,
through physicians' control of the public and private health care
systems. The literature suggests that there are two principal
ways in which this control is exerted. (17) The first is through
the dominance of medical professional values, initiated by the
common equation of health with medicine, and reinforced by the
public's conventional reliance on the profession for its health
care needs. The second means of control is through the economic
interests of physicians, which lead to the formation of a monopo-
ly position in the delivery of health services and the channeling
of health resources to physician groups.

(16) The appropriate form for the incorporation of traditional
medicine will vary considerably among countries, depending
in part upon the degree of legal recognition presently ac-
corded it. Dunlop has found that the principal official
status of traditional practice in a sample of nine African
countries is informal recognition and linkages, along with
limited legalization (Dunlop, 1975:584). He observes that
while complete legalization is often politically costly, in-
formal recognition may be efficacious in view of the extent
of traditional health care, the level of demand for it, and
its complementarities with the "modern" health system. Each
of these aspects is clearly relevant to support for PHC, as
well.

(17) (Ugalde, 1980). There is a large body of literature which
describes and documents the control of the medical profes-
sion over health care at all levels in Western countries

e.g., Friedson (1974); Navarro (1975); and others). Physi-
cian dominance of the health sector in the developing world
is seen as being at least as pervasive by many authors, but
the literature here is much less extensive.



These types of physician control have been ohserved as having
at least three major effects on public health policymaking, each
of which may be unfavorable to the adoption ot PHC policies
(yalde, 1989:439-442)., In the first place, there is both a for-
mal and an informal control over health policy planning, which
usually reflects a stronyg bias toward curative medicine in urban
settings. This occurs through the general membership of physi-
cians within national elites and their consequent access to poli-
cymakiny. Second, through their presence in decisionmaking ca-
pacities in health agencies, physicians are typically responsible
for the allocation of health sector resources, particularly the
resources foy curative services. PFinally, through their respon-
sibility for health service administration and delivery, physi-
cians tend to have a strong influence over the implementation of
health programs, and its subsequent effects on policy formation,

The elite position of physicians in virtually all countries
is widely rececgnized, a position which is frequently closely re-
lated to the strength of the private mode of medical care. (18)
However, the dominance of "medical" perceptions in health care
has been observea in nearly all types of social systems, includ-
ing many without private practice arrangements. This 1s likely
to be due to a perceived threat of competition from PHC, if only
to professional values. Ugalde, for example, cites studies of
China, Cuba, and Tanzania noting physicians! resistance to rural
health programs, even where there is no direct incentive to favor
an urban, curative emphasis (Ugalde, 1980). This opposition is
reinforced by the pubiic's common demand for "Western" types of
health care, in most country settings. (19)

(18) Evidence of this elite role is found in Segovia's descrip-
tion of the influence of physicians and private medicine in
the health sector of Argentiia. Political leaders as well
as the general public attach prestige to the traditional
model of private health care, establishing physician status;
and because of the similar class orientations of physicians
and policymakers, there is little interest in change at the
top levels of the government health system (Segovia, 1976).

(19) The Western, "medical" model of care exerts a strong and
nearly universal influence on public expectations for health
service~. Socioeconomic development is usually accompanied
by an intensified demand for curative medical care, regard-
less of its practicality. There tends to be a corresponding
disregard for traditional as well as PHC-type models of
care, which may be perceived as "second-class", especially
among urban and mobile populations (an issue discussed 1in
later sections). Physicians, including vovernment health
officials, may incorporate objections to "second-class medi-
cine" in their resistance to PHC.



Overall, it is probable that this combination of professional
and public opposition to PHC is strongest where physicians do
feel real or potential competition from PEC activities. The de-
gree of this perception is likely toc be related to the strength,
or level of institutionalization, of private medical care. (20)
Physician influence in any country will be increased in the pres-
ence of organized political activities by the medical profession.
Bossert (1981) and Ugalde {1980) have described the role of phy-=
sician organizations in the Latin American context; similar
groups are found in most other countries as well., These organi-
zations, which have close ties to health ministries, are often
quite powerful in their promotion of physicians' interests. Be-
cause of their capacity to aggregate and channel the profession's
already substantial political and econoaic influence, it is like-
ly that:

10. The existence and political strength of a national phy-
sicians' organization will agyregate resistance_to PHC
policy, and reduce its potential_ foc adoption.

The most direct influence of the medical profession on secto-
ral and PHC policy is through the predominance of physicians in
health ministry decisionmaking positions. Ugalde has undertaken
detailed examinations of the role of physicians in the health
ministries of Colombia, Honduras, Iran, and other countries
(Ugalde, 1979; 1980). He has shown that physician dominance of
health agencies is often virtually complete, and is kept exclu-
sive through the promotion of professional values and the exer-
cise of control over hiring, promotion, and reward structures.
This influence extends to all aspects of policymaking, and thus
represents a critical constraint on the development of PHC. (21)

(20) The relative strength of a country's private medical systen
is difficult to measure, conceptually and practically. One
basic and logical indicator is the private share of total
health spending; however, as described above, data on health
expenditures, particularly non-governmental expenditures,
are usually not readily obtainable. 1In addition, the pri-
vate health system includes a variety of traditional practi-
tioners as wel'. as physicians. Information from household
expenditure surveys and physician income statements, if
available, might privide some measure of the financial flow
in the to the medical profession. There are, of course,
other dimensions of system "strength", as well.

(21) Although generalizations in this literature point strongly
to the negative influence of physicians in PHC policymaking,
we recognize that medical training is by no means to he tak-
en as an unambiguous indicator of professional conservatism.
Histories of health service development in many countries



- 53 -

It may be expected that,

11. The_greater the concentraticn of physicians_in_health
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ministry decisionmaking positions, the less likely it
is that PHC policies will be adopted.

It is recognized by most observors that changes in medical
values and the associated implications of physician coatrol over
the health sector are most likely to be brought about through re-
form of the medical education aad training systems. Such shifts
in training emphasis must include increased attention to public
health issues, and actual experience in health care delivery to
rural populations. Joseph (1979) and otlhers have noted that ma-
jor changes in amedical school curricula, and often the regionali-
zation of these institutions, are necessary before signficant
shiftts in the values of the medical profession can be effected.
These changes must be supplemented by increased emphasis on rural
health services throughout the national health system; even in
countries such as Cuba, which have clearly progressive health
systems, professicnal valiues are slow to cnange (Guttmacher and
Danielson, 1975). We hypothesize:

12. In_countries whose medical training systems are already
actively oriented to rural health care, PHC policies
will experience less_resistance by physicians, and are
nore likely to be adopted.

One possible avenue of directing the orientation of profes-
sional and health system values toward PHC-type services 1is
through practitioners' acquisition of public health training.
However, studies suggest that the monopolization of public health
and other specialized training by current health winistry physi-
cians often only reinforces professional dominance in decision-
making, without yielding changes in agencies' orientation to ru-
ral services (Ugalde, 1979). Research on the effects of such
training is very limited, and could be usefully expanded. On the
basis of this preliminary evidence, though, we propose:

13. Physician acquisition of specialized training in public
health is not likely to decrease, and may in fact rein-
force, formal resistance to PIlC.

reveal that nearly all of the significant advances in PHC
have been made, appropriately, by A number of these individ-
uals have played further roles in the promotion of PHC in-
ternationally, as well (Bossert, 1981). Overall, however,
such cases reflect exceptions, rather than the rule, in re-
gard to physician attitudes.



The bargaining model implicit in this analysis of competing
interests suggests that a crude balance needs to be tipped in fa-
vor of PHC in order for it to be adopted through the domestic
bargaining game. Our proposed hypotheses reflects factors which

should be taken into account at relevant decision points in the
policy formulation process. Heasures might be taken, for exam-
ple, to enhance to enhance the political weiyht of potential ben-
eficiaries--throuyh organizing more effective interest-aggregat-
ing institutions such as political parties, unions, and
government agenc1es oriented toward the rural poor. dost criti-
cal, however, appears to te the role of physicians in the policy
adoption process. Physician power needs to be reduced, both
through restraints on their organizational capacity as aa inter-
est grc.p and through a reduced role for physicians in in policy-
making positions.

The role of USAID in effectiny these changes in power rela-
tionships must be indirect, but there are several active steps
that can be taken. AID can continue to encourage the development
of health-~related institutions and organizations of rural popula-
tion groups. Within the health sector, it can encourage the
training of non-physicicns, especially public health profession-
als, for policymaking positions. However, in extreme cocuntry
situations--where beneficiaries have no political power and lit-
tle potential for expanding their influence, . nd/or where physi-
cian dominance of health care policymaking is almost absolute--
-the recommendation seems justified that AID should not attempt
to promote PHC until these conditions are altered.

2. Regime Characteristics

In ihe previous section we have discussed the general character-
istics of interest group bargaining, regardless of the type of
political regime in which the bargaining takes place. In this
section we will examine several characteristics of the political
structure which shape the "rulies of the gaze" for the different
interest groups.

The structural characteristics of political regimes that we
have found most salient to policymaking are: (1) the dzygree of
democratic participation; (2) regime stability; and (3) the re-
gime's autonomous capacity. These characteristics, in addition
to the 1deoloq1cal factors discussed previously, shape the policy
process in health care in three ways: first, by establishing the
importance of voting and other political resources of the compet-
ing interest groups; second, by determining the degree to which
political elites unay feel compelled to co-opt support froa the
rural poor; and, third, by determining the general capability of
the state to make decisions based on its internal processes and



ideology, rather than on interest group pressure. (22)

Amonj the greatest influences bearing on the political sig-
nificance of the poor is the degree of pluralism or democracy in
a country. Democracy determines the level of popular participa-
tion in governmental decisionmaking, and so conditions the extent
to which non-elites are able to influence policymakers through
electoral pressure. The dimension of democracy, or democratic
participat lon, 1s perhaps the most widely analyzed aspect of po-
litical processes within the political science literature. (23)
This analysis of political structure has proceeded along several
lines; rfor example, military regyimes have been contrasted with
"competitive" political systems. and "polyarchies" with "comamand"
systens. Cleaves (1980:282-28") has introduced a yeneral dis-
tinction between "open", "clostd", and "intermediate" political
systems, in terms of their degree of pluralism. In a useful at-
tempt to disaggreqgate this overall concept, Adelman and Morris
(1967) examined a variety of related factors such as centraliza-
tion, press freedom, interest group access, and labor union
strength in addition to the more traditional concern with politi-
cal party effectiveness. This body of analysis has revealed sone
relationships between the level of democracy and public policy
outconmes, but in general, political structure has provided littie
explanratory value. Analysis of specific reyime types, such as
military government, also shkows few significant relatioanships to
health and other social policy outcomes (Leichter, 1979:94; Ver-
ner, 1979). The relationship of a democratic system to PHC and
similar policies has been studied in several comparative set-
tings. In his study ot Central American reyimes, for example,
Bossert (1982) attributes adoption of PHC policy in Costa Rica
partially to its democratic regime and to the voting power of the
rurz1 poor.

At the risk of some loss of precision, we use the term "de-
mocracy" to refer to the relative pluralism or "openness" found
in a political system. This definition is operationalized in
terns of a clear lack of government repression of lower-class
voting--by intimidation, fraud, or constitutional measures. Fur-
ther measures wmight include alternation in political party compe-
tition for lower-class votes, the relative independence of the
legislature as a policymaking arena, and the access of lover-
class interest groups to executive branch decisionmakers. The
presence of functional democracy may be predicated on the exis-
tence of formal democratic institutions, but it does assume that

(22) For a more ample and detailnd discussion of regime charac-
teristics applied to Centrul American cases, see Bossert
(1982).

(23) See, for example, Huntington (1968) and Huntington and Nel-
son (1976).



the participation of the poor exerts some influence on policymak-
ing. In general, it is proposed that:(24)

14. The greater the degree of democracy in_a country, the
more likely it is that PHC and reluted policies will be
adopted in response to demands_reqistered through low-

er-class_political participation.

Within democratic regimes, the political status accorded to
the poor population for ideological or other reasons may clearly
be expected to infiuence the adoption of PHC and similar poli-
cies. Particularly in countries with highly representative elec-
toral systems, simply the relative "weight" of the rural popula-
tion--the share of the national population living in rural
areas-—-is likely to bear on legislators' policy choices. support
of the political party in power by the rural population 1is a more
common avenue by which political significance, aad its benerits,
is obtained. Political strength in any system will also be en-
hanced by the presence of special relationships between officials
and specific population groups. Such ties can be based on relig-
ious, ethnic, or other shared identities. Party support is often
maintained through coammunal ties as well. (25)

15. Iu_a_democratic regime, the greater the electoral
weigqht of the rural population, the more likely it is
that PHC or other policies targeted on that constituen-
cy will be adopted.

These general treuds, however, may te gualified by several
mediating factors. Even in countries with considerable lower-
class participation, there may exist a variety of barriers to the
effectiveness of democratic processes. Possible direct barriers
include local elite influence over voting behavior in

(24) This hypothesis does not indicate that autinritarian regimes
will be less likely to adopt PHC policies (see the discus-
sion of the autonomy of the state, below). It does suggest,
however, that democracies are more likely to respond to low-
er-class interest pressure than are authoritarian regianes,
which are more likely to respond to ideological motivations
for reform.

(25) The nealth care literature has rarely examined electoral in-
fluences on health sector policymaking. This is understand-
able, in view of the multiplicity of other effects which
have more obvious and specific relationships to health poli-
cy. Electoral, communal, and party influences on policy
have been widely studied in the general literature of polit-
ical developnment.



patron-client systems, and outright elite "capture'" of lower-
class political groups. (26) Traditional culture may also place
restrictions on the voting penavior of the poor. The presence of
such barriers limits the analyst's ability to predict what lower-
class Jroups will see as being "in their interests'", and they
make more problematic the assumption that the poor will vote in
wvays that express their "true" interest (Bossert, 1981). Thus,

16. The greater the dominance of traditional elites and
culture in rural areas, the less likely it becomes that
democratic participation will reflect support of the
rural poor for PHC and other reforms.

The second aspect of political structure that can be expected
to influence PHC policymaking is regime stability. Government
stabilitcy has heen one of the central features of regimes that
has been studied in the literature on political development.
Huntington (1968), fcr example, includes stability in his defini-
tion of "institutionalized political order™. Regime stability
also often figures as a prowminent political variable in aggregate
data studies of interaational political behavior. The concept of
stability has many dinensions; for our purposes it takes into ac-
count the longevity of the regime, the regularity of leadership
changes, and the alsence of significant competing elites who vio-
lently challenge the legitimacy of the regime. Stability may
thus be measured in terms such as the relative absence of qurilla
activity and mass mobilizations, and tae age of the reginme,

The literatu.e on policymaking and policy implementation the
Third World sugg:sts, on the one hand, that government instabili-
ty will inhibit *-he success of PHC policies, and limit their
adoption even in reformist regimes which might otherwise favor
them. It is argued, for example, that instability leads policy-
makers to assume short time horizons, which result in their at-
tenticn to only the more politically attractive policy areas.
Instability is also associated with rapid leadership turnover,
and major reversals in policy direction, all of which limit the
prospects for policies such as PHC (Cleaves,1979). The failure
of many policy efforts have, accordingly, been attributed to the
political and administrative consequences of an unstable politi-
cal context (Bossert, 1981).

(26) These are particularly likely to be significaant problems in
regions such as Latin America, which have historically un-
even distributions of landholding and power. One indicator
of elite strength in rural areas is thus the concentration
of rural landholding. Other measures of local political
power will be appropriate in other settings.



Yowever, while regime instability appears to have negative
effects on the implementation of PHC, the logic for adoption is
just the opposite. Regime instability has long encouraged lead-
ers and elite groups to adopt reforas designed to coopt support
that might otherwise Jjo to competing counter-elites. Ffor exam=
ple, health care programs may be targeted to rural areas in which
there is potential support for guerilla groups or other anti-re-
gime mobilization. Such policies allow the state to bring ben-
efits to rural populations withough taking resources away from
powerful local elites, such as would be necessary in extensive
land reform programs (Cleaves, 1976). This strategy is likely to
be most useful to regimes which have not formerly held reformist
policies, and which do not have strong popular participation.
This in fact may be among the only conditions under which conser-=
vative, nondemocratic reygimes are likely to adopt PHC policies.
Bossert, for example, reached this conclusion in his study of
health policymaking in Central America, finding that the adoption
of PHC for rural areas closely coincided with increases in insta-
bility in the conservative regices of Guatemala and Somoza Nica-
ragua (Bossert, 1981). The depth of commitment to such instru-
mentally-motivated policy chanyes is usually limited, however,
and the weakened administrative conditions accompanying political
instability are likely to hinder implementation under such circ-
cumstances. This view on the effects of instability hel,.s to ex-
plain the frequert adoption of PHC policies in revolutionary
situations, where changes in the power balance lead to effori.
designed to expand popular support in rural areas (Cleaves
(1980:298). This action by a new government nay occur under ei-
ther conservative or reformist regimes, although most such in-
stances have been under highly reformist regimes, as in the re-
cent case of Sandinista Nicaragua. The new government quickly
adopted a policy for rural PHC, but poor continuity and related
ioplementation problems have been experienced over the past two
years (Bossert, 1982; Heiby, 1981; Habicht, 1981). As discussed
above, the ideology of the regime may either strengthen or weaken
the effects that have been described here. The effects of reginme
instability, then, might be hypothesized differently for the pro-
cesses of adoption and implementation:

17. Elites in unstable regimes will adopt minor reforms
like PHC, while those in stable reqimes will be less
likely to adopt such reforms.

18. Regime instability will inhibit the effective implemen-
tation of PHC.

The final regime characteristic to be discussed here is the
capacity of the state. The availability of economic and politi-
cal resources is an important factor in any country's ability to



carry out PHC, or any policy. This combination of political and
economic resources is signified as the '"capacity" or strength of
the state. (27) In the analysis of regimes, state capacity 1is
found to have at least three aspects: (28)

1. the relative autonomy of the regime from class interests,
particularly from the interests of elites in the society;

2. the government's capacity to extract resources from the rest
of society, either through taxation or through direct owner-
ship of major sectors of the economy; aad

3. the capability of a rationalized and technocratic bureaucra-
cy to carry out or enforce policy choices.

In our application to PHC, the development administration and
health policy literatures have used a variety of concepts to rep-

resent government capacity. Uphoff (1980:11) discusses the "po-
litical solvency" of regimes, based on an economic interpreta-
tion of political power; his 1interpretation focuses on the

availability of economic resources, and the degree of political
legitimacy of a regime. (29) Haignere (1980) builds on this sense
in her identification of the capacity of the state to respond di-
rectly to population demands as an "index of development". Also
related is Elling's use of the concept of "concertedness", as an
aspect of the overall organization of authority in societies. He
uses the term to distinguish between "fractionated" and "got-it-
together" political systems, which are judged to have different
implications for the possibility of health service regionaliza-
tion. (30)

Recently, 3Breindel (1980) has identified four indicators of
government <capacity which he uses to analyze the process of
health planning in developing countries: 1) the presence of in-
novative thinking at the central level; 2) centralized control

(27) In this usage, "the state" refers to the regime in pover,
and more generally to the public sector and the span of gov-
ernment control in a country (see Bossert, 1982).

(28) The literature on this subject is ygrowing steadily. See,
for example, Almond and Powell (1978); Cleaves (1980); Kat-
zenstein (12378); Collier (1979); and Stepan (1978).

(29) An earlier and more general treatment of this "political
economy" approach is presented in Ilchman and Uphoff (1969).

(30) (Elling,1980:106, and earlier works). "Concertedness" cuts
across several of the regime-level categories discussed thus
far, and was amony the first such applications in the health
care literature.



over resources; and 3) a structural mechanism to link plans with
resources; and 4) the availability of resources which may be dif-
ferentially manipulated at the center.

One specific area of state a3 .city to be considered concerns
the availability of economic resources for carrying out the poli-
cy. As described above, PHC ‘imposes substantial demands on the
regime's economic resources. (31) A recent analysis of the impli-
cations of instituting PHC systems on a worldwide basis indicate
that, while this goal is achieveable, the costs could exceed sev-
eral billion dollars (Joseph and Russell, 1980). Most of these
costs are of the recurrent variety, and so would be incurred pri-
marily by domestic budgets. Thus, the availability of economnic
resources reflects the extent to which PHC or other policies can
be realistically formulated; over the long term it is a critical
constraint on the prospects of the PHC strategyv.(32)

Using the government budget as an indicator of state capacity
may be expected to offer a better explanation of the relation be-
tween state capacity and health progranm patterns. (33) Overall,

19. The qreater the economic _capacity of the government in
terms of overall government revenues, the _greater is
the likelihood of effective PHC policies being adopted.

(31) PHC expenditures in most countries mnust come directly from
the government budget, vrather than froam private sources.
Punding through insurance plans, such as is often done for
urban health care (particularly in social security plans for
workers), is usually not feasible for PHC. Program support
from fee-for-service (which is discussed in a later section)
is also of only limited usefulness, because many PHC servi=
ces are not provided on an individual basis, and because
there remains the underlying problem of resource scarcity.

(32) We mention these cost issues only briefly, because they fall
outside of the central focus of this project. The econonics
of health service firancing are discussed in a number of
sources (e.g., Dunlop and Caldwell, 1976). Specific studies
of PHC financing are in very short supply.

(33) This variable may be represented as the proportion of GNP
made up by government revenues. However, there are few if
any studies that have actually used budget data in relation
to PHC policy performance. This indicator faces many of the
aggregation protlems associated with GNP, but it appears
useful as a measure of government capacity. A more appro-
priate indicator for PHC capacity is the health sector budg-
et, which is discussed in the following sectior.



Characteristics of state capacity are important to the
analysis of PHC policy formulation, because of the emergence of
the state as a significant and powerful actor in most countries.
In general, governments have taken on major roles 1in national
economies; they have 1institutionalized more bureaucratic and
technocratic processes of decisionmaking; and they have strength-
ened their ability to repress mobilized populations. They have
also often come to play more autonomous roles vis a vis the domi-
nant social classes, a trend most notable perhaps in Latin Aweri-
ca. The strength of the state has been used to explain the suc-
cess ot policies that serve to control the lower classes, as well
as others (such as stabilization policies) that may adversely af-
fect national elites. Midway between these extremes are distrib-
utive policies such as PHC, which do primarily benefit the lower
classes. It is clear that a stronger and more autonomous state
will be able to direct the allocatvion of resources with less re-
gard for interest group bargaining. Autonomy from elites is more
likely to make the state capable of redistributing resources to-
ward the rural ©poor. This trend is most likely in states with
reformist ideology:

20, The__greater_the relative autonomy of the state in_a
country (especially in those with reformist _ideolo-
gies), the gqreater is the likelihood of the adoption of

PHC policies.

In the current 1literature on policy implementation there is
also a growing concern with the strength of the state. Cleaves
(1980) stresses the importance of the accumulation of sufficient
pov:r 1>y the government, 1in order for it to be effective in im-
posingy its will on the rest of society. He suggests that weaxk
states should pursue only policies that are simple (or "unproble-
matic")--which dc not involve major reallocations of resources or
require signficant changes in population behavior. As described
in Chapter I, PHC is a relatively "problematic" policy in these
ternms. We have also seen that, because of the short-run nature
of its principal political benefits to the state, PHC may tend to
be dropped where there is not the capacity for the government to
support the long-term costs of tla policy. Thus, for regimes
that have limited capacity, a comaon solution to these problens
is to lower the scale of the program effort (Cleaves,1980:293).
We may generalize:

21. Strong, _autonomous states are more likely to_implement

efficient PHC programs.

These hypotheses relating to regime characteristics nmust be
considered to be extremely tentative, Studies of regime impact
on policy are still in a rudimentary stage, and considerable en-



pirical research is necessary to expand upon some fruitful,
ijpitial studies in this area. Furthermore, as Bossert has found
in his study of Central America, regime characteristics are like-
1y to influerce each other in ways that mnake some of our hypoth-

eses contingent upon others. For instance, counter to expecta-
tions, unstable regimes are likely to adopt PHC only if the
regime has a status quo ideology. Those unstable regimes with

reformist ideologies may consider PHC to be too minor a reform to
implement. Indeed, it is suggested here that all the hypotheses,
especially those at the regime level, should be examined for po-
tentially contingent etffects. Where appropriate, we have at-
tempted to indicate where such contingencies are most likely to
occur.

policy implications of these Lypotheses, in 1light of the
above statements, must be regarded as suggestive, rather than
compelling. We suggest that USAID consider three types of strat-
egies appropriate to three different categories of regimes. = Re-
gimes with strong, democratic structures and strong states should
be judged to be in need of "seed money" only, because they are
likely to be able to adort and continue support for PHC without
continuing donor support. By contrast, AID should avoid promot-
ing PHC programs in those regimes that are least likely to adopt
and implement such programns--especially weak, authoritarian, and

stable reginmes. Support should be focused on regimes in which
stability is threatened, the capacity of the state is weak but
growing, and democratic structures are emerging. These reginmes

are most likely both to need external support, and to make a se-
rious commitment to implementing PHC reforms.

3. Institutional Bargaining_in the Health Sector

The relation of the health care system to the rest of the nation-
al political system may have bearing on a variety of factors re-
lated to the adoption of PHC. For instance, the importance of
health among national priorities may mean that considerable re-
sources will be available to the health sector. Secondly, deci-
sions about how to allocate health resources may be made within
the health sector itself, or they may be imposed on the health
sector by the rest of the national political systen.

Governmental institutions, especially those with health-re-
lated responsibilities, may also exercise influence on the poli-
cymakiny process in ways that would facilitate or inhibit the
adoption of PHC policies. ID many countries, certain services
which are not strictly considered to be health care, but falling
within the broad definition of PHC, are the formal responsibility
of other governmental sectors and are provided by agencies other
than the Ministry of Health. As introduced through the concept
of "health-related provisioms" above, examples are services such



as water supply, arnd nutrition. Water supply and sanitation
programs, usually administered through public works agencies, are
probably the most prominent instance of this, in terms of scale.

Several other types of services that are closely related to
PHC may also have heen established, and come to be be implement-
ed, under special organizational arrangements. Nutrition pro-
grams, including food distribution schemes and feeding progranms,
may be implemented by the Ministry of Agriculture, often jointly
with the health ministry. Family planning policies are usually
carried out by the Ministrcy of Health, but frequently through a
separate division of that agency. ©Each of these services consti-
tutes a further point of introduction for PHC, via both adminis-
trative constituency and program infrastructure. (34) The extent
of these programs related to PHC can be neasured in appropriate
terms, e.g., the availability of piped water as an indicator for
water supply; measurement difficulties similar to those for
health services may clearly be expected. Overall,

22, ntroduction_or_expansion of PHC services will_ be

he i
acilitated by _the presence of programs in other sec-

- -

tors_which_are relat=d to PHC, such as water supply,
nutrition. and family planning services.

rh {3

(34) Existing programs may also complicate the introduction of
PHC. In the case of family planning programs, adverse popu-
lar reaction has been found to inhibit community demand for
PHC services, particularly if the two programs are provided
together (Banerji, 1974). Implementation problems can also
arise by "contamination" from difficulties in existing pro-
grams. On balance, however, the weight of influence from
current services is judged tc be positive. It 1is important
to note that the PHC strategy does not require that all of
these services be carried out together, in whole or in part.
As described in Chapter I, the range and means of providing
these related services will be determined by the situation
of any given country. The health service components of PHC
may thus be conducted separately from water supply, nutri-
tion, etc., or they may all be integrated to some degree.
The policy implications of these arrangements are probably
not as important as is that of the "demonstration effect" cf
their presence. However, spreading the full range of PHC
activities over several sectors is likely to increase the
political feasibilty of the entire effort. Particulariy if
central government commitment is weak, other agenrcies might
successfully resist the channeling of all rural heaith-re-
lated funds to the health ministry if they did not receive a
share. More generally, the objectives of a "balanced" de-



A number of services for the rural population falling within
or related to PHC are often consolidated under a ministry or spe-
cial agency for rural development. Integrated prograas of this
nature are usually found as an ottcome of targeted rural develop-
ment plans. Such an existing set of integrated activities nay
represent a highly favorable setting tor the expansion of PHC,
because of the consolidation of interest and infrastructure, and
the indication of significant government comaitment to rural ser-
vices. The political advantages of integrated arrangements are
likely to be substantially less, however, if the requisite link-
ages have not been in place for long or if they are not supported
by adequate resources. Along with the predictable implementation
problems in these cases, resistance to a possible loss of adain-
istrative control by the parent agencies and a lack of experience
in coordinated planning can be expected to limit any gains to
policymaking from integrated structures. It may be proposed,

273, A well-established rural development agency or other
intersectoral program is likely to_ be favorable to the
adoption or expansion of PHC.

The predominant interest in competition with PHC for health
agency resources is usually that representing urban, hospital-
based curative services. Broadly, this interest is reflected on
the "demand" side by the political strength of the urban popula-
tion served by the MOH, and on the "supply" side by the values of
physicians and agency decisionmakers, as vell as most existing
hospital services. Inequities in the coverage of national health
systems have been described in the literature, as described ear-
lie~. A number of distinct perspectives may be found, but there
tends throughout to be a strong consensus concerning a character-
istic bias towards service for urban groups (€.g., Roemer
(1976)) . The perception seems usually justified that increased
funding for rural health services comes at the expense of urban
care, to at least some extent. Cook (1976), for example, consid-
ers that expansion of rural health care has led to substantial
decay in the quality of urban health services of many developing
countries. Under conditions of continuing resource scarcity,
this tradeoff is likely to remain very real. (One option for PHC
is, of course direct funding from external sources, but, as
discussed below, this avenue is not viable for the long-term sup-
port of recurrent program costs). The assessment is made that
there will remain quite active opposition to the expansion of ru-=
ral care in the internal competition for ¥OH funds. Thus, a pre-
liminary indicator of the resistance likely to be faced by PHC is
the share of the health agency budget going for urban hospital

velopment strategy are usually better served by a broader
sectoral distribution of strategic prograas (Joseph and Rus-
sell, 1979).



services. (35) In general,

24. The greater the share of the MOH budget going for ur-
ban-based hospital care, the greater will be the level
of intra-aqgency opposition to the expansion of PHC.

Pressures for urban health care may also be generated from
other governmentally-provided health services. The principal in-
stance of this is found in the presence of Social Security or
other systems offering health care under insurance coverage to
urban workers. Labor unions may thus represent a source of in-
terest group support focr these services, and so add to the con-
stituency opposed to shifts in health care priorities. This can
be the case, despite the fact that PHC funding is not drawn from
health insurance sources, dva both *o the values operative and to
misperceptions over the budgetary structure. Issues relating to
social security have been examined in the health care literature,
particularly that prepared through the International Labor Organ-
ization (e.g., Vukmanovich and Mach, 1977). However, there has
been little explicit consideration of the effects of such intra-
sectoral pressures on PHC. Among the few possibly relevant stud-
ies, Roemer and Maeda examined the influence of Social Security
expenditures on the budgets for public health services in 17 Lat-
in American countries. They found no significant intercorrela-
tions, and concluded that the effects of any competition were
minimal (Roemer and Maeda, 1976). A published response to their
study contested the validity of their evidence, however, and drew
an opposite conclusion from the evidence. (36) Overall, the

(35) This measure complements the one mentioned earlier of thae
existing share going for PHC-celated services, although the
two do not exhaust the MOH budget., Estimates of MOH hospi-
tal funding are 1sually available from budget data (Bossert,
1981).

(36) Segovia (1977) pointed to the many actors in the policy pro-
cess surrounding public health funding, and to the limita-
tions of using budget data alone for this analysis. Inter-
preting the position of Social Security as one of being
manipulated by physicians in the pursuit of curative-care
interests, he concluded that insurance systems are in fact
likely to weaken support for public health programs. The
original authors replied, acknowledging the political ele-
ments in the budgetary process, but emphsizing that Social
Security actually strengthens the role of health services in
the policy arena overall. As with nearly all of the policy
relationships addressed in this review, the questions raised
by this exchange can only be addressed by reference to coun-
try-specific information. Yet information is limited, and
yet even fewer analyses have been performed in these areas.



potential influence of Social Security agencies in opposition to
rural health care should probably not be discounted. In the ak-
sence of any resolution on this issue, we tentatively set out the
hypothesis:

25. The presence_and_strength of a national Social Security

— s it Bt s e s

or other urban_health _insurance plan is likely to

strengthen opposition to funding for PHC.

Another indicator of the environment for PHC is the size of
the public health sector budget. This includes the budget of the
Ministry of Health, as well as those for the health activities of
other government agencies. Following tae line of our discussion
of national "capacity" for PHC, this measure (the proportionr of
the government budget Joing to the health sector) may be seen to
reflect both the relative status of the health sector in national
policymaking, and the organizational "space" for expanding health
services to rural areas. In this view, differences in budget
shares for health may indicate differences in the importance ac-
corded to health care in government policymaking, and so summa-
rize the significance of health care interests in the competition
for additional funds. A larger health sector might also iumply
that PHC may face less intermal competition for health agency
funds, out of a given health "pie," although the dvnamics of
budgetary processes in most bureaucracies do not indizate that
this is frequently the case. In all, the interpretation of this
budget measure is subject to notable difficulties. (37) Hovwever,
ve set out the preliminary hypothesis:

26. The greater_the share of the government budget going to
the health sector, the greater are the prospects for
the adoption and implementation of PUC policies.

The actual distribution of health sector resources is likely
to serve as a better indicator for PHC policy. Specitically,
this measure is concerned with the levels of economic and

(37) The presence of substantial intercountry variations in the
nature and division of health sector responsibilities makes
comparison highly problematic. In addition, problenms of
data collection and addition, problems of health sector data
availability and standardization raise serious questions
about reliability (Bossert, 1980). As described above, how-
ever, expenditure measures have been used in a number of
cross-national studies of health services and health status.
We consider that the health budget share may serve as a
rough indicator for purposes of this project, but that it is
no likely in itself to reveal a great deal about decision=-
making for PHC.



physical resources for health care, and their allocation amony
types of service and groups of beneficiaries. It is expecteil
that the prevailing allocation of resources will retlect the
probable direction of increaental policy chanqge; a broader cur-
rent distribhution could thus imply that there would be continued
attention to rural populations. The concept of distributional
ejuity has been used in some studies of health policy and nation-
al health status, although with limited results. (38) The princi-
ple of socioeconomic equity is clearly relevant in the examina-
tion of PHC, as has been discussed earlier. This broad measure
of distributional equity is also appropriate, since the services
identified by Haignere are all closely related to PHC activities.
The concept remains at too high a level of generality for purpos-
es of this analysis, however, and we must look more closSely at
specific types of "health provisions", and the particular groups
that are served.

Existing services of the health ministry oriented towards the
PHC target ygroup are perhaps the most important element of the
policy and program setting for PHC. These services are broadly
defined as including all government health programs for the rural
poor, such as public health measures; "basic health services"
provided through rural health centers and health posts, usually
staffed by physicians; and actual PHC-type operations of the type
described in Chapter I. Most of these programs .re provided
through the health ministry, although some may be administered by
other agencies. The presence of such services offers a potential
"foot in thke door" for rfurther or more comprehensive PHC efforts.
This consideration is significant because, as is freguently ob-
served, policy change is fundamentally an incremental process
(¢e.g., Leichter, 1979:273-274) . There are circumstances, such as
after revolutions, in which governments may indeed effect radical
shifts 1in policy direction. Such instances are notable as excep-
tions, however; patterns of policy are, overall, guided by recent
history. This is especially true in regard to the implementation
of policy, due to the conventional, and intentional, rigidity in
priorities and procedures that are found in adwinistrative bu-
reaucracies. Existing policies and programs form a natural con-
stituency for further programs of the same type. They also, es-
pecially if their experience has been successful, establish a
base of infrastructure and client utilization which may be adopt-
ed for use by new or additional programs. As is well known, this

(38) Haignere, for example, incorporates the "distribution of
health-related provisions" as a possible predictor of health
outcomes, in her four-country study. She divides '"health-
related provisions" into nutrition, housing, sanitation, and
medical care, then separately assesses national patterns of
distribution in each of these areas. However, she finds few
significant relationships between the distribution of these
resources and national health status.



constituency of functionaries and clients car act, often after a
"critical mass" is achieved, as a powerful force for proyram ex-
pansion. HMeasuring the extent of existing services involves some
practical difficulties, but is conceptually relatively straight-
forward. (39) Thus, we hypothesize,

27. The jreater the share of the current health agency
budget going for PHC or other services_ for tne rural
population, and the higher the rate of increase in this
share, the greatei is the likelihood that PHC can_be

expanded.

Pinally, the activities of a raage of mon-governmental organ-
izations (NGOs) may also enter into the decisionmaking process
for PHC.(40) NGOs have contributed to the development of PHC in
different countries, through a variety of means. Most coamonly,
they have provided health care services which nay form a base for
later governmental proyrams, often in the coatext of organized
local initiatives on the part of the rural poor. In the past,
the health services of NGOs (such as churches) have been major
sources of care in rural areas. To the extent that these servi-
ces are integrated into the government halth system, they may be
a starting point and resource base for the expansion nf PHC, al-
though inteqration may in many cases not be desired. (41) NGO
health projects have also frequently been used to demonstrate or

(39) The comparative level of existing rural health services may
be indicated simply by the share of the MOH (or other agen-
cy) budget that is expended in rural areas. Trends are thus
reflected by changes in this budget share. Determination of
the health budget proportion going to rural areas presents
frequent problems, however. Agency budjets are not typical-
ly organized to provide this information, and the reliabili-
ty of expenditure data is usually open to question. Yet, as
Bossert (1981) has shown, useful estimates for these meas-
ures can be obtained through careful exaamination of budget
detail.

(40) NGOs can be local or regional, national, or international in
scope. The role of international actors ~ . discussed in a
later section.

(41) In the first place, health ministries have not always en-
couraged this integration. Church-sponsored services, for
exanple, are often excluded from government systems of
health planning and resource allocation, which may weaken
this mode of care (Hartwig, 1979). 1In addition, local
health services have often not been orieanted towards coordi-
nation with government health systems. Paddock (1975) and
others have criticized the inefficiencies of PVO-sponsored



test alternative models of PHC, with government support. (42)
Through these various means, NGOs may expand the resources as
well as the constituencies for PHC; in all, however, the influ-
ence of NGOs on PHC policymaxing has not been systematically or
comprehensively examined. To summarize,

28. The greater the degree of NGO involvement in rural
health services and other aspects of PHC promotion in a
country, the greater is the base of support for adopt-
ing or expanding PHC.

In conclusion, the bargaining model appears to be an appro-
priate one, not only for the broad political forces of elites,
beneficiaries, and phycicians (as discussed earlier), but also
for the political interactions of different agencies in the
health sector. As one important implication, actions to increase
the funding and organizational and bargaining capacity of other
rural development agencies, while decreasing the power of urban-
oriented health services such as Social Security, ars likely to
greatly strengthen the voice of advocates of PHC, and iincrease
the chances of policy adoption.

D. The Planning Process

In the above analysis the development of a health plan with sig-
nificant commitment to PHC has been described as one indicator of
the successful adoption of PHC polict by a national government; a
measure of the end of the formulation stage of the policy process
and one which shapes the design of PHC policy 1in the subsejuent
implementation stage. As such, the health plan has Leen de-
scribed as an output of the formulation stage. However, the spe-
cific activities involved in producing a health plan ave more ap-
propriately considered as a part of the formulation process
itself. The details of the process have Leen the subject of many
studies, both of general development planning (see, for example,
Caiden and Wildavsky, 1974) and specifically of health plan-

clinic operations in this regard. More broadly-based local
programs may resisc government parcicipation or control, in
order to preserve their success and avoid being "captured"
(Field, 1977).

(42) See, for example, WHO (1981:11); Pyle (1980). Analysis of
PHC options carried out by universities and other institu-
tions has also contributed to the understanding of policy
options (Gwatkin et al., 1980). The conduct of pilot pro-
jects and their role in the policy process are discussed in
sections below.



ning. (43) Most of this literature suggests that the planning pro-
cess has a significant impact not only on wheter PHC will be
adopted (which has been our central focus and major dependent
variable up to this point), but also on the efficiency and effec-
tiveness of the implementation of PHC. In other words, the pro-
cess of health plauning, wmore than the other factors that have
been examined, bridges the fucrmulation and implementation stages
in the health policy process.

In general, planning involves in greater or lesser degrees of
realism, the specification of goals, the matching of goals with
available resources, and the identification of specific ways of
meeting those goals. Over the past several decades, planning has
been widely adopted as a means of organizing and directing public
action. Particularly in the Third World, governments have used
formal planning to guide their approaches to socioecononic devel~
opment; consequently, some type is lony-ternm plan is maintained
by nearly all countries, and the literature on development plan-
ning has justifiably become quite large. National health plans,
including those for PHC, represent one component of development
planning overall, and serve specifically as a guide for that sec-
tor.

The scope of "planning" has been defined in different ways by
different authors. Those for whom planning is the central focus
of staudy tend to define the field most broadly, often incorporat-
ing functions of plan implementation (e.g., Litsios, 1971; MNott,
1974). dne such broad classification of planning activities is
set out by Mott (1974:271), 1in which he identifies the functions
of planners as:

1) Deciding for some population that some future state
of affairs shouid be achieved (goals), which presuppos-
es some degree of dissatisfaction with the present

(43) The broad dimensions of heal®h planning have been the sub-
ject of an extensive literature. Most of this work has ac-
tually examined the experience and requirements of planning
in Western countries, principally the U.S. and Europe. Re-
cent publications by PAHO/USDHEW (1978) and Family Health
Care (1979) have expanded the substantive range of health
planning studies to ianclude LDC situations, as have other

materials cited in this section. However, few of the many
case studies that have been prepared carefully analyze the
influence of "process" factors on health planning. We re-

main at some distance from Leys' ideal of a planniny process
which "is capable of handling all relevant social processes
and structures, and does not consign them to a limbo of un-
analyzed 'constraints' or 'obstacles! which, in practice,
make the model inapplicable to LDC situations" (cited in Ja-
novsky, 1979:3).



state of affairs on the part of the planners;

2) Considering alternative courses of action for
achieving the desired future state, and choosing the
alternatives thought most likely to realize the desired
future state; and

3) Taking action to obtain the desired goals (implemen-
tation).

For present purposes we include only the first two of these func-
tions in our definition of planning. Implementation is treated
as a separate set of activities, although planners indeed often
participate in them.

While the process of planning is often thought of as basical-
ly a national process of matching goals and resources, aost ana-
lysts now see planning itself as a political process that is best
aralyzed in terms similar to the "bargaining" model of the gener-
al formulation process. (44) As has been seen, policy formulation
is in large measure a process of bargaining among competing ia-
terest groups, and it may be expected that the outcomes of plan-
ning will be meaningful for policy to the extent that planning
itself shares this feature. We may then, inquire as to whether
planning does in fact incorporate the exertion of influence and
bargaining, or whether it is conducted in isolation (Marmor and
Bridges, 1977:32). Other empirical research has demonstrated
that the nature and outcomes of planning for PHC is strongly de-
termined by the specific political actors that are involved (WHO,
1981:13-14). The linkages among various actors in planning and
implementation thus becomes an important element of the planning
structure; these must be developed and maintained according to
the requirements of individual settings. For example, where the
legislature plays an autonomous roie in national policymaking and
resource allocation, planning should be organized so as to incor-
porate the views of the legislature into its products. Similar
considerations hold for the more directly involved agency actors
in health planning.

Central to our concern here is the multiplicity of actors in-
volved in planning, and the range of their objectives and values.
Recognition of this principle, and of the pervasive bargaining
that occurs in policymaking, forms the basis of the "Transaction-
al Approach" to planning, which has beeu developed by Warwick
(1978) and others. This model, which emphasizes an adaptive
route to meeting the needs of a differentiated policy environ-
ment, 1is compared with alternatives, and used to examine health

(44) Mott (1974) and Heller (1975), for example, have outlined
the interaction of politics and planning in the health sec-
tor. A more structural approach to explaining the determi-
nants of the planning process is found in Caldwell and Dun-
lop (1979).
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planning in Kenya by Janovsky (1979) .

In all, these various analysts have focused on the actors in-
volved in health planning, and their respective influences and
strategies; on the subjects and nature of debate during the plan-
ning pro-.ess; and on the relationship of these factors to the
features and outcomes of planning (Mott, 1974:272). Viewed as a
political process, health planning represents a microcosm of the
larger political processes we have discussed as impinging on the
formulation of PHC policy. The practical aspects of this point
are summarized by Smith (1979:43):

mpssessment of the sociopolitical environment in which
the planning will occur and in which the program will
be developed must consider: the existing government
policy and priorities in health; the aims and limits of
the planning effort expected by government leaders, and
the degree of support that can realistically be expect-
ed from political leaders during planning and implemen-
tation... It has been demonstrated repeatedly that in
the absence of a clear understanding of overall politi-
cal intent, planning is fruitless."

In view of the close relation of planning to the pelitical
process, it is not surprising that many of the principles of ef-
fective PHC policy formulation discussed above are seea as prere-
quisites of successful health planning by writers on this sub-
ject. Warwick (1978), for example, offers as "facilitating"
conditions for planning and implementation such factors as exami-
nation of the power setting and operating environment, commitment
of top leaders, organizational capacity, coumitment of implemen-
tors, and interest group support. Similarly, Dehasse (1978) sets
out a series of "antecedents for planning," amuong which are the
jdentification of the policy process of implementing institu-
tions, comsideration of organizatiomal capacity, and institution~
al willingness and commitment to implement the plan (cited in Ja-
novsky, 1979:125). Other analyses of the planning process also
discuss structural factors such as ideology, political organiza-
tion, and government capacity in these two perspectives: as set-
ting the background for the planning process, and as determining
much of the potential success of the planning effort (e.yg., Cai-
den and Wildavsky, 1974; Janovsky, 1979). Thus, while the effec-
tiveness of planning plays a central role in the formulation and
implementation of PHC policy, the favorableness of the environ-
ment for PHC influences the likelihood of effective planning;
planning and peclicymaking are mutually dependent.

The literature relating political context to effective plan-
ning suggests a variety of hypotheses which are of use 1in the
present analysis. The first set of hypotheses concerns the im-
portance of planning in the general political process--i.e., the



"fit" between planning and political reginme, The second set
focuses on the inclusion of «critical political actors in the
planning process. The final set examines the institutional ca-

pacities of the Ministries of Health and Planning to carry out
the technical tasks of planning.

A central premise in this analysis, which is largely unveri-
fied, is that more effective and rational planning will generate
greater national policy emphasis on PHC. It is assumed that, al-
though planning is indeed a political activity, the logic of fit-
ting resources to goals will push the process toward a more 'ra-
tional!" allocation of health care resources, and that PHC, for
reasons described above, 1is a more sound use of these resources.
Some support for this premise is demonstrated by the substantial
commitment to PHC that is found in most national health plans.
While it could be cynically argued that these "rational" health
plans are drawn up chiefly to attract international donors--and
are therefore only part of a larger political bargaining game--
-nevertheless, it seems appropriate to believe that if there is a
greater commitment to rational®ty in planning, the prevailing
"technical" rationality (e.g., PHC <currently, hospitals in the
past) will be given more weight.

Pormal planning is used by governments to different degrees,
as a tool for directing the national economy ralative to the
workings of "the marketplace®. At one extreme, central planning
may be used to guide the activity of major segments of the econo-
my, while at the other extreme planning may be simply a means for

supplementing the natural forces of the market. Most countries
fall somewhere between these poles of "imposed" and "demand-in-
duced" categories (Heller, 1975). In this view, the underlying

role of planning determines to a large extent the level of re-
sources that are devoted to it, and the type of process through
which it is conducted. We may broadly expect that health plan-
ning will be more extensive in couniries relying to a greater de-
gree on centralized planning, because of the existence of plan-
ning mechanisms in these settings and the existing use of
planning for policy activities. Although there is little direct
evidence on the r~lation of health planning to national planning,
it is likely that PHC will be included in planning efforts where
health care is already planned ou a large scale. We might hy-
pothesize:

29. Planning_for PHC and other health care activities will
be more extensive, the greater is the reliance on cen-
tral planning of the economy.

There is some reason, however, to expect that the opposite
relationship is true for certain types of regimes. Even in the
case of market-directed economic systems, however, planning may



be used as a means of reallocating resources to meet objectives
that would not be achieved through market We have seen that the
goals of PHC are commonly not implicit in prevailing social and
health care systens, for a variety of reasons. Plaanning may
serve to incorporate these goals within government strategies,
without requiring major changes 1in socioeconomic patterns. Due
to the overall lack of relevant literature, there is little basis
on which to clarify the relationship of health planning patterns
to regime type.

Field (1981) has made an exploratory examination of the role
of nutrition planning in different country contexts, which is
highly applicable to PHC as well. In this study he ideatifies
nutrition planning as being especially useful in regimes with
nconventional" ideologies, as a means of rationalizing incremen-
tal changes in the direction of greater equity. "pPlanning" may
in this case become a distinct strategy for socioeconomic devel-
opment. (45) Whereas regimes following "glternative" or reformist
strategies are likely to pursue policies for rural nutrition and
health care as elements of their value orientations, a different
sort of rationale is required in "conventional” regimes. "Commu-
nist" (or "radical") regines also do not need to rely on planning
mechanisms to justify development activities, although the plan-
ning function of course remains important, here as elsewhere. (46)
Kerala State in India, Sri Lanka, and Guinea Bissau are among the
examples offered by Field of countries making use of the "plan-
ning strategy" to effect nutrition improvements. It is in cases
such as these that planning may be expected to have its greatest
relative influence on progress towards PHC and other basic needs

policies. We hypothesize,

(45) The "conventional" and Malternative" strategic orientations
described by Field correspond closely to the '"status gquo"
and "reforuist" ideologies which we have adopted here.

(46) It may be seen that the differing values attached to health
care in developmeut clearly affect the rationales used in
planning for PHC. In their study of health planning in Af-
rica and Latin America, Caldwell and Dunlop identify a range
of "objective functions" for health care which may be in-
cluded ia national health plans. A majority of the plans in
their sample included the goal of "expanding health servi-
ces--particularly rural health services" (Caldwell and Dun-
lop, 1979:77). These results show little variation among
regions or degrees of national income inequality. It is not
possible to determine from this information the actual pri-
ority assigned to PHC in these countries, so that a more de-
tailed examination of health plans is likely to be necessary
to clarify the relationship of planning objectives to actual
government goals.



30. In status quo regimes, where central planning is of mi-
nor importance to the national economy, major efforts
in health planning may result 1in yreater emphasis on
PHC policy.

Having considered the implicatio.s of a general national com-
mitment to planning, we may turn to examine the actual dynanmics
ofL the health planning process, and their relationship to plan-
ning effectiveness. One widely observed determinant of the real-
ism and success of planning is 'its linkage tc, and consideration
of, the resource allocation process. As noted above, the analy-
sls of resource allocation alternatives to achieve health systen
goals i35 a major function of health planning. We have suggested
that PHC should be favored in a planning process that wishes to
extend services within severe budget constraints. However, a
number of studies have pointed to a general lack of attention to
financial concerns 1in most health planning exercises. Clinton
(1978:125), for example, notes that the WHO~sponsored Country
Health Programming model, among other plaanning approaches, had
not in the past incorporated any financial analysis.

The JCHP study amplifies this point, and discusses two prin-
cipal deficiencies of the conventional "programming" approach to
health planning: first, it tends to introduce resource consider-
ations into plans only as a constraint, and so often ends up an-
ticipating more resources than are actually available; and sec-
ond, it fails to provide an adequate framework for planning
specific program resources, in terms both of materials and of
their distribution among regions and programs. The report goes
on to propose an alternative approach that recognizes the central
role of resources and so begins with an analysis of their avail-
ability (WHO, 1981:34-35). The report arques, "...what is needed
is tc plan and program the provision of PHC resources in their

own right. This requires an additional planning framework, one
that begins by analyzing the existing allocation of the country®s
total health care resources... Then, on the basis of any health

care legislation which may be necessary, it plans future resource
allocations to PHC in relation to higher levels of care, and pro-
grammes the distribution of these resources to reduce inequali-
ties in health ~care expenditures per head in different parts of
the country... [Resources] can--and need to be--planned specifi-
cally as the principal determinant of PHC implementation." As
noted earlier in this report, data on existing allocations of
health resoruces is usually not readily available in most devel-
oping countries, making this approach more difficult than it
might appear.

Based on the experiences of Finland and Papua New Guinea, the
study favorably notes the use of methods for quiding resource al-
location for PHC, including "central government grants that are



made available for projects and activities only 1if they are
compatible with the overall aims of government policy; and formu-
lae built into the planning process which ensure taat financial
allocations are weighted in favor of less developed regions, OT

of programs serving disadvantaged groups." Yet, "in most of the
study countries, as in many others in the world, suchk mechanisms
remain rudimentary or do not exist at all." (WHO, 1981:15-16).

Some authors have recommended that any reform of plaaning
concentrate on improving its relation to the budgetary process;
this was a major thesis emerging from Caiden and Wildavsky's
study of planning in developing countries (Caiden and Wildavsky,
1375) . One possible means of increasing such budgjetary linkages
is to expand the planning involvement of central finance minis-
tries, which are usually at some distance from the operational
planniny activities of other agencies (Clinton, 1978:113), Be-
yond this, Caiden and Wildavsky suggest that plans be considered
nadaptive," or as "statements of intention," to permit the flexi-
bility necessary to respond to unpredicted resource levels and
requirements (p. 269). These observations suggest,

31. The greater the linkage of health planning with_ the
budgetary_ process, the more likely it is_that PHC_ pro-
gcams will be seen_as_a_rational use of scarce health

resources, and the _more_probable it becomes _that PHC
will be adopted and effectively implemented.

A second issue regarding the health planning process is con-
sideration of the strength held by the various actors in the pro-
cess. The literature strongly suggests that a critical condition
for »lanning success, under all types of political arrangements,
is that planners be relatively powerful political actors. Power
here refers to the control exercised by planners over health care
resources: planning is likely to have greater significance where
its outcomes are tied to resource allocation. Marmor and Bridg-
es, for example, relate the effectiveness of health planning to
whether planning is the project of a political office empowered
to make authoritative choices. As discussed earlier, Breindel
(1980) identifies the capacity to manipulate resources at the
central level as a prerequisite of successful planning. In the
absence of such capacity, and the degree of government commitment
that it implies, planning may even have negative impacts on
health programming. (47)

(47) Caiden and Wildavsky cite several of the problems that are
likely to be caused by planning 1in these <circumstances.
Most importantly, it may become a substitute for action,
pursued for its own sake while draining scarce human re-
sources. The lack of planning authority also reinforces
tendencies to concentrate on larger projects, which are usu-
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The government agencies typically responsible for health
planning are the Ministries of Health and Planning. Health min-
istries are freguently not politically powerful, and they usually
do not have authority to determine aggregate resource flows; in
contrast, central planning agencies generally have greater re-
source control, and tend to be nmore involved in executive deci-
sionmaking. the budgetary role of planning ministries varies be-
tween countries, however, as does their technical capacity. (The
strength and importance of the planning ninistry may be measured
by several means, including the size of the MOP budget, the size
of its staff and their levels of training, and the longevity and
growth pattern of the agency.) (48) This is, however, not to imply
that planning is necessarily best conducted at the highest possi-
ble level. In all cases, it remains important that the lovel at
which planning 1is carried out is one at which the government
plays a strong role in health affairs, and where the objectives
of PHC are strongly held (PAHO/USDHEW, 1977:68). Each of these
factors is likely to condition the influence of a planning minis-
try on the health planning. In general,

32. The_greater_ the political power of the Ministry_ of
Planning_and_the greater its role in_ health planning,
the more likely PHC proqrams will be adopted.

A further basic requirement for planaing effectiveness is
that responsiuility for planning correspond closely to responsi-
bility for implementation. It is thus important that the plan-
ning process be organized in a way that is congruent to the coun-
try's political and administrative systens. Especially for more
decentralized or federalized systems, this implies that planning
tasks should be delegated to their appropriate levels. Yet, con-
sistent with our earlier discussion, it has been observed that a
comprehensive approach to health planning is significant both to
the coherence of the strategies that are set ocut and to the suc-
cess of the implementation effort. Examining a group of Western
countries, Altenstetter (1976:10-11) for example found health
care financing, manpower, and health service delivery policies to
be better integrated the 1longer the time that comprehensive
health insurance had been in place. In the developing world,
Siddiqui cited the absence of a country-wide health plan as one
of the major causes of problems in the health services of

ally favored by policymakers. Despite the fact that plan-
ning may still serve certain latent purposes, such as meet-
ing the requirements of international assistance agencies,
the overall effects of planmning in such cases are likely to
be undesirable.

(48) The descriptive elements of these data must probably be ob-
tained through interviews or country case materials.
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Pakistan. He considered this situation to be related to the po-
litical fragmentation of the country as a whole, and to be a di-
rect outcome of its federalized structure (Siddiqui, 1978) .

Clinton (1978:119) also discusses the case of Pakistan in this
regard, pointing to the problems in combining the outputs of a
number of individual health plans developed at the state level.

Much of the treatment of centralization in earlier sections
is thus applicable to the planning process as well; planning for
P"C in particular is likely to be weak where it is a primary re-
sponsibility of state governments (PAUO/USDHEW, 1977:10-12;
Leichter, 1979:55). Health planning is clearly likely to be more
coherent in countries in which it is "not too fragmented or dis-
integrated, that is, in which the health planners have a fairly
common point of view and fair control of the planning processes"
(Mott, 1974:273). As will be discussed, health planning still
tends to require substantial administrative capacity at lower
levels. In general, however,

33. The greater the deqree of centralizatiom in _a_country's
political system, and the greater the centralization of
the planning process, the more likely it is that nlaa-
ning will result in the adoption and effective inmple-
mentation of PHC.

Turning to the specific institutional actors involved in the
health planning process, we find evidence of considerable inher-
ent conflict. Habicht (1981) and others have stressed the need
for compatible objectives among all participants in PHC; however,
a number of observors have pointed to the barriers to achieving
this state of affairs. Clinton (1978:119), for example, de-
scribezs the fragmentation that typically occurs in health plan-
niny between ministries of finance, planning, and health, in re-
gsrd to their diverging foci of cost, productivity, and service
provision. As Janovsky (1979:4-5) notes, there are few available
studies of the organizational processes and the roles of various
operating agencies in planning for health, as well other sectors;
her own study examines the resolution of differences between min-
istries of Health and Planning in the preparation of a national
health plan.

Mechanisms have been proposed for mitigating these difficul-
ties, such as through the establishment of a national health
planning body, but to date these have not been widely instituted.
WHO has been especially active in advocating "high-level national
forums" for health planning, which might be constituted as "a
Cabinet or Party Counmittee, or a broader-based National Health
Council, in which representatives of a wide range of organiza-
tions participate together with government ministers or senior
civil servants" (WHO, 1981:13-14). Alternatively, this has been
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designated as a '"national health development network" (WHO,
1979:5). Few countries have adopted this approach, however,
probably owing 1in some part to the problems of coordination in
nearly all political settings. Of the seven countries included

in the JCHP study, only Costa Bica and Democratic Yemen had de-
veloped such a central council, and in the latter case it was an
outcome of the study itself.

There is a clear need for further -esearch in this area; in
general, it appears that

34. The _greater the deqree of institutiomal rivalry inm_the
health planning process, the less likely it is that
planning will effectively influence the adoption or im-
plementation of PHC.

A second aspect of the relationship of planning to concerns
the representation and participation of the national population.
Several reasons are advanced for greater popular participation in
the planning process. First, it is important that some measure
of the demand for proposed policies be included 1in the planning
exercise, so that the appropriate scale and resource requirements
of programs can be effectively determined (Dunlop, 1978; Heller,
1977) . Secondly, studies of policy implementation have shown
that an accurate understanding of beneficiary needs, and a re-
sponsiveness to those needs in program design, are essential to
the eventual success of any intervention (e.g., Perlman, 1980).
Popular support for the policy in question is also 1likely to be
enhanced through this means, since planning is in most cases the
best available avenue for beneficiary participation in policymak-
ing. There are a variety of means for aggregating public inter-
ests for representation in planning, although most of those which
are widely used in developed countries (e.g., consumer organiza-
tions, ombudsmen, etc.) are not commonly feasible in the Third
World. Mechanisms of beneficiary participation in health plan-
ning usually involve a series of special community meetings with
representatives of the Ministry of Health, often including un-
ions, political party officials, and PVO's. We hypothesize,

35. The greater is the deqree of participation by the hene-

ficiary population in the planning process, the more
likely it is that PHC will be adopted and effectively
implemented.

Closely related to the two preceding points is the issue of
"planning from below." Despite its advantages of efficiency,
centralization may contribute to a separation of planning from
reality where lower-level inputs are not adequately included in
the process. Local health priorities, the activities of local



health agencies, and regional variations may not be brought into
national health plans, or they may be dominated by central-level
concerns, unless specific measures are taken for their incorpora-
tion. It is apparent, however, that formal mechanisms must be in
place before this can be effectively carried out (WHO, 1981:17).
In addition, public participation may also be facilitated by
low-level planning, although this is not always the case. (49) The
difficulties of organizing local planning efforts, and their con-
flicts with centrally-held priorities have led to a situation
vhere the great majority of countries rely almost exclusively on
a "top-down" approach. Ccaldwell and Dunlop (1979:77) found in
their study, for example, that "only 3 of the 27 countries (11%)
used information derived from individual participation at the
rgrass-roots level' and examples of this kind of planning are
only among African countries." Results from a broader sample of
countries, includi:.y some in Asia, would be likely to be similar.

There is at present little data on the effectiveness of in-
puts made into health planning by state-level bodies, particularc-
ly in federalized systems. Wwhile in the long run a balance ap-
pears to be necessary between "top-down" and "bottom-up"
planning, which would systematically include both central direc-
tion and local initiatives, significant efforts to increase low-
er-level participation in the planning process would likely im-
prove the implementation of programs (PAHO/USDHEW, 1977:58-59).
Tentatively, we hypothesize:

36. The qreater the degree of lower-level responsibility in
planning processes, _the more effective will be the im-
plementation of PHC.

Because the Ministry of Health (or other agency responsible
for rural health services) is the predominant actor in the admin-
istration and operations of PHC, it also plays the central role
in PHC planning, and so is the focus of most of these considera-

tions relating to the planning process. A central aspect of
health ministry capacity for health planning concerns the agen-
cy's relevant technical capabilities. It seems likely that

greater technical capacity will be associated with a stronger
role in planning, as well as providing operational benefits for
resource direction and program management. The duration of plan-
ning and the size and training of planning staff offer an initial

(49) Bjorkman (1979:11-12) discounts this "amyth,"” pointing out
that local health agencies are frequently more susceptible
to co-optation or “capture” than are central agencies, and
that locally-directed participation may in any event be in-
competent, He refers chiefly to Western experience, but
these points hold at least as strongly for the developing
world.
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measure of this «capacity.(50) The duration of planning and the
size and training of planning staff offer an initial measure of
this capacity. The use of specific analytic techniques is also
important .o the quality of health planning. The technical lit-
erature on health planning describes a number of methods useful
for policy analysis, ranging from simple stock-taking to systems
analysis and other types of ocperational research (e.g., Reinke,
1972; Clinton, 17%79). It is probable that the appropriate use of
these various technigues will enhance planning effectiveness.
Based on tne available research, it appears that few of even the
more basic analytic methods are consistently employed for health
plarning in developing countries. (51)

These findings underscore the need for data which mnay be used
to expand analysis in health planning, Available evidence shows
that planners generally have only 1limited information for use,
primarily on health care resources, and Little in such areas as
population health status and service utilization (Caldwell and
Dunlop, 1979:79). Similarly, Litsios (1971) and PAHO/USDHEW
(1977:39) cite the low quality, incomnsistency, and poor specifi-
cation of most health planning data in developing countries.
Breindel (1980:11) concludes that when the technical capacity for
policymaking is low, health planning decisions will be based on
"political rationality" alone. While we by no means discount the
role of politics in health planning, it is evident that a lack of
technical capability may limit the usefulness of any resulting
plan. We propose that,

{50) The relationship of health planning to agency programming
and evaluation 1is discussed in the following chapter, as
these are primarily administrative activities. The signi-
cance of planning and budgeting for PHC implementation are
also more fully addressed belovw.

(51) Caldwell and Dunlop (1979) examined the application of eight
different analytic approaches to health planniny in their
study of African and Latin American countries. Results
showed that manpower and priority analysis were the only
methods used in over half of their 27 countries. Cost stud-
ies, projections, and th consideration of externalities
were carried out in only a moderate number of countries, and
more thorough economic analysis was performed in few coun-
tries at all. Countries in Africa, particularly those with
more concentrated income distributions, adopted significant-
ly more of these approaches than was the case in Latin Amer-
ica. The authors pointed to inadequate data, lack of so-
phistication among decisionmakers, and the presence of
aiternative priorities as possible explanations for this re-
cord (pp. 77-79).



37. The greater are the administrative, analytical, and
data resources for planning within the health ministry
or other relevant agencies, the more likely it is that
planning will contribute to the adoption and effective
implementation of PHC.

In this section we have considered a wide range of issues re-
lating to the health planning process, in view both of the impor-
tance of planning in policy formulation, and of the multiplicity
of factors which impinge on 1its outcomes. Although planning is
conducted with reasonable success in some countries, the consepn-
sus of nearly all sources surveyed leads to an opposite conclu-
sion. Because of the many contingencies faced by PHC in particu-
lar, this situation 1is likely to represent a continuing
impediment to the development of appropriate health policies and
strategies.

To conclude: Health planning focuses attention on the speci-
fication of health goals for the entire national population, and
it provides national models for attempting to achieve those goals
through efficient use of scarce health care rescurces. For these
reasons, it is likely to improve the chances for significant
adoption of PHC, and to provide for more effective implementation
of PHC -:rograms. Efforts, therefore, should be made to increase
the importance of planning in the health sector, to make that
planning more responsive to lower administrative levels and the
needs of rural beneficiaries, and to improve the technical capac-
ities of health planners in the Ministries of Health and Plan-
ning. Toward this end, USAID should promote improvements in
health planning importance, responsiveness, and capacity.

A central issue, however, will be to determine the relative
importance of planning to the success of PHC programs. Does
health planning improve PHC programs more than, say, better man-
agement, greater fuanding for transport, more training, or commu-
nity participation? This question of the relative contribution
of different factors will have to be addressed nwmore directly irn
the future, when we have a clearer 1idea of how and how much tae
factors we are exauaining actually do appear to influence the suc-
cess of PHC. We pose this question here, because we are moving
from areas where USAID can primarily only respond to opportuani-
ties for the adoption of PHC, toward other areas where USAID can
make a range of choices about improving implementation. Once a
national government and USAID choose to be committed to PHC pro-
grams in that country, determination of the most effective means
of support requires an analysis of the relative benefits to be
achieved by different activities. Health planning appears to be
a significant contributor to successful PHC programs. How much
more successful it is than other types of efforts is clearly a
subject for future investigation.



BE. The Role Gf Poreiqgn Assistance

The final element to be surveyed in our study of PHC policy for-
mulation is the part played by external agencies. These organi-
zations include multilaterals, such as WHO, UNICFP, and other in-
ternational agencies; and bilaterals, such as JSAID and other
donors, along with a variety of non-governmental organizationms
(NGOs) . These foreign agencies, whether as donors or as operat-
ing intermediaries, provide resources for both the formulatiion
and the implementation of PHC policies. At this point we consid-
er their activities specifically ia regard to the formulation
functions, although the they are z2iso closely related to imple-
mentation functions which are described in later chapters. It
will be seen that the reiationship of external assistance to PHC
spans the full range of policy aspects discussed earlier. For
example, regime ideology and political organization iafluence the
nature of assistance provided, and the expectations surrounding
its presence. Requirements for assistance, and the specific
forms which are most appropriate, are determined .n large measure
by the capacity of the government, the characteristics of the na-
tional health systen, and the structure of the health planning
process. At the came time, each external agency has distinct ob-
jectives and modes of operation, which must be brought into cor-
rospondence with features of the host country setting. Analysis
must <xamine the "imprint" of each agency, and its implications
for different aspects of PHC policymaking. There is a large 1lit-
erature on foreign assistance in development; however, the number
of empirical studies of the patterns and effects of foreign aid
is relatively small, and the number of those focusing on the
health sector is even smaller. Our hypotheses 1in this section
are therefore based on a limited, if diverse, selection of sourc-
es.

We begin with the question of the motivation and rationale
for assistance: why do organizations provide assistance for PHC,
and what can it accomplish in a given country? As pointed out by
Dunlop (1973), external support serves essentially to subsidize a
government®s conduct of a desired policy, where the domestic
costs of that policy--in both economic and political terms--may
be greater than what the government can afford. In these circum-
stances, resources provided through assistance augment those of
the grvernment, permitting the policy to be carried out throug.
the joint assumption of costs. This leads in the short term to a
situation of dependence, in vwhich the program's existence 1is
predicated on the availability of external support. In the long-
er term, either the policy itself or various exogenous events may
generate the .resources necessary to muintain the policy if the
assisiauce were to be terminated. Most assistance, particularly
for services such as PHC, 1s 1in fact intended to cover start-—-up
costs over a relatively short run, with later recurrent operating
costs to be borne by the country itself. The resources in ques-



tion, those inputs for which external agencies have certain
comparative advantages in providing, are of both direct and indai-
cect types. Direct inputs ‘unclude primarily financial and physi-
cal capital supiort. Among the more indirect inputs are techni-
cal support, e.g., for planning, including staff training, and
the generation of knowledge through research and demonstration
projects. These types of support may promote PHC policy adop-
tion, in the first place, by improving the technical basis and
capability for making policy decisions. Moure broadly, they may
expand governmental capacity and lengthen the time horizon over
which decisions are made, which is, as noted earlier, a crucial
consideration for effective PHC policymaking (Clintoam, 1978). An
initial measure of the likely effects of assistance may thus be
simply the relative amount and pattern of aid provided over time;
thus, '

38. The greater is the foreiqgn assistance contribution to
financial and technical aspects of PHC programs, _the
more likely it is that PHC policies will be_adopted.

However, it must be recognize that external aid often imposes
costs of its own. It may introduce new objectives into the poli-
cy process; it may be provided in ways that bias the pursuit of
program goals; or it may be perceived as illegitimate by members
of the national population--any of these may reduce its overall
effectiveness ir a given setting. The relative impact of foreigm
assistarce on policy adoption may thus be expected to vary ac-
coriing to its source, to the country's needs, and to the local
political setting. The problems of the political legitimacy of
aid have been discussed by Uphoff (1980:15), and others. For
PHC, these problems are likely to be particularly great where
health care is lirked to family planning services, which in many
countries have been the subject of adverse political response
(e.g., Banerji, 1976). Conflicts between the objectives of donor
agencies and those of host governments have also been observed.
Donors and international agencies indeed maintain somewhat dif-
fering conceptions of PHC, and these may be at further variance
from government goals iu this area. It is probable that all of
these considerations will be less significant in countries with
fewer domestic resocurces for PHC, and less internal <ommitment to
the policy.(52) We may thus qualify our preceding hypothesis:

—_——

(52) This has been observed by Bossert (1981). He cites the case
of Costa Rica, in which under 5% of the health care budget
wes obtained from external sources; this country's govern-
ment had made a firm commitment to rural health services,
and, at least through the late 1970's, substantial domestic
resources were allocated for PIC. As discussed in this sec-
tion, however, research on the relationship between aggre-
gate health aid and country adoption of PHC policies is at
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39. The influence of external assistance on PHC policy
adoption will be greater, the greater is the political
legitimacy of _foreiqn aid__in_the_ country, _the _more
congruen._are_ the external _agency and government goals
for PHC, and_the greater the level of country needs_for
assistance.

e L i i St s S+ S et

For a better understanding of the variations in foreign sup-
port for PHC, we nust more closely examine the nature of the as-
sistance provided from different sources. Official documents of-
fer the most thorough descriptions of the objectives and
strategies of assistance, but this literature is rarely evalua-
tive or comparative in emphasis.(53) The descriptive literature
on aid in the field of population and family plann’ag is broader
than that in the health sector, but while this is likely to have
some bearing on PHYC, the policy issues in these two fields are
substantially. The following brief sumnary of the approaches of
the _urgest assistance agencies in health is based oun the small
number orf studies which are specific to PHC (particularly Cole-
King (1979) and Bossert (1981)).

* Bilateral Assistance_from USAl.. 2ID and its predecessor agen-—
cies since World War II have a long history of involvement in
health activities, including public health campaigns and hospi-
tal construction; development programs in the 1960's, however,
reflected an almost total withdrawal from health projects. In
the late 1960's, the agency turned to a major focus on popula-
tion contrzsi, which probably further weakened possibilities for
health care support. With the passage of Title IX of the For-
eign Assistance Acc¢ in 1967, which emphasized c_acern with "the
poorest of the pooi," and vith greater autonomy in the regional
bureaus, AID through its Technical Assistance Bureau entered
into a period of research and experimentation on PHYC~type pro-

grams. Since about 1975, a relatively uniform model for rural
health projects has been in place, consisting of an ipitial
health planning process, local worker training, support for

auxiliary services such as water supply and sanitation, and im-
provement of logistics and manacement. Flexibility in this ap-
proach has become limited by increased centralization, profes-
sionalism, and accountability within AID (Tendler, 1975). The
bulk of the agency's health assistance continues to go for pro-
ject activities, however, vwhich in many cases have eatered into
government policymaking in the health sector. Other bilateral
donors, 1including SIDA and NORAD, have also tended to focus

present quite limited.

(53) This is not to discount the usefulness of information fron
official sources. See, for example, USAID, 1978; Bourne,
1979; wHO, 1979.



their support on a limited number of specific projects.

Multilateral Assistance: WHO and its regional agencies have
had the longest continuous history of involvement in interna-
tional health activities, varying proportions of which have
becn oriented towards rural health services. Much of WHO's
support goes for technical advisory services and advanced pub-
lic health training of national personnel, which disperses the
agency's influence on initiatives such as PHC. From the 19%9's
onward, the major policy emphasis in WHO was on health plan-
ning. This approach progressed from relatively rigid models
(such as the PAHO/CENDES method in lLatin America) to the broad-
er mandate of Country Health Programaing. Under its qrowing
flexibility, WtJ0 began to move toward support of PHC activities
in some member countries. Since the mid-1970's, this support
has developed in a number of directions, including the interna-
tional Conference on PHC at Alma Ata in 1978, which strongly
encouraged government commitment to PHC. Other multilateral
agencies, including UNICEF and more recently UNFPA, have also
actively promoted the PHC approach to health services. In ad-
dition, the World Bank and various regional banks are beginning
to undertake programs for PHC, often jointly with other agen-
cies, although progress in this directiou has been slov.

Voluntary Agencies/NGOs: A wide range of voluntary and other
nongovernmental organizations have alsc contributed to the de-
velopment of PHC, working either indepeundently or with donor

agencies. Thase agencies have focused chiefly on specific pro-
jects in their health sector work; despite their small scale,
they have often becowne successful models for health care deliv-
ery in rural areas. The flexibility anc grass-roots orienta-
tion of these agencies, and their frequent internal commitment
to PHC-type approaches have in many cases been important ele-
ments in this effectiveness. However, mechanisms to capitalize
upon the limited scope of voluntary efforts are becoming in-
creasingly necessary.

It is apparent that differing agency histories and objec-
tives have led to a variety of distinct, but potentially mutu-
ally supportive, means of support for PHC policymaking. The
characteristics and strategies of these agencies make it likely
that their respective inputs will have varying significance and
usefulness in different countries. Referring the reader to the
references cited above for further detail, we may summarize:

40. As__long as _international_agencies _converde_in _their
promotion of PHC progqrams, their individual and collec-
tive contribution to the adoption _of PHC _should be_ po-
sitive.




Data on specific patterns of foreign assistance for PHC in
different countries are very limited, and it may in any event be
too early to make a reasonable determination in this area. As
noted earlier, and as described in the various country case stud-
ies that are available (for example, WHO, 1981), governments have
made su ~tantially differing uses of external support in their
routes Lo the adoption of PHC policies. It may be expected that
assistance funds are, correspondingly, allocated in varying ways
among countries. Several broad studies on the allocation of as-
sistance funds generally 1indicate that aid has heen distributed
with little clear reqularity, although there is an appareai ten-
dency to direct relatively greater aid to countries with moder-
ately high incomes and to those with large populations. (54) The
applicability of these aggregate studies to health care assis-
tance, and to support for PHC in particular, is not clear. While
health aid 1is allocated as a part of total development assis-
tance, we have seen that Aagency orientations toward health care
vary considerably, over time and among orgyanizatious. Some data
on levels of assistance for health activities is available, and a
useful if imprecise summary of health care support migat be as-
senbled from these sources. (55) Outlays specifically for PHC are
likely to be more difficult to determine. Information can be ob-
tained on the projects of individual agencies or for specific
programs; for example, Baumslag et al. (1978) shows USAID support
for integrated h=alth care projects. Assembly of a complete pic-
ture would be problematic, however, because the budget categories

(54) A numker of studies have been published which examine the
aggregate flow of assistance from different sources. Among
these, Loehr et al. (1976) found relatively couplex rela-
tionships between the distribution of aid from bilateral and

multilateral agencies, and country economic and political
variables; however, population size was found to be the best
single determinant of aid levels over time. Kaplan (1975)

also identified a central emphasis ou population size, sub-
ject to a number of possible intervening considerations, 1in
a study of U.S. assistance to Latin America. In a comore-
hensive study of foreign assistance from various sources,
Isenman (1975) observed a predcominant bias toward the high-
er-income pour countries, which he attributed to a several
factors: the use of "development" criteria, which assign a
low priority to income inequities, seek +tc maximize the
growth impact of aid, and base estimates of need on growth
targets, GNP, and absorptive capacity; and "political" fac-
tors, such as donor self-interest, and varying recipient ex-
pectations. Given the highly aggregated nature of all of
these analyses, their overall statistical inconclusiveness
is not surprising.

(55) See, for example, preliminary efforts by Cole-King (1979)
and Bourne (1979).



that are used often do not permit determination of specific types
of pro;ects, and it would be difficult to account for expendi-
tures in cross-cutting areas (such as health planning) that could
be allocated to PHC. It may still be simpler, and more accurate,
to collect assistance outlay figures from agency sources than
from country budgets, although for purposes of this project it
would be desirable to have aid budget data set out as a propor-
tion of total country health budgets. In all, these considera-
tions reflect the basic methodological problems in the financial
analysis of health programs, which are in need of substantial
further attention.

We may, however, make some preliainary generalizatins about
the distribution of PHC assistance according to government regiune
types. In his study of PHC poliﬂymakinq in Central America, Bos-
sert (1981) has found some variation in tne relative influence of
different external agencies. Referring to the categories intro-
duced earlier, it appears that bilateral support from USAID has
been targeted chiefly on "status quo" regimes, while multilateral
support in health care has been used most extensively by "refor-
mist" goveraments. The pattern of AID assistance going to such
countries as Guatemala and Somoza Nicaragua during the 1970's is
consistent with the overall allocation of U.S. support to conser-
vative and potentially unstable regimes in this region. This
pattern may also be seen as building on previous AID projects in
thse countries. There is little bilateral assistance for health
care from other sources in this regioa. In contrast, PAHO sup-
port tends to be more widely dispersed than bilateral aid. It is
partially due to the historically strong presence of PAHO that it
has continued as the major external actor for health in countries
such as Honduras. In the case of the more vreforumist regime of
Costa Rica, this factor is combined with the popular disfavor of
bilateral assistance to bring about a much greater reliance on
support trom PAHO. This has implied a greater systemic emphasis
on planning, rather than on individual projects, as the rode of
external influence on PHC in these latter «countries. Although
different agency and couatry circumstances will prevail in other
regions, it seems likely that similar patterns of assistance for
PHC will hold elsevhere. We hypothesize,

41. External assistance for PHC in conservative reqgimes is
likely to emphasize project-oriented bilateral AID sup-
port, while in other countries, _particularly under_re-
formist regimes, multilateral support will be favored.

The various types of external aid for PHC--includinc¢ project
development, budget support for project components, and technical
assistance for health planning and other activities--clearly in-
fluence country policymaking for PHc in a variety of ways. The
most ambitious of assistance approaches, namely, the WHO-coordi-



nated erfort to promote the formulation of PHC strategies in all
of its member countries and achieve "health for all by the year
2000," is far too recent an undertaking to permit a reasonable
assessment of results, although the scope of this effort raises
serious gquestions concerning feasibility. 3ased on our discus-
sion so far, it may be proposed that assistance for PHC will con-
tribute to policymaking in most countries to the extent that it
is provided within the framework of an overall strategy for redi-
recting the emphasis of national health services. The assistance
objectives of all external agencies justifiably exclude activi-
ties designed explicitly to change host country policies where
that change 1is not desired; yet there is a continuing need to
clarify understandirg of the intended and actual effects on the
PHC policy process. There are many areas where domors can pro-
vide necessary support for PHC, especially under improved aid
procedures and administrative strategies. At the same time, the
' .sks attending over-leveragye of donor resources have been widely
noted. Particularly in the area of recurrent program costs, ex-
ternal support runs the danger of overextending the financial
commitment of donors and host countries alike, and of skewing the
country's pattern of health service provision (Clinton, 1978:122;
Joseph and Russell, 1979; Golladay and Liese, 1980). One of the
options that has been suggested to prevent such leverage problens
is a shift of most assistance to the long-term support of nation-
al budgets, which would augment government capacity while shift-
ing budgetary responsibility to the country itself (Caiden and
Wildavsky, 1974:302). Another approach, which maintains greater
donor discretion, is to build regquirements for local cost financ-
ing and the phased assumption of program costs by governments
into assistance packages; this strategy is being increasingly
adopted by donors, although its effectiveness cannot yet be ue-
termined. In general,

42. External assistance will have qreater influence on the
adoption of PHC policies, the gqreater is donor agency
attention to policy strategyies designed to account for
the local assumption of program costs.

!} related aspect of the long-term significance of external

aid concerns the structure and mecha :' -3 of project control.
Planning and iamplementation problems we - experienced in many
early donor-supported PHC projects, a.  .:re was often a failure

to maintain continuity once the originui funding was terminated.
Donors have in recent years come to undertake projects in greater
collaboration with host government agencies, an approach that has
been credited for a number of successful project outccmes (e.g.,
Neumaan et al., 1978). Taylor (1979) further identifies this
mode as a "new collaborative style" in international health ac-
tivities; the formation and maintenance of linkages with host
country institutions and other improvements in project adminis-



trative procedures are central requirements if this approach is
to be effective. (56) A trend toward multiple-donor projects is
also in evidence, reinforcing the need for a coordinative role by
multilateral agencies in PHC efforts. Information is not readily
available on the extent of these shifts in program structure, but
it is likely that these would be reflected by changes in project
financing structures, on which data could be gathered, as dis-
cussed above. We may propose,

43. External support of PHC adoption will be more effec-
tive, the greater is_the deqree of donor collaboration
with host country agencies, and the broader are the in-
stitutional linkages_that are developed among external
and national actors.

In this section we have discussed a number of factors bearing
on the influence of foreign assistance on PHC policy. Due to the
limited and relatively nonempirical state of the literature in
this area, it is not possible to be more than tentative on most
issues in this area. We may suggest, aowever, that USAID: 1)
continue to stress and encourage other donors to support similar
efforts in PHC programs; 2) emphasize major contributions to ini-
tial funding of PHC, as well as flexible approaches to continuing
support; and 3) enhance efforts to make donor participation truly
collaborative and to institutionalize linkages, rather than im-
pose a rigidly defined PHC model.

(56) Cole-King (1979:14-18) describes a number of issues appro-
priate for donor attention in PHC, including project identi-
fication mechanisms, appraisal procedures, organizational
strategies, screening for health conditions, the time-phas-
ing of assistance, strategies to promote local cost financ-
ing, and the improved use of voluntary agency channels.
Other writers have suggested similar areas of focus.



III. THE ADMINISTRATION OF PHC PROGRAXAS

The second phase of the PHC policy process is that of program ad-
ministration, or "policy implementation," by the health ministry
or other responsible agency. Following the model of the policy
process, the activities in this phase are those concerned with
the development and management of PHC resources--financial, man-
pover, and knowledge. The principal elements of program adminis-
tration, as set out in this chapter, are:

1. The presence of administrative commitment to PHC objectives
and proyrans;

2. The degree of administrative capacity for the implementaticn
of PHC progranms;

3. Strategies and procedures for the recruitment and training
of PHC workers, who form the central resource for PHC;

4. The presencae of pilot activities for PHC, including proce-
dures for their evaluation;

5. Aspects of the decentralization of PHC programs, within the
overall MOH administrative structure; and

6. Aspects of the inteqration of PHC activities within the MOH,
and with other related agencies.

Each of these may be seen to have significan% impacts on the
form and outcomes of PHC programs, as they give shape to the PHC
strategies adopted by policymakers, and organize the actual pro-
vision of PHC services., The literature on PHC implementaticn, as
a part of the much larger literature on development program ad-
ministration, suggests that these factors may be critical in ac-
counting for the success or failure of PHC efforts. In this, we
may, as Cleaves (1976: 9) suggests, conceive of the health bu-
reaucracy as "divided in goals, resources, and skills, and haviag
a variable impact depending on its fields of activity and insti-

tutional coherence." Similarly, Altenstetter (1976: 10) ob-
serves, "institutional variables may explain why policies may or
may not work at cross-purposes when implemented." While our hy-

potheses in the six areas are not exhaustive, they attempt to
identify some of the most important of these influences for PHC
progranms.



The field of proygram administration is in many ways much bet-
ter defired than that of policy formulation, and it is far more
accessible to those who manage development programs and who have
described these activities. There is, then, a larger but more
consistent selection of literature in this area than in the pre-
vious one. The work on program management tends to be focused in
two related areas: on the operations of the health agency in
given countries, and on strategies for technical assistance by
external agencies to improve those operations. The scope and
significance of management activities iu PHC and other develop-~
ment programs has been defined in differ.at ways by various au-
thors. (1) There appears, however, to be broad agreement concern-
iny the major problems which are faced in PHC progrenm
administration in most developing couatries--e.g., deficienciex
in organizational structure; weaknesses in processes of planning,
programming, budgeting, and financial control; in information
gathering, evaluation, and supervision; lack of trained nanpower
in management; and attitudes and behavior inconsistent with pro-
gram goals. The development of PHC services is further compli-
cated by its mission of extending health ministry services to
outlying geographic areas, an undertaking which magnifies each of
these difficulties. (2)

In a recent comprehensive review of the literature on progran
implementation in developing countries, Ingle {1979) described
the strengths and weaknesses of different perspectives, emphasiz-
ing the need for greater recognition of the implications of these
various models, particularly to those of the "program life-cycle"
approach. In view of its breadth and usefulness, the outline of

(1) In many cases "administraticn" and "mauagement" are defined
to cover activities that we include in the area of "service
provision", which is discussed in the following chapter.

(2) Rizzo and Davidson (1980) offer a useful overview of relevant
issues. Similar categories have been identified for the ad-
ministration of family planning programs as well (Cl.nton and
Godwin, 1979: 35-99) . These latter authors do correctly
point out th2 absence of any overarching theory of program
administration, which relates specific activities to progranm
outcomes (p. 95). The literature on PHC administration is
indeed broag, and only a sampling of it can be discussed
here. Among the more comprehensive works, Golladay and Liese
(1980) outline central issues in PHC implementation. Smith
(1978) <chifly addresses manpover concerns, considering the
training, deployment, supervision, and logistical support of
health care personnel. Emrey (1979) divides the management
field into areas cf materials and facilities, financing, pa-
tron-client and community relations, and program organiza-
tion. O'Connor (1979) describes the management of rural
health services in a detailed case study of Afghanistan.
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Ingle's revievw may be brirf".y summarized. The major approaches
to "general administra* _un" focus on: 1) institution_building,
which emphasizes development of the canacity and effectiveness of
new organizations, which is currently reflected in the IRD liter-
ature; 2) administrative reform, emphasizing organizational res-
tructuring, through such means as decentralization and integra-
tion; and 3) local management, which focuses on managerial
technologies that are more appropriate to the needs of developing

countries than are conventional Western models. Three distinct
approaches to "prcje.t administration" focus on: 1) uncertain-

ties_and latitudes in the environment and the organization, which
condition implementation and call for assessment and evaluation;
2) taryet population involvement, which emphasizes the inherent
requirements for beneficiary participation in project strategies;
and 3) the_implementation cycle, which dravws attention to changes
in management functions over the course of a project, and empha-
sizes tne need for flexibility, monitoring and feedback, and the
reward of implementors in project operatioas. Each of these ap-
proaches has clear applicability to PHC, and they are incorporat-
ed in daifferent ways in the analyses in this and the following
chapter.

In contrast to the previous chapter's emphiasis on measures of
policy adoption as the dependent variables, in this chapter and
the next we are concerned with those factors which are likely to
be related to a new set of dependent variables: indicators of
successful policy implementation. While an ultimate test of suc-
cessful implementation would be the actual demonstration of suc-
cessful impact on health levels, we have seen above that no clear
evidence yet shows that PHC programs on a national scale do in
fact change target population health status. Our concern here
will be to determine vwhether the set of activities associated
with the PAC model are carried out by the governmental adminis-
trative institutions in a smoothly running manner. The underly-
ing assumption is that only a smoothly running program is likely
to have even potential impacts on health status.

The elements discussed in this chapter--adminstrative commit-
ment, administrative capacity, recruitment and training, pilot
activities, and the decentralization and integration of adminis-
trative structure--are viewed as contributing to ‘effective ad-
ministration" of PHC. This output is to be measured by three
types of indicators:

1. Increases in the generation of PHC resources, including the
nunber and change in the number of:

A Health vorkers trained;
b. Health posts or clinics placed; and

C. Latrines and water supply improvements placed.



2. Rates of expenditure of the PHC budget, including:

A The percent of the approved PHC budget expended during
the year, overall and within program areas; and

b. Increases in PHC budget expenditure rates.

3. In addition, the results of nrogram administration will play
a part in the achievement of output goals in the phase of
"service delivery"--including:

de The presence of community support for PHC operations;

b. Inmprovements in the accessibility of PHC services to
the target population; and

Ce Inproving patterns of service utilization.

The expected relationships between each of the six adminis-
trative and the overall outputs, as set out in the hypotheses,
are likely to vary in their influence on one or more of the spe-
cific output measures. Due to the interconnectedness of the are-
as, however, and to the lack of specificity in the iamplementation
literature, these relationships are often not precise. Our fo-
cus, therefore, will be on the contribution of individual admin-
istrative factors to all of these outcome variables.

Collection of data remains a continuing problem in adainis-
trative analysis, and currently available sources offer only a
weak basis for testing the hypotheses that are proposed here. As
is suggested in later chapters, both general procedures for ob-
taining information on PHC administration such as through regular
evaluation formats, and specific studies of individual PHC pro-
grams, Wwill be required for this purpose. One promising source
of some necussary data is the effort underway by the AUPHA to di-
agnose administrative problems within a technical assistance
framework. (AUPHA, 1979). This project is designed to collect
data on cperational practices and performance in a number of sep-
arate managerial areas (e.g., materials and facilities, human re-
sources, etc.) through "self-assessment" exercises. The design,
collection, and analysis of the data is determined by local
needs, but can be expected to cover a large proportion of the de-
pendent and independent variables which are discussed hera. Re-
sults could usefully be supplemented by the inclusion of budget
variables and integration with other country data, along with a
focusing of attention on predicted relationships within and among
the areas of study. This type of project, and others conducted
by donor agencies and national governments, represeat basic re-
sources for administrative research.



We now turn to the examination of specific areas of program
admpinistration, beyinning with administrative commitment to PHC.

A. Administrative Commitment

Our review of the policy formulation literature indicated that
the support of health ministry decisionmakers is a critical fac-
tor in the adoption of policies for PHC. Similarly, materials on
development administration suggest that support by the bureaucra-
cy at all levels is a major determinant of the effectiveness of
public programs, pavticularly of those such as PHC which may be
resisted by important elements of the national population. As in
the earlier c&se, the general concept of "administrative will" is
not demnnstrably useful for analysis in this area. However,
there are several aspects of the support of health program imple-
mentors which have a clear relation to program success. First,
in both the central government and the health bureaucracy, '"po-
litical" decisions affecting the flow of resources to PHC also
influence the effectiveness of PHC implementation, both on a
day-to-day basis and over the longer term (Altenstetter, 1976).
Even when backed by "good intentions" and technical capability,
PHC programs may be ineffective due to lack of leadership as well
as active opposition from other parts of the health system (see
Banerji, 1976). In a study of family planniang program implemen-
tation, Simmons et al. (1975:575) observed, "In the absence of
organizational leadership and commitment, management skills may
be largely irrelevant to the work of operating agencies."

The most basic and perhaps most transparent aspect of admin-
istrative commitment has to do with the significance attached to
PHC by health ministry decisionmakers. The perception of signif-
icance 1is likely to be related to the broader importance assigned
to PHC by national policymakers (includiung the Minister of Health
and others with responsibilities for both formulation and imple-
mentation). A higher priority implies a greater level of availa-
ble resources for PHC, as well as greater support of prugram ef-
forts within the agency. As an outcome of bureaucratic politics,
high-~level priorities may soon be shared at other relevant points
in the rinistrv. Top-ievel priorities may also overcome lower-
level bottlenecks. Thus, Sussman (1979) concludes that the goals
of any program must be relevant to the top bureaucratic leader-
ship for it to be successful. This point is made, either explic-
itly or imp._citly, 1in the great majority of studies of PHC im-
plementation. Such support chara~teristically takes the form of
active leadership in PHC by particular individuals (Bossert,
1981a); it is then often reflected in agency directives or other
circulated documents. In the absence of personalized leadership,
activism at lower levels of the bureaucracy may be able to influ-
ence higher-level attitudes, but the 1low visibility or salience
of PHC is likely to limit the effectiveness of this approach
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(Cleaves, 1979:300-302). As a result of these factors and the
normal course of public policy, the top-level significance at-
tached to PHC tends to vary over time, and attention must be giv-
en t> the impacts of this variation on the implementation pro-
cess. Overall,

44, The _greater is the sustained ccmmitment at the top ad-
ministrative levels to PHC goals, the more effective
vill be PHC implementation.

Related to this issue is the stability of the top administra-
tive cadre. Rapid rotation of top-level bureaucrats plagues ad-
ministrative effectiveness in all development programs (see, for
example, Esman and Montgomery, 1980) . Turnover is especially
devastating when leaders committed to new programs are replaced
by others who wish to be identified with their own new programs.
One of the costs of implementing a program identified strongly
with one individual is the potential dismantling of that program
when the individual is replaced (Bossert, 11979). Thus we might
hypothesize:

45. The more secure tne “enure of top—level adrinistrators
who_are committed to PHC, the more _effective will be
PHC implementation.

The commitment to PHC cannot reside only at the top adminis-
trative levels, but must also spread throughout the implementing
agency. concerted and organizationdlly coherent to have its
greatest impact on program outcones. HcClintock (1979), for ex-
ample, finds that agreement upon program goals is critical to ef-
fective implementation, 1in virtually all areas. Habicht (1981)
stresses the importance of compatible objectives among all actors
in PHC prograams. Similarly, Janovsky (1979) «cites the need for
cooperation and commitment of PHC implementors at the periphery
of the health system as well as at the center. A recent review
of family planning programs concluded that concertedness--'"the
feeling that something can be done"--nust be present for effec-
tive implementation; in the absence of this shared feeling, pro-
grams either do not run smoothly or they are disorganized, lead-
ing in each case to stagnation in the effort (Clintca and Godwin,
1979:97). Disorganized programs, in which there is a fragmenta-
tion of power or a multiplicity of operative goals, are also open
to a greater play of "bureaucratic politics'"--the exchange of re-
sources among institutions and clients--which significantly im-
pedes the implementation of original program objectives. Bossert
(1981) found that Costa Rica's Ministry of Health became nmore
consistently comanitted to PHC program goals and activities when
responsibility for public hospital care was transferred froam the
Ministry to the Social Security Agency.  Without these competing



curat:ively-oriented responsibilities, the HMinistry could becone
united behind PHC goals. Thus, we may expect to find a close re-
lationship between the degree of consistency in program goals,
the unity of organizational structure, and PHC effectiveness.
Overall, '

46, The_more consistent are the goals cof PHC implementors,
the greater will be the commitment of all levels of the
administration to the same goals_and the more effective
will be PHC implementation.

A related aspect of administrative commitment to PHC concerns
the underlyin. interests of those health agency perionnel respon-
sible for PHC activities. As described in Chapter II, ncvenent
of the health care systewm in the direction of PHC is frequently
opposed by decisionmakers who maintain "Western" medical values,
particularly througna the presence of physicians in hkigh-level
posts in the Ministry of Health (Ugalde, 1979). Even where a PHC
policy has been adopted, physician values may seriously impede
efforts at implementation; this may take the form of passive or
active resistance to the PHC progran. Regardless, 1in fact, of
the expressed support of top ministry decisicnmakers for PHC,
such resistance is often observed at lower levels in the health
agency. Jn just one of many examplec, the augmented rural health
programs of the Janata government in India were seen to "e weak-
ened by continued objections from the medical profession, regis-

tered throughout the health system (Agarwal, 1979). In this
case, mnuch of the opposition was offered by physicians unwilling
to work in rural areas. To the extent that the medical profes-

sion dominates implementation as well as decisionmaking roles in
PHC programs, it may be expected that on balance, a lack of sup-
port by these actors will limit program effectiveness. It is
generally suggested that other professisnels--nurses, social
workers, health administrators, and planners, as well as physi-
cians who are trained in a public heaith specialtv--~are more
likely to promote PHC goals and activities. It is hypothesized,

47. The _yreater_is the proportion of mnon-physicians_with
decisionmaking _and implementing respoansibilities for
PHC, the morte_effective will be PHC implementation.

Finally, leadership commitment to the goals of PHC may only
provide part of the tnp-level support necessary for effecient im-
plementation of prograns. Clinton and Godwin (1979:85), for ex-
anple, wuote "a lack of empirical evidence that political commit-
ment in itself iLeads to greater administrative capacity or better
cerformance.” a second issue may be a concurrent commitment to
administrative reforas, wuich are necessary to inteqrate PHC ac-
tivities into the existing administrative structures, and to



overcome administra*ive bottlenecks in logistics, procurement and
supply, recruitment, etc. In the next section we will be dis-
cussing the kinds of administrative refurms that are 1likely to
produce more efficient inplementation; here it is important to
suggest the significance of leadership commitment to these re-
forms. (3)

48. Implementation of PHC will be_ more effective, the
gqreater is the commitment of top-level health agency
staff to administrative efficiency and necessary admin-
istrative reformns.

To summarize: It appears that commitment both to PHC goals
and to facilitation of administrative reforms should be evident
at the top administrative levels and throughout the responsibible
implementing agency for PHC programs to be effectively carried
out. This commitment is most probable under the following condi-
tions: {1) when individuals or teams of top-level administrators
who ale already convinced of the utility of PHC goals are in sta-
tle leadership positions in the implementing agency; (2) when
non-physician professionals occupy important decisionamaking posts
in the implementing agency; and (3) vhen competing activities
such as curative hospital care are separated from those adminis-
trators responsible for PHC implementation. Policy implications
for NSAID are to promote these conditions when they are not al-
ready present, and to take advantage of them where they do exist.
PHC grants and 1lcans should be negotiated which 1include a focus
on stable levels of the health ministry, and which include provi-
sions for involvement of non-physician professionals in the im-
plementation of PHC components. Finally, without seeking strict-
ly vertical administrative structures, AlD should encourage the
distancing of hospital responsibilities from those for PHC activ-
ities.

B. Administrative Capacity

As described in Chapter II, the capacity of the health agency is
in general a central determinant of the success of PHC policymak-
ing. 1Issues in this area concern the overall level of skills and
infrastructure within the health agency; PHC eftorts are affected
as only one program of many. However, because of the strong de-
mands placed by PHC on management capabilities, 1in the extension
of health services to new populations and new geographlc areas,
PHC may in fact receive a particularly high proportion of the

(3) Paul (1980), Montgomery (1979), and Cleaves (1980), among
others, argue that development administration in general re-
gquires such 1leadership commitment, regardless of specific
program goals.



marginal benefits from administrative improvement.

There has been a strong and continuing emphasis in technical
assistauce strategies and in the PHC literature on improving man-
agement practices in developing countries. Both AID and WHO, for
example, have over the past decade conducted extensive efforts
directed at the institutionalization of modern management techni-
ques in the health sector, most of which are useful to PHC. (4) We
should exercise appropriate caution inthe adoption of these tech-
niques since, as both Clinton and Godwin (1979) and Rizzo and Da-
vidson (1980) point out, the current knowledge base does not pro-
vide adequate understanding of the relationship between
administrative capacity and program effectiveness. Nevertheless,
there are good reasons to expect that better mapagement will en-
hance program effectiveness. The introduction of new prograns
such as PHC implies the acquisition of new skills, and where ad-
ministrative capability is weak, this capacity umust be developed
berore program activities are initiated (O'Connor, 1980). Man-
agerent control procedures are integral to all of the other
aspects of program administration, and they may be considered
prerequisites to successful policy implementation. Pinally, even
though causal patterns may not be evident, field experience does
tend to suggest that the adoption of management *echniques and
other innovations has contributed positively to Basic Needs pro-
gram outcomes.

Our hypotheses in this section concern the probable impacts
of various skills and techniques in planniug, operations, budget-
ing, and evaluation on PHC results. Specific as well as general
indicators in each of these areas of administrative capacity are
identified. Analysis of these points requires relatively de-
tailed information, which must usually be obtained through coun-
try-level surveys or evaluation studies. Several data collection
formats are offered in the literature, which are likely to be
useful for this purpose. (5)

(4) The work of AID 1in this area has formed a part of the agen-
cy's overall management assistance for development programs,
including many specific projects in bhealth. The recent focus
of these targeted undertakings has been on PHC (USAID, 1978).
WHO carries out a broad program of technical missions in tae
management area, and a number of its putlications have ad-
dressed this subject. Among these, a maior monograph by Ba-
inbridge and Sapirie (1974) describes in detail common man-
agement problens, modern management techniques, and their
relation to the organization of health serv..ces.

(5) See, for example, Enrey (1979) and the comprehensive listing
cf mpanagement indicators contained 1in Austin (1979:276).
Questions may also be readily adapted from other sources cit-
ed in this section, 1including the AID paper by Bloonm et al.
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The first factor to be considered is the extent of planning
and management skills found within the health agency, particular-
ly among intermediate-level personnel. Regardless of their ap-
plication, “the presence of such skills constitutes an essential
building-block of all health prograams, and a necessary resource
for the institutionalization of PHC strategies. The importance
of operational skills and experience has been emphasized in the
literature on development program management.(6) Although these
skills and experience are perhaps implicit in any discussion of
administrative capacity, treatments are not always clear. Clin-
ton and Godwin (1979:95) stress the injunction to "not institu-
tjonalize 1incompetence," yet ccmpetence has both general and
task-specific dimensions. The critical aspect of usefulness for
PHC is the extent to waich techniques such as planning have been
successfully merged into the ongoing operations of the health
ajency. Thus, basic measuires of planning and managemant skills
include the number of years :hat planning has been conducted; the
training of agency staff in health planning skills; the manage-
ment training of mid-level administirators; and, following an ear-
lier point, the proportion of non-physician administrative spe-
cialists in key positions. Cverall,

49. The_greater the level of planning and management skills
in_the health aqgency, _the greater is_the likelihood of
successful implementation of PHC programs.

A second element of administrative capacity has to do with
the institutional norms anl! management practice relevant to PHC
implementors. #any of the protlems of morale and performance en-
countered in development programs have been attributed to cultur-
al patterns and bureaucratic structures which discourage the most
effective accomplishment of program objectives. The extension of
top-level support for PRC throughout the health system 1is fre-
quently impeded by factors not explicitly taken into account in
planning, and as a consequence, decisions may simply not be car-
ried out at the periphery. - Ugalde (1979) cites a "vicious cir-
cle" of cultural effects, in which prevalent attitudes promoting
personalistic management norms lead to centralization cof authori-
ty and less delegation of program functions to lower levels of
the health system; he finds that intercountry differences in this
regard may be causally related to program failures. The intro-
duction of paraprofessional roles into rural health prograams is

(1981). In all, there appear to be substantial opportunities
for productive research or administrative capacity in PHC.

(6) See, for example, Korten (1977a) and Crosby and Lindenberg
(1979). Most of this writing has grown out of work in the
field of population and family planning, through regional or
country-level management institutes.
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often resisted by staff, and managers are frequently reluctant to
shift from traditional hierarchies into "health tean'" patterns.
One strategy suggested by many writers 1is the development of al-
ternative mechanisms for personnel compensation, which reward

managers for effective performance rather than for '"business as
usual" (e.g., Cleaves, 1979:296). Incentive systems targeted on
important activities, particularly those in which implementors

must be responsive to target populations, are a necessary step 1in
changing behavior patterns and improving morale (Esman and Hont-
gomery, 1980:207). Examples here are the establishment of promo-
tion criteria based on managers' effectiveness in expanding pro-
gram coverage and utilization, and the basing of hiring decisions
explicitly on merit and education. Cultural norms are likely *o
remain inconsistent with PHC goals 1in many countries, bat the
publicized adoption of even minimal changes such as these may be
expected to yield significant administrative improvement.

50. <The_greater is_the _use of "modern" management practices
such as performance-oriented incentive systems and mer-
it-tased personnel decisionmaking, the more successful
will be the implementation of PHC.

The application of specific management control techniques in
PHC has been identified as another importani!: means of improving
administrative capacity. These techniques are hasically refine-
ments of the conventional functions of planning, budgeting, moni-
toring, etc., but which are designed to counter the rost serious
deficiencies observed in this area. Their underlying principle
is the integration of the commonly fragmented activities of man-
agement control. At the beginning of any such integrated system
lies the process of operatioral or tactical planning. Tactical
planning is distinguished from the b_cader ‘"strategic" planniag
that is a part of policy formulation, in that it is oriented to
resources and contingencies in program operations. As set out by
Smith et al. (1980:42), "Operational planning takes . the final
strategic choice and specifies (1) what will be done, when, and
by whonm; (2) what resources will be required; and (3) what con-
trol systems will be used--to track results and progress, to mon-
itor efficient use of resources, and to wmonitor unanticipated
consequences." (7) Considering tactical planning 1in the health

(7) This distinction was first made in the business management
literature; for an early discussion, see Chandler (1962:11).
It applicatin to development program administration 1is de-
scribed by Paul (1980). A wide range of planrning activities
are normally carried out in all agencies, but they are often
inadequate to meet program needs. Among the objections that
have been raised are a lack of flexibility, lack of attention
to budget considerations, and inattention to ways of facili-
tating implementation (Uphoff, 1980:34-35; Caiden and Wildav-
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sector, lLitsios (1971:80-81) stresses the need for explicit defi-
nition of programs in terms of their operational requirements.
Mburu (1978) finds much of the '"yap between rhetoric and imple-
mentation" to he due to the failure of planners to consider spe-=
cific issues of resource availability and program access and ac-
ceptabil®ty. Yyoting that progran costs are frequently
underestimated, he suggests that plans coantain options for vari-
ous resource levels, to provide "escape routes"™ in implementa-
tion. Emphasis has been placed by these authors on the linkage
between planning and budgeting, particularly through the adoption
of program tudgets which detail expenditures according to progranm
functions (e.g., Caiden and Wildavsky, 1974.163) « This concern
is also reflected in the report of the JCHP study of PHC (WHO,
1981:35), which recommends greater use of financial data and
analysis, including the publication of backup figures, for budg-

eting and monitoring purposes. Possible measures in this area
are (1) the scope and detail of operational plans within the
health agency: (2) the presence oL an annual progran budget for

PHC; and (3) the conduct of a yearly PHC programming exercise for
budget revision.

51. The greater is_the use_of tactical planning methods_and
program budgeting for PHC, and the more these are_inte-
grated into _agency management _Pprocesses, the more ef-
fective will be PHC implementation.

Central to all management control functions is the management
information system, or MIS, which identifies, collects, and pro-
cesses data on program progresse. The need for a comprehensive,
simple, and operating MIS has been extensively treated in the gde-
velopment administration literature (e.g., Esman and Montgomery,
1980:222). Por PHC, Habicht (1981:460) sees the collection and
use of information on all measureable program objectives as nec-
essary for effective operations. In particular, budgetary con-
trol may be improved through the monitoring of expenditure flows
and the determination of implementation races for prograu areas
or a frequent basis (Snmodgrass, 1979:16]. Examples may be found
of effective MIS utilization in PHC, but these systems are often
not used, especially at the national level. (8) The JCHP study

sky, 1974:298).

(8) For example, Murthy and Satia (1977) describe the introduc-
tion of a performance-orienced MIS for rural health services
at the state level in India, which was first used for re-
search and then adapted for supervision and financial con-
trol. The bulk of evidence indicates, however, that there is
a general absence cof effective information systens in PHC,
even at the project level (see APHA, 1977:51 arnd discussion
below.)
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(WHO, 1981:28) reports on the use of indicators for monitoring of
service provision and budgeting, and recommends their expansion
to cover social, economic, and political factors as well as ac-
tivities in reiated sectors.

Other literature suggests, however, that specific task orien-
tation is a more important consideration than breadth in ¥IS de-
sign. The first requirements are to determine the ninimum amount
of data that are necessary, and to ensure that the information
collected is accurate (Ugalde, 1979:15; Caiden and Wildavsky,
1974:298) . Development of a practical #IS is difficult, and
there are many reasons that management may fail to get the infor-
mation it needs, or fail to make use of information to which it
has access. Deboeck and Kinsey (1980:16-17) identified a number
of reasons for the failure to obtain needed information, includ-
ing: management is not involved in the design of the MIS, or is
incapable of specifying its needs; project designers do not spec-
ify the role of the MIS; data received 1s not fully interpreted
by staff; and, the MIS is underfinanced. Reasons for possille
failure to use information include: management has limited ab-
sorptive capacity; the relevance of information is not appreciat-
ed; it is inconclusive or of uncertain reliability; necessary de-
cisions are outside of the control of management; and informaion
is counter to management's preconceptions. A combination of
these factors is likely to be operative 1in any given setting.
The actions necessary to construct an MIS thus extend beyond
technical concerns, aad the evolution of a functioning MIS may be
slow. Relevant indicators for PHC in this area irclude: (1} the
presence of an MIS in the health agency, reaching to the service
level; (2) collection of reliable data on PHC activities; and (3)
actual use of the information in PHC decisionmaking. In hypothe-
sis form:

52. The more developed 1s the health aqgency MIS and the
more_it _is utilized in__decisionmaking at _all levels,
the more effective PHC implementation will b2.

The final aspect of management control to be ccnsidered is
the PHC evaluation systemn. Evaluation serves several distinct
purposes, more than one of which is usually present: (1) verifi-
cation that program outcomes correspond to original goals; (2)
control and accountability within the bureaucracy; (3) testing of
research hypotheses; and (4) satisfaction of lending agency re-
quirements (Ugalde ard Emrey, 1978) . The term "evaluation™ can
refer to a number of different types of amalysis, to suit these
purposes. A feature common to most designs is the relation of
program costs to outputs or outcomes, for the assessment of
cost-effectiveness (see Litsios, 1976). The evaluation function
may be oryganized in different ways; it way be directly ircorpo-
rated into the agency's administrative system, or it may be con-
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ducted as a special project by the government or by external
organizations. In either case, problems often arise because:
(1) purposes for evaluation may difrer amoay designers and users;
(2) means of collecting, transmitting, and presenting data are
often inadequate for the analysis of program impacts; (3) person-
nel with the necessary combination of skill and 1influence fre-
quently do not participate in evaluations; and (4) constraints
are often imposed on the evaluation process by policymakers and
the bureaucracy. These difficulties can lead in practice to a
separation of evaluation from decisionmaking; evaluations may he
incomplete; or they may simply not be performed (Ugalde and Em-—
rey, 1979:309-10). The improvement of evaluation requires, at
minimum, high-level attention to the evaluation process, and to
the needs for better evaluation; support by line administrators;
and greater emphasis by evaluators on administrative aal policy
concerns. These factors highlight the need, noted Ly miny writ-
ers, for a close linkage of evaluation to the agency HMIS5. Work
on local project management stresses that evaluation must be
built into prograas, as the basis for a dynamic "learning pro-
cess."(9) There is currently a trend towards the formation of in-
tegrated "monitoring and evaluation units," to carry out a full
range of management control functions for the agency. {10)

Evaluation in most ongoing PHC projects appears to be limit-
ed. A 1977 sucrvey of low-cost health projects found strikingly
limited evaluation capabilities in most settings. (1)  The zajor

(9) See, among others, Korten (1977a) and Smith =2t al.
(1980:42-44). The "learning process' literature focuses
chiefly on particular development projects, rafner than on
system-wide progranms, but the principle of organizational

learning and many of its implications are highly relevant to
other organizational forms as well.

(10) (Deboeck and Kinsey, 1980:40). The evaluation function re-
tains its identity in this arrangement; recent strategies
"amphasize a two-tiered model in which a centrally located
evaluation unit links a network of decentralized, project-
based monitoring and evaluation units" (p. u3). The report
goes on to discuss organizational, staffing, training, and
cost aspects of this model.

(11) About 40% of the projects included some evaluation activi-
ties. However, "Evaluative practices appear particularly
weak and lack sufficient data and data handling procedures.
only a handful of projects have formal evaluation components
and could be expected to be able to measure the specific
outcomes and costs of their efforts. A majority of the pro-
jects gathering evaluation information report they ara not
able to.use the data to increase progress toward goals or to
improve project management, planning, and budgeting™ (APHA,
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PHC projects supported by USAID have data collection components,
but, while useful summary studies on these have been prepared
(e«g., Baumslag et al., 1978), not all have been subject to de-
tailed evaluation. AID continues to have a strong interest in
evaluation, and efforts are underway to expand these activities
in the health sector (Shumavon, 1978; Bloom et al., 1981). The
contribution of evaluation to PHC effectiveness is contingent
upon the necessary commitment and rrocedures for bringing resuilts
into policymaking and administrativa; however, dJreater institu-
tionalization of evaluaticn functions may in itself be expected

to promote such wutilizatiIon. Indicators in this area include:
(1) the presence of an evaluation capacity within the health
agency; (2) linkages between the evaluation process and the

broader MIS; (3) completed evaluations of PHC projects or pro-
grars, including studies by external agencies; (4) procedures for
the use of evaluation results in decisionmaking; and (5) evidence
of the application of evaluation results. Overall,

53. The better developed is the health _agency's system of
program evaluation, the greater is the freuency of its
use, and the longer it has bheen in operation, the more
likely it is that PIC will be effectively implemented.

To summarize: Fanagerial skills, tactical planning and budg-
eting, management information systems, and program evaluation
each appear to contribute to improving the effectiveness of FHC
policy implementation. However, while the literature on these
alministrative factors seems to display a remarkable coisensus (a
consensus which is lacking for many of the other sections and hy-
potheses), it does not substantially help us to determine the
rrlative costs and benefits of efforts to improve adainistrative
capaciviy. Research into this area should therefore be designed
to assess the contributions and costs of activities intended to
expand such capabilities. How much effort USAID places on im-
proving country administrative capacity for PHC should rest on
evaluation of these factors relative to efforts in other areas
which are discussed here, such as health planning, recruitment
and training, and pilot projects, etc.

C. Recruitment and Training

One of the key feutures of PHC is its extensive use of parapro-
fessional workers, and the development and management of human
resources is therefore a crucial element of program effective-
ness. In this aspect, PHC shares concerns with other Basic Needs
progyrams, which focus on the provision of services to populatiorns
little served by yovernment bureaucracies and employ

1977:1iv, 52).
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nonprofessional Wworkers for this purpose. Central issues in re-
cruitrent and training of statf for these programs have been dis-
cussed extensively in the development administration literature,
as well as in specific materials on PHC.

A variety of paraprofessional roles and designations are
found among the PHC programs of different countries. de focus
here chiefly ou the auxiliary or village health worker (VHW), vho
provides PHC services at the commonity level and is seen as "the
pivotal and most important point™ of large PHC systems, (12) The
activities of VHWs may be separated into at least four catego-
ries: (1) provision of specific services; (2) screening and rce-
ferral; (3) assistance and supgort of health prograams; and (4)
health promotion (Colle et al., i980:11). Other VIW activities—-
-~educaticn, community organization, zcquisition of goods and ser-

vices, and demonstration and testing of inrovations-- have also
been identifiedi, but may be seen as falling within the aforemen-
tioned categories. Wworkers nsually perform some combination of

these functions in a given PHC setting. (13) Health agencies thus
face the task of developing with a broad selection of skills to
serve at the periphery of the bhealth system. In addition, the
functions of paraprofessionals must he integrated into all of the
operations of PHC; this incorporation of new workers is perhaps
the greatest practical challenge for PHC administration, and its
implications have not yet been fully explored in the literature
(see especially Smith (1979).

Broader perspectives on manpower questions are offered in the
fields of medical sociology and anthropology. The concern of
medical sociology with occupational roles in health care address=
es the relationships amnong different provider qgroups, and between
providers and beneficiaries: however, little of the work in this
area has been on PHC programs, or on the developing world in gen-
eral. (14) Medical anthropology with its continuing emphasis on

- -— —

(12) (Baumslag et al., 1978, I:4-5). Along with this study, Col-
le et al. (1980), Esman et al. (1980) , Smith (1979), O0'Con-
nor (1980), and WHO (1976) are among the most comprehensive
and useful references on paraprofessional workers in PHC.
Esman et al. (1980:140) contains a substantial bibliography
on this subject.

(13) (Esman et al., 1980:8-11). Specific functions carried out
by health workers in different projects and country progranms
are presented in APHA (1977), Baumslag et al. (1978), and
other sources.

f14) Most of th2 comparative research on health care roles has
examined experience in the industrialized countries, princi-
pally the U.S. and Gredt Britain. Nevertheless, the sociol-
ogical perspective is potentially relevant to PHC, emnphasiz-
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health care functions in relation to culture, and in particular
on the cultural conditions surrounding traditiornal medical prac-
tice, has made greater contributions to PHC research 1issues.
Many of the points raised in this literature are relevant to the
study of paraprofessional PHC workers in '"non-modern'" settings.
A number of the generalizations found in the development adminis-
tration literature have been drawn from anth:opological research.

At a practical level, health ministries are faced with the

question of how to recruit, train, and supervise the new PHC
wvorkers. The difficulties that are presented in these areas vary
considerably from country to country. A major factor 1in this

variation is the existing level of human resource skill develop-
ment. For our purposes the level of education of the rural popu-
lation will be considered a background variable conditioning the
admirnistrative r2guirements in training and recruitment. Beyond
this, our hypotheses 1in this section cover five aspects of the
recruitment and trairing process: recruitment strategies, the
personnel system, training procedures, medical education, and
management training. (Some issues raised 1in several of these
areas will also be discussed 1in connection with service delivery
by PHC workers, in the following chapter.) The most direct out-
put indicator for this set of hypotheses is the nunmber, and
changes in the number, of workers trained; ultimately, of course,
ve are concerned with the contribution of these workers to the
functioning of the PHC system, involving all facets of implemen-
tation.

fiechanisms for recruitment are central to determining the
characteristics of PHC workers, and the quality of workers in re-
lation to program objectives. Workers may enter into PHC pro-
grams thouqgh a variety of channels whose use is conditioned both
by the availability of different types of manpower and by the de-
sign of the services. Recruitment procedures must be established
so as to best meet the requirements of PHC according to its defi-
nition in each country. 1In some cases it will be possible to use
current health agency manpower, either from existing rural health
services (such as malaria control) or through transfer from other
units. These workers will be well suited for many PHC functions,
and their prior training may ease the transition into the

ing as it does the social nature of transactions among
health system actors. Medical sociology has been predomi-~
nantly structural/functionalist in orientation, although
Davies (1979:515) and others have taken a more critical ap-
prcach to "the nature of health care work and the dynamic of
the division of labor within it." She notes that, '"as yet,
there are few efforts to develop theoretically in this area,
and methodology 1is 10 substitute for theory." 1In the PHC
literature, the work of David Werner (1980) falls close to
this perspective; see also Johnson (1975).
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program; a greater availability of such manpower is likely to be
beneficial to the PHC effort.

A second source of PHC workers, which 1is pursued in many
countries, is that of traditional or indigenous practitioners who
may presently be operating outside of the formal health care sys-
tem. Denny (1975) cites a wide range of cases in which different
types of traditional healers proved willing to adopt new methods
and be incorporated into governuent programs. This avenue will
be most effective where traditional healers rere already a prin-
cipal source of care for the target population, where medicine is
strongly based on traditional beliefs (Taylor, 1976). In addi-
tion, where =specific functions are performed under traditional
roles, such as those of the midwife, indigenous workers can read-
ily enter into the PHC program (e€.g., 0f'Connor, 1980:71-87).
There may be limitations on the potential for this route, how-
ever, especially with the uncertainty of prospects for the con-
tinued supply of these workers. (15)

Finally, it generally appears that most PHC workers should be
recruited directly from target commuanities, J4here they are ex-
pected to return to practice. As 1is discussed in the following
chapter, conmunities should be involved in the selection of work-
ers, and steps must be taken to ensure that the background of po-
tential workers is appropriate to program needs. However, there
is some evidence that middle-level paid health workers should not
come from the specific villages in which they are to practice.
Often these workers do not gain the respect from their neighbors
that thevy can obtain from villagers who did not previously know
them. ’Yor these workers, however, it still appears necessary
that they have rural origins. Distortion of the PHC program may
also be to the selection of unrepresentative or overeducated in-
dividuals; problems arising from the recruitment of unemployed,
middle-class graduates were observed in the early stages of the
rural health program in India (Banerji, 1973) . In view of the
range of possible recruitment chanuels and the options available
within these, it may be proposed that,

54. The qreater the extent to which recruitment channels
account for existing health workers, traditional pro-
viders and rural origins, the more effective will be
PHC implementation.

(15) Dunlop (1975) suggests that many governments will chose to
maintain only informal linkages with the traditional health
sector. Others conclude that the number of indigenous work-
ers will decline over time, through gradual merger with mod-
ern medicine and PHC or through a decline in their own re-
cruitment (Foster, 1977; Taylor, 1976).
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Our second hypothesis has to do with the structure of the
health agency persoannel system and its ability to incorporate and
manage the various categories of PHC workers. Amony the many ad-
ministrative changes required by the introduction of PHC are a
number of shifts in personnel organization and prccedures, sone

of which have already been mentioned. Specifically, these may
include:
1. Clear definition of the roles, system of pay, training and

continuing education periods, incentives, and system of su-
pervision for the PHC auxiliary workers;

2. Yanagement of conflicts among the different classes of work-
ers-—auxiliaries, semiprofessionals, nurses, and physicians;

3. Clear definition of the role, training, and supervision ct
traditional healers brought into the system with more mod-
ernized health teams;

h. Shifting of physician roles from a clinical orientation to
one of referral and health team leadership; and

5. Promoting changes in the attitudes of doctors, nurses, ad-
ministrators, and technicians to adjust to the increased in-
terdependence of these groups (Rizzo and Davidson,
1980:8-9).

Health agency personnel systems must have the capacity to define
roles and to accommodate changes. It is likely that this can be
best done where there are formal plans and procedures for the in-
troduction of PHC workers. However, even in many better-devel-
oped agencies there is evidence of somewhat unfavorable work ar-
rangements, owing largely to failures to meet the perscnal needs
of PHC staff. In a study of the work climate of the Costa Rican
MOH, Aram (1979) found that rural health was in the top third of
job categories ranked in terms of favorableness; yet among ser-
vice programs FHC fell near the middle of the rankxing, as aid ru-
ral health posts as a job 1location. (In contrast, jobs in the
urban community health program received near the lowest rank-
ings.) Further examination revealed that while the training and
loyalty of rural health staff were rated highly, their personal
needs were met quite poorly; overall, "meeting of personal needs"
accounted for the second greatest amount of variatiom in job

rankings. The !OH of Costa Rica may be expected to have a par-
ticularly effective personnel system for PHC, in view of its
longstanding support for rural health services. It 1is likely

that the relative position of PHC jobs in the health systems of
most other countries would be significantly lower.

A related aspect of personnel arrangements 1s the use of in-
centive schemes to reward PHC workers. It is clear from the de-



- 110 -

velopment adeministration literature that incentives are a crucial
determinant of staff performance; attention must be paid to their
flexibility, including the use of non-financial rewvards, and con-
sistency in their application. There are, however, oaly a limit-
ed number of reportad cases in Wwhich such procedures have been
successfully implemented in PHC operations. (16) There are thus a
number of areas in which the organization and capacity of the
personnel system affect the job conditions of PUC workers, and in
turn influence job performance and PHC ef fectiveness. In all,

55. The_better _the health agency personnel _system is able
to_organize _the roles of DHC workers, to respond to
their personal needs, and to provide appropriate incen-
tives_for_job_performance,  the _more effective will be
PHC_implementation.

A number of issues related to program outcomes arise alsc in
the training process for PHC workers; discussion in previous sec-
tions has emphasized the importance of training workers at all
levels in new roles for PHC. In many programs, training consti-
tutes a central element of PHC operations; however from country
to country there is considerable variation in the scope and dura-
tion of training given to PHC personnel. (17) Training and program
design factors, ircluding the range of services, time commitment
of workers, and specific health problens all influence the nature

i s s T A i

(16) A summary of issues relating to the use of incentives in de-
velopment prograes 1is presented 1in Horadle et al.
(1980:88-92). O'Counor (1980:28) observes that "Pinancial
reward, continuing education opportunities, prospects for
advancement, and recognition by peers are incentives that
may help motivate rural health vorkers over the long run.
It is unrealistic to expect sustained good performance under
difficult conditions from anyone who is not revarded for
it." A variety of incentive plans were tried in the experi-
mental rural health program in Afghanistan, but with limited
effectiveness (p. 34).

(17) Training was a key feature, for example, in the design of
the Danfa Project in Ghana (Neuman et al., 1979) . surveys
of PHC projects indicate that specific training activities
are included in the majority of these efforts, although the
training is by no means standard (Baumslag et al, 1., 1978,
IT:69). The survey by APHA (1977:15-17) found that while
three-fourths of all projects were 1involved in manpower
training, much of which was coasidered innovative, £few pro-
jects were concerned primarily with training activities.
Emphasis on training was greater in projects serviug larger
populations, and in those with a greater focus on auxiliary
workers than on the use of indigenous healers and physician
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of training progranms. Decisions must be made regarding the mix
of pre-service and in-service training, training locale, curricu-
la, style, and instructors (Esman et al., 1980:12, 32-39). Some
writers stress a relatively simple approach to training (e.g.,
Werner, 1978), while others, especially for the case of mid-level
workers, present substantially more complex curricula. Cn the
one hand, to retain their commitment to rural areas it is impor-
tant that workers not be overtrained or broughkt into major cities
(Smith, 1978:25). However, sporadic rural training of too short
a duration may be disorganized and ineffective (Agarwal, 1978).

The strongest requirement that emerges 1s that training ob-
jectives and programs be well defined, be clearly oriented to the
job needs of workers, be sufficiently 1long to impart Dbasic
skills, and be conducted at reqgqular intervals at fixed sites in
rural arcas. (18) A process of continuing education after workers
are in place is also important, for the assessmenc and improve-
ment of skills, and for the provision of personal support. Fi-
nally, evaluatio: is also essential to the ongoing improvement of
the training process itself (Esman et al., 1980:32). Recognizing
the differences that are present with respect to the needs and
potential fur training, it may be expected that,

56. The__more_training _proqrams_are _designed to be 1)__of
sufficient lenqgth to_impart basic skills, 2)__conducted
at_reqular intervals at fixed rural sites, and 3)__con-
tain_clearly defined objectives, the more effective_ PHC
implementation will be.

In the long run, integration of PHC into the national health
system reguires linkage with the medical training process, and a
consequent redirection of physician attitudes. The reorientation
of health professional education towards PHC principles has sev-
eral dimensions, and is seen asS a serious challenge 1in most coun-
tries. Basic problems 1in medical education have been observed
for many years. In a survey of Latin American countries, for eu-
ample, Garcia (1971) identified imbalances between the supply ani

assistants. In the countries covered by the JCHP study,
training ranged 1in length from a few vweeks to six months
(WHO, 19£1:23).

(18) A summary paper by Management Sciences for Health
(1980:7-12, based on O'Connor [1879]) outlines the steps of
job analysis, specification of objectives, and curricula
preparation prior to training, and tke developrment of an ex-
periential, deliberately paced and interactive training pro-
cess. These points, relating originally to the program in
Afghanistan, are similar to those made reqgarding other PHC
nodels (see Smith, 1979).



demand for medical school positions, among the medical special-
ties, and between the content of training and the need for health
service ski.ls. Manpower planning has improved over thke past
dvcade, but fundamental problems remain. Roemer (1974:209)
points cut that changes in the role assigned to physicians must
accompany any shifts in physician supply to yield effective

changes in the health manpower configuration. The JCHP study
(WHO, 1981:38) stresses that the health education system must be
redirected towards the training of PHC workers. Joseph (1979)

discusses the need for planning to incorporate PHC skills into
physician education, and concludes that reform in the health sys-
tem depends finally upon reforms in medical education. There 1is
also the underlying need tc change of national lavws and regula-
tions governing the health sector, which in many countries are
inconsistent with PHC program needs. (19)

Among proposals for improvement of this situatiou, ICMR
(1976:198-99) addresses specific linkages between PHC and medical
education, recommending the use of primary health centers for
physician training and wider experimentation with education cur-
ricula. Smith (1979:3) and others have promoted the introduction
of an interme‘iate-level paraprofessional role (the MEDEX., which
joirs the curative and PHC modes of health care to provi.e admin-
istrative linkage and better communication. This approach has
bcen attempted in a number of countries. Compulsory rural ser-
vice by graduating physicians is a further strategy that has been
used to augment PHC manpower and to help bridge the gap between
urban and rural health care. Denny (1975) notes that a two-year
period of mandatory service by medical residents has had favora-
ble impacts in some countries. Others have been less optinmistic.
England (1978:157), for example, points out that basic physician
attitudes are still unlikely to change, and that long-term man-
power and equity problems cannot be solved in this way, aithough
several respondents were critical of this reasoning. On balance,
there does not appear to be sufficient evidence to deterrine the
outcomes of any of these approaches, but they are among the pos-
sible means of strengthening the relationship between PHC and the
medical profession. Overall,

(i9) As a report by the World Bank (1980:442-43) observes,
"Training and licensure requirements for health workers have
prohibited the use of medical auxiliaries at the village
level. Civil service regulations frequently have not recog-
nized new types of health workers, and thereby have frus-
trated efforts to develop career opportunities for them.
Donors have introduced new categories of workers to serve
temporarily in innovative or time-limited schemes who subse-
quently could not be readily absorbed by the civil service
and health care systems."
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57. PHC will be more effective where medical training and
practice are linked to PIHC activities and_national reg-
ulations and manpower strateyies promote this linkage.

We may briefly mention a final area of training for PIlC:
that of program administrators and managers. Earlier discussion
has noted the need for rtetter administrative skills in most coun-
tries and the deficiencies that are typically experienced in this
area. Substantial technical assistance efforts, in health care
and in other sectors, are devoted to management tralning; over
the long term, management ~ducaticn and in-service training ac-
tivities must be institutionalized at the regional or country
levels to ensure that coverage is adequate and that the skills
imparted are appropriate to country needs and are focused on or-
ganizational problems. (20)

Technical assistance sStrategies are now coaing to emphasize
cultural adaptibility ané collaboration with host country insti-
tutions. Beyond this, however, a number of necessary changes 1in
management training practices may be identified. Based on their
review of this field, Rizzo and Davidson (1980:33-34) include the
following recommendations:

* Needs for training, as opposed to changes in policies and pro-
cedures, must be determined;

* Strategies should be designed to provide <continuing education
through self-learning opportunities and linkage to job perform-
ances;

* Tvaining should focus on personnel teams who will later work
together;

(20) Rizzo and Davidson (1980:23) observe that, "In the transfer
of technology from the technologically advanced to the
LDC's, experience and results have shown a minimum of con-
centration on the cultural and technological receptivity of
the recipient countries. Traditionally, the approach of
U.S. managerial institutions (including AID and its contrac-
tors) hzs been to mobilize U.S. experts recruited from the
managerent profession in private, governmental, and educa-
tional institutions, 1n some cases focusing on narrow areas
of management specialties such as logistics, pecsonnel, fi-
nance or reccrds management and in other cases on broader
aspects of plaanning and organization, seldom approachiag
problem solving as holistic alteration of organization be-
havior." ©n this point, see also Korten (1977a) and Ickis
(19785 .
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£ All training decisions should be nade within the health agency
itself rather than by advisors;

* Training should be practical and tailored to meet the day-to-
day needs of clients; and

# The training program should be closely related to research and
development, consultation, and dissemination of information.

These are likely to be best served by in-country training, con-
ducted by local oranizations with external support vhere possi-
ble. Evaluation may be used to aonitor the course of the
training activities (Ugalde and Earey, 1979:329; AUPHA,
1979) . (21) In general,

58, PHC implementation will be _more effective, the better
developed_is__the local capacity for management train-

inq, _particularly including procedures for in-service
training.

To summarize: There appears to be a general consensus in the
literature that certain recruitment and training strategies are
likely to improve the implementation of PHC programs. USAID
should promote strategies which include (1) recruitment from ru-
ral areas which takes account of existing health workers and tra-
ditional providers; (2) a personnel system designed to provide
appropriate incentives and respond to personal needs of low and
middle level health workers; (3) rurally-based training programs
with clear objectives and delimited time horizoas; and (4) ex-
plicit linkages between PHC training programs and those of physi-
cians and administrators. -

D. Pilot Activities

In view of the major resource requirements of PHC and the uncer-
tainties surrounding implementation, 1limited-scale efforts are
frequently undertaken as a vehicle for introduction and testing
of PHC proygram activities. The term "pilot activities" is used
here to refer to three distinct types of projects:

Te Demonstration projects, which provide PHC services over a
relatively small area in order to explore the viability of
the strategy;

2. Pilot projects, designed to test the features of PHC models
in preparation for larger-scale programs; and

(21) These points clearly apply to the training of other PHC
workers as well.
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3. Research proijects, which are developed to examine alterna-
tive program configurations or to investigate the outcones
of PHC interventions.

The difrering goals of the three types of projects have implica-
tions for their design and for their intended results. Recogmniz-
ing that there 1is usually considerable overlap amrong these pro-
ject typec. 1t may be seen that each of Gthe opproaches may
contribute t. the eventual efifectiveness of PHC progrars.

Demonstration projects are the broadest of the categories;
they have been onducted by national governments as well as by
external agencies for a variety of purposes. They may be de-
signed simply to offer PHC services to se_ected populations, or
they may focus on particular PHC components. As the designation
implies, however, demconstrations are generally carried out to il-
lustrate the principles and feasibility of PHC, often without the
objective of replication. The Indian government, for example,
sponsored a wide range of different options for PHC services dur-
ing the 1970's, as a part of its rural health program operations
(ICMR, 1976). Many of the integrated "low cost health projects"®
funded by USAID have also been conducted on a demonstration basis
(Baumslag et al., 1978).

Pilot projects, in contrast, represent an initial step in the
development of nationwide or other larye-scale PHUC programs, as
an operational test of various program features. The intention
of pilot projects is that they be models for replication in other
settings; they wmay evolve from zarlier demonstration projects,
but are usually carried out ounly after the government has made a
specific policy commitment to PHC. Pyle (1979) describes the
course of a pilot effort in Madya Pradesh, India, in a useful
case study.

Pinally, research projects are designed with an explicit and
central evaluation component to determine the impacts of all or
part of a PHC model. Nearly all demoans*ration and pilot prcjects
are originally set out with research goals, and evaluations are
undertaken 1in many of trese. Research projects are distin-
guished, nowever, by their emphasis on evaluation findings, and
on the generation of specific knowledge about the PHC strategy.
In one prominent . esearch application, Gwatkin et al. (1980) sum-
marize the impacts cf ten PHC projects.

It is reasonably expected that the presence of pilot activi-
ties will contribute to the eventual success of a country's PHC
program. (22) Whether or not these projects, or particular pilot

(22) Clearly, projects conducted in one country are likely to be
relevant to the PHC strateqgies of others, with the degree of
applicability varying according to factors both internal to
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models, represent the most efficient use of available PHC resurc-
es is of course an empirical question, one which can only be an-
swered in relation to the conditions of a particular setting.
Yet adoption of the pilot approach is well established, and in
fact many of the PHC efforts reviewed in this paper are essen-
tially pilot efforts. As a preliminary hypothesis,

59. PHC_proyrams_will be more effective, the greater is_the

- —— s A

astivities.

The remaining hypotheses in this section are concerned with
the effectiveness of pilot activities in support of national PHC
strategies. Four factors—--government interest, relevance, tech-
nical replicability, and government participation--are identified
15 possible determinants of the usefulness of pilot operatioas.
Mapy of the other influences on PHC effectiveness that are dis-
cussed in this report apply as well to effectiveness at the pilot
level; our treatment here is limited to elements specific to
small-scale projects. The outcome indicator for these hypoth-
eses, of "the contribution made by pilots to PHC succzss," 1s
difficult to measure, but may be addressed through interviews and
progran histories. A2 partial proxy variable may be simply the
carrying out of further PHC activities, particularly through the
expansion of pilots, understanding that this occurrence may be
misleading if there is not an actual translation made frou the
pilot to a national progranm.

A feature common to all PHC pilot activities is that they re-
flect innovations in the delivery of health services with respect
to existing practices. (23) While any innovation may be viewed as
adding at least tc the knowledge base for PHC, impacts on PHC
programmipg are achieved only when the pilots are designed as se-
rious prlicy options. Out of the great variety of pilot activi-
ties *that have been und2rtaken, possibly not even a majority have
such a direct policy orientation. (24) % decision may later be

—— e

the project design, and external 1in the operating environ-
ment. We will, however, not consider in detail the determi-
nants of such cross—fertilization.

(23) Por survey purposes, APHA (1977:1) defines "innovation" as
“"any idea, p.r-actice or object perceived as new )y an indi-
vidual. Specifically, any procedure, implementation or re-
nrganization which is intended to provide a new capability
of delivering health services 1is considered to be an innova-
tion."

(24) The 180 projects surveyed by APHA (1977) had broadly common
characteristics--"They tend to be primarily rural, commonly
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made that the pilot model 1is inappropriate rfor further implemen-
tation, but feor practical purposes it seems necessary that there
be a real potential for 1incorporation into national bprograc
strategies. This potential may be seen as naving dimensions of
both purpose and technical design. In the first place, the point
has been made that many pilot activities represent an evasion of
actual operations; in Cleaves' (1979:295) cerms, research and ex-
perimentation may be to alternatives to action. Nalin amplifies
this poiua*t in his discussion of health projects 1in Bangladesh,
where he sees an aversion to making the changes that are implied
by the PIC strateqgy, and a consequent tendency towards oue-time
projects. (25) Speaking particularly of pilot projects, narrowly
defined, Smith generalizes that in order for the project strategy
to be useful in helping a country "to successfully improve/expand
its PHC service coverage to the majority of its population, there
has to be a national conmitment to develop a countrywide program
from the bejginning." (26)

Intentionality can of course never be completely determined,
and many of the policy formulation variables described earlier
clearly enter into the commitment for large-scale implementation.
Thus, although research and demonstration projects may be useful
to certain PHC ¢oals, as 5Smith points out, "multiple demonstra-
tion programs ia the same technical area are poor investments in
this time of diminishing resources.”™ (p. 73). In general,

serve about 100,000 people and were often established in the

70's. Most projects rely on a variety of sources of funds
that come from fees, drug sales, and foreign official and
non-official sources such as churches and foundations." Yet

only one-half of the projects responded that they were de-
signed to be replicated in other parts of the cruntry. Pol-
icy objectives are unfortunately not discussed in the sunmnma-
ry of AID-sponsored projects prepared by Bauvmslag et al.
(1978) .

(25) Nalin (1978:706) observes that '"The continuous cycle of
planned projects and unmet goals suggests that research-cunm-
aid programs have become a mechanism for procrastination and
have the effect of helping to postpone necessary changes.
Quite frequently, the zffective implementaion of discoveries
requires social, political, and administrative changyes which
threaten the institutional and international 3jgreements on
which programs depend. The programs tend, therefore, to
produce "models" which usually are nonreplicating."

(26) (Smith, 1978:73). He continues: "This wmeans that the high-
est level of government must decide to pursue vigorously a
program of national coverage... A program can start with a

small scope to work out methodological and adaptation prob-
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60. The greater is the government interest in project_out-

comes, and the stronger is _the national commitment to
large-scale implementation of PHC, the more it is_thrat

pilot activities will conttcibute to effective implenmen-
tation of PIC.

Closely related to government interest is the issue of tech-

nical design. Here we emphasize the applicability of basic pro-
ject features to policy strategies. The trial projects carried
out in India during the 1970's represented "alternative PHC ap-

proaches" that Were being tested in four basic models which were
of interest to the government. (27) Likewise, nmost AID-sponsoc.ed
projects to demonstrate the viability of PHC are being integrated
with other services as a policy option. The seriousness of gov=
ernment interest is thus likely to be reflected in the specifici-
ty of project objectives, and the strength of monitoring and
evaluation comvnoaents. Heumann et al. (1979), for example, note
that government support of PHC 1innovations in Ghana was accompa-
ried by strong planning and research functions. The finding re-
ported in APHA (1977:1iii) that "project goals and objectives tend
to be vagque with few and varying wmeasures of prog-ess," and the
lack of wevaluation components in these projects thart was noted
earlier, 1is likely to be related to the 1limited orientation to
replicability and large-scale implementation. A review of the
Indian projects emphasized the role of management systems, evalu-
ation, and research, 1in order to draw lessons for policymaking
(ICHEK, 1976:198). Although evidence in this areca isc incomplete,
e may expect chat,

61. The more directly related project designs are to policy
strategies, _the clearer are project goals and objec-
tives, and the strorger_are__project monitcring _and
evaluation components, the greater will be the contri-

bution_of pilot activities to PHC implementation.

Our second focus, on the actual replicability of pilot activ-
ities, derives its importance from the fact that the conditions
for success on a small scale are usually different from those

lems and then carry the imnitial »>hase into a program of ~a-
tional coverage. However, if there is no commitment at the
beginning to expand the program nationally, a process of
prolonged dissipation of interest, momentum, and resources
will inevitably occur."

(27) (ICMR, 1976; some of these are discussed in Pyle [1979b)).
The types of projects included integrated nutrition and MCH
care, hospital-based care, comprehensive rural health pro-
grans, and suhsidized health cooperatives (p. 179).
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relevant on the large scale. If pilots are not designed with
consideration of program-level needs, replication may be impossi-
ble. The issues involved are summarized in the definition adopt-
ed in the APHA survey (1977:1): ‘“"replicability" is a

characteristic of an innovation which facilitates du-
plication or adoption elsewhere. (It) involves the
relative advantages in terms of costs, resource utili-
zation, 1its comp-tibility with existing practices or
values, the complrxity and ease of trying the new prac-
tice, and the ease of understanding and observing the
innovation and its outcone.

As already mentioned, a number of writers have «critically ob-
served the tendency of many pilot projects to be nonreplicable.
Joseph and Russell (1980:143), for example, point out that the
resource mix of pilot projects is often so great that it beconmes
unlikely that can be achieved on a larger scale. The enthusiasnm
of project managers and workers, which is recognized as an essen-
tial ingredient in the success of many pilot activities, 1is also
not easily transferred to larger programs. (28)

For these and other reasons, some writers have gquestioned the
benefits of the pilot approach to PHC program development. Smith
emphasizes that '"only in an operational program can the major op-
erational problems be worked out." (29) Likewise, Feachen
(1980:26-27) 1is skeptical about the realism of community-based
projects serving to initiate a

(28) Pyle (1979b) identifies three reasons cited for the frequent
success of pijot efforts: '"Pirst, the dedication of project
managers is considered most important. This is commonly re-
ferred to as the "missionary zeal factor." Secondly, the
generous funding the project receives, often from abroad, is
considered an essential element. Finally, people talk of
the intensive @panagement which characterizes the projects,
permitting close supervision and control."

(29) (Smith, 1978:72-73). Following his point, noted earlier,
concerning the need for national commitment, he writes that
there is "little need to consume precious time and resources
in three-to-five year research and demonstration projects in
order to prove a known fact. It may be easier to control
the variables when one is managing a small-scale demonstra-
tion program; and if sufficient resources are invested, such
a program can almost always be made to 'succeed' regardless
of its potential for national replicability... {T) he wheel
does not need to be rei.vented each time it is used. A pro-
gram should be placed that will provide services to the en-
tire country (once a national consensus and a national will
to improve coverage is developed)."
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self-sustaining chain of development projects, because
this view presupposes the existence of untapped re-
sources of capital, cooperation, leadership and tiae
that probably do not exist. Conversely, it is unlikely
that an unsuccessful and unsatisfactory experience in a
development project will very mnuch ainder the accep-
tance by the community of any new proposal or offer by
the government.

Given reasonable and limited objectives of axpanding knowledge of
implementation problems, the pilot strategy can be useful; how-
ever, the technical requirements for replicability remain criti-
cal. In all,

62. For_pilot_activities to make a substantial contribution
to PHC _implementation, projects must be designed_for
replication in_terms of cost, _resource mix, organiza-
tion, _and other constraints_that will be faced by na-
tional programs.

A final aspect of pilot activities has to do with the extent
of government participation in planning, operationms, and financ-
ing. For several reasoans, ongoing government participation is
important to project effectiveness and continuity. First, a
greater stake in projects is likely to improve the efficiency of
decisionmaking where government interests are involved, and to
provide greater administrative power to project managers. Brink-
erhoff (1979:25), for example, describes experiences in Indone-
sia, in which the greatest barriers to the introduction of inno-
vations proved to be those set by health agency administrators
reluctant to suffer a loss of power to the project managers.
Conflicts with health agency officials at all levels, even in the
presence of expressed support, are found in numerous case stud-
ies. Dyle (1979) attributes the failure to develop an operation-
al program from a pilot health project in India, to administra-
tive disputes and to a reluctance to uake decisions about
something with which the bureaucracy was not fully familiar.
Greater government participation also enforces a greater atten-
tion to project outcomes. If the project is successful this at-
tention may be an advantage; however where the project does not
meet its original objectives or has potentially favorable unanti-
cipated consequences, it may be a disadvantage.

The ahsence of bureaucratic participation may indeed be an
asset to Lrojects. Pield (1977), for example, identifies the
radical nature of a community- based undertaking in southern In-
dia, with its features of authority, flexibility, and popular
support, as essential to the project's success. Where replica-
tion is at issue, however, political support and the development
of infrastructure is critical; implementation within the govern-
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ment agency offers the possibility for political and
administrative support for continuity after external or special
resources are withdrawn. Honadle et al. (1980:187) observe that
the development of organizational capacity within the government
is essential if projects are to yield "s=lf-sustaininqg welfare
improvements." YNalin (1978) notes that projects conducted by ex-
ternal agencies often leave no infrastructure or management capa-
bility when they are terminated. Although problems of complexity
may well result from the participation of many actors in project
activities, these are perhaps necessary for the possibility of
continuation. In partial confirmation of tnis, the recent trend
towards designing health projects for replication appears to be
associated with the presence of government funding and emphasis
on training components (APHA, 1977:ii:). Overall,

63. Pilot activities will be more effective, and more capa-
ble of beinag replicated, the qreater is government par-
ticipation in their operations _and financing.

To summarize: Although there is <considerable debate in the
literature over the effectiveness of pilot activities, it appears
that USAID should still sponsor pilot projects (1) if they are
designed in an environment of general government commitment to
PHC, (2) with considerable gyovernment participation in pilot ope-
raations and financing, and (3) with requirements of replication
as part of pilot project design and evaluation criteria.

E. Decentralizatiom of PHC

In this and the following section we examine the relationship to
program effectiveness of two dimensions of the organization of
PHC services-—-decentralization and integration. their relation-
ships to program effectiveness. Each of these dimensions has al-
ready been discussed in conpection with the policy formulation
process, and many of the considerations raised earlier apply to
their administrative aspects as well. However, the primary re-
gquirements of the PHC strategy in these two areas are those bear-
ing on the implementation process. Within the development admin-
istration literature there is a strong emphasis on the principle
that the problems of administering programs for "special publics"
differ from those faced for other groups, and that the conven-
tionel mode of unified, central administration is not best for
this purpose. Design of the implementation process for PHC nust
therefore deal not only with questions of administrative capaci-
ty, but also with the matter of organizational structure (Esman
and Montgomery, 1980:186).

Choices about organizational design must include the selec-
tion of the administrative unit (e.g., line agency, special unit,
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etc.), and that of the levels at which specific functions are to
be performed. s has been described previously, the breadth and
magnitude of these 1issues leads to confrontation with needs for
administrative reform, i.e., ftor making a substantial set of ad-
ministrative changes to improve organizational effectiveness.
The general issues of organizational desigyn for PHC have been
widely treated in available publications. The preponderance of
materials, particularly those from WHO, call for decentralization
of program operations, and integratiom of activities related to
PHC within and outside of the health agency.

In considering the decentralization of PHC {unctions we must
first arrive at a working definition of this term, which has been
described and used in a variety of ways. Of central concern is
the determination of the appropriate adsinistrative level for the
followiny administrative functions: responsibility for the gen-
eration, collection, and allocation of financial resources;
clearance points in the processes of monitoring, enforcenent,
evaluation, and recordkeeping; and leadership over the entire en-
terprise and over individual subtas:s ({(Elling, 1974). The chief
rationale for decentraiization is that the responsibility and au-
thority necessary for quick and adaptive decisionmaking in each
of these areas must be present in the field, regardless of the
location of ultimate authority. Because of the unpredictability
of this program environment, decentralization is judged to be es-
pecially necessary to reach the rural poor. In rural areas espe-
cially, there is uncertainty due to a lack of information about
administrative processes, compounded by a lack of relevant theo-
ry; and there is a need to bargaln over progranm decisions where
there is local participation. Different forms of decentraliza-
tion will be appropriate for meeting these needs 1in different
situations.

Two distinct types of decentralization have been identified
in the literature: devolution, or the granting of authority and
autonomy to independent organizations or to lower levels of an
original hierarchy; and deconcentration, or field office control
and authority, with a maintenance of responsibility to higher ad-
ministrative levels. Within these models, a variety of schemes
for decentralization have been described. (30) Since most of the

(30) Thomas and DBrinkerhoff (1978:Y), for example, propose an
"alternative participative norm framework" for developmeant
projects, based on the devolution of authority to adminis-
trative clusters, and emphasizing a two-way flow of informa-
tion and equalization of cpportuaities for participation.
This is contrasted with traditional '"normative, objective,
and rational" bureaucratic structures. Others have explored
the application of matrix orgamnizations to program @anage-
ment in the Third World (e.g., Korten, 1977y, and other
forms.
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literature and national government experience seems to be focused
on "deconcentration," our analysis here will explore this issue.
In the following chapter on community-level politics we will ex-
amine some aspects of "devolution." devolution.

As previously mentioned, there is little consensus among
writers and practitioners over the relative efficacy of decen-
tralization or over the ways in which it should be pursued in de-
velopment prograns. Some suggest strong support for centraliza-
tion of overall decisionmaking functions, for reasons of politics
and efficiency. Among the generalizations made in this area,
Brinkerhoff (1980:18) observes that "decentralized project opera-
tion entails attending to three areas: (1) achieving a balance
between local spheres of action and central authority; (2) manag-
ing dispersed organization members and programs effectively and
efficiently; and (3) maintaining project coherence and unity
among dispers«d operating units." Where these issues cannot be
resolved satisfactorily, the author suggests that greater cen-
tralization is to be preferred. Uphoff and Esman (1974:75-77)
state that centralization of all program functions has been found
to yield better results, the more complex, powerful, and capital-
intensive the program technoloyy; the slower the payoff or re-
turn; the more specilalized and scarce the technical and manageri-
al skills required; and the slower the feedback process.
Administrative centralization is also likely to be nore effec-
tive, the less federalized and participatory the existing politi-
cal system, and the swmaller the size of the country.

By contrast, others arque that decentralized organizations
have been shown to be more appropriate if the program is distrib-
utive in nature and subject to measurement and control, and if
goods and services are collective rather than individual; these
points arque strongly for decentralization 1in programs such as
land reform and IRD.(31) Furthermore, decentralized agencies have
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(31) (Hadden, 1979; Grindle, 1979:29). Tn an early study, Mont-
gomery (1972) found that complete decentralization provided
better outcomes in land r=form programs, over a sample of 26
countiies. Much of the literature on decentralization conmes
out of the experience of IRD projects; here, requirements
for local participation and the complexity of project opera-
tions have led to the consistent use of decen*ralized organp-
izations (Lele, 1975:187).

Local management 1s seen to facilitate the 1iategration of
projects into national programs, and the interaction of pro-
jects with their intended beneficiaries (Smith et al.,
1980:2). See also the papers on IRD by Cohen (1979) and
Honadle et al. {1980} . In addition, the work on local or-
ganizations in development projects is quite relevant here;
see, for example, Uphoff and Esman, 1974).
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often been found to he politically influential, although in many
cases this is due their presence in high-priority sectors, as op-
posed to the more common centralization of low-priority sectors
(Cleaves, 1976:11). The literature ou PHC organization argues
for decentralization, with appropriate qualifications, although
case studie= point to a diversity of program structures in place.
The JCHP study, for example, finds that decentralization 1is more
likely to he effective overall thn other arrangements (WHO,
1981:17) . Habicht and Berman (1980) conclude that organization
is the limiting factor in most PHC programs, and that quality of
services will be promoted by greater decentralization.

These two views suggest that centralization provides effi-
ciency and contrwl, with rigidity, while decentralization offers
better communication and flexibility, but .t requires greater po-
litical and administrative resources. D- centralized organization
has clear advantages for program operations, but it is less ef-
fective in the absemce of political and administrative resources
and mechanisms for overall control. Achieving an optimal balance
here may be expected to be a difficult and evolving process. It
seems likely that there are administrative and political condi-
tions which wake either centralization or decentralization more
desirable. Since decentralization appears to be the preferred
strategy in most of the literature, our three hypotheses in this
area focus on factors of administrative structure and capacity
that are likely to influence the feasibility and effectiveness oLt
decentralization.

First, there may be the need for a "fit" between the relative
decentralization of the general political system and the Hinstry
of dealth. Elling (1975:183) finds that "the organization of au-
thority in the health sector usually parallels that of society,
but the fit may be loose;" there remain a variety of bureaucratic
and other influences on health system organization. Ugalde
(1978) observed similar political and health care values in a P's
healch system became relatively decentralized, while in Irar a
centralized, hospital orientation wvas maintained for many years,
reflecting the different degrees of centralization of the respec-
tive political systems. Gish (1970) and Leichter (1979) hold
like views of the "convergence of systems."

Taking this notion of "fit" a step furthner, the formal orgin-
ization of decisionmaking and operations within the health sector
may also determine much of the potential for decentralizing PHC.
In the absence of existing organizational structures at regional
and local levels, it is increasingly less likely that decentrali-
zation of PHC activities can be effective. Smith et al.
(1980:24) observe that at least moderate power is required at all
levels of rural development systems if locally-conducted projects
such as IRD are to be effective. Of further relevance to PHC is
the frequent occurrence of conflicts between decentralized units
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and central authority in local health projects., This conflict
may occur more frequen.ly when lower—-level units are granted for-
mal autonomy, but nrevertheless are expected to comply with the
requirements and targets of jovernmental as well as donor agen-
cies. #While strong central guidance and control wmay help prevent
field operations from getting away rrom the center, the resulting
inconsistencies in direction can lead to a loss of unity, effort,
and effectiveness (Brinkerhoff, 1980:37). e may then expect
that decentralization will be more successful 1f 1ntermediate-
level units have sufficient authority and discretion (e.g., to
approve budget changes or to hire and fire personnel) to balance
control from the center. In federalized systems, such urits may
take the form of state-level health agencies with separate budget
authority. 1In general,

64. The qreatec the congruence of patterns of decentraliza-
tion in the political system, the health ministry, and
the PHC implementing units, tne more likely it is that
decentralization of PHC will contribute to effective
implementation.

The prospects for effective decentralization will also be
conditioned by another aspect of health sector organization,
namely, the degree of fragmentation in the health agency. "Frag-
mentation" refers to the horizontal division of tasks and respon-
sibiiities, 1in contrast to the hierarchical divisicn implied by
"decentralization." Rotaenberg (1979) finds that, overall, de-
centralization is not useful if there is fragmented political and
aaministrative power 1n a country. Administrative fragmentation
is usually reflected by the presence of wmultiple agencies or
units with responsiktility at a given organizational level, and
parailel or overlapping lines of communication. Because of the
necessary involvement of diffcrent organizational actors in PHC,
there will always be a certain amourt of horizontal dispersion of
authority, but the interlinkages may still be coherent.

The literature on IRD and other locally-based projects shows
a trend toward the use of ccuerent units within line agencies, in
order to maintain linkages and 1limit fragmentation (e.g., Esman
and Montgomery, 1980:221). Smith et al (1980:24-25)} round that
successful decentralization in rural development projects re-
quires relatively strong and balanced patteins of control and co-
ordination at lower levels; they conclude that the most promising
area for iumprovements in decentralized project design is in the
use of more and improved ccordination mechanisms. Evidence of
the effectiveness of alternative organizational arrangements for
PHC is unfortunately limited, but fragmentation is clearly a com-
mcon problem. In his study of PHC programs in Central America,
Bossert (1981) describes the problems arising from a lack of in-
tegration, and found no cases in his sample in which fragmenta-
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tion was fouad along with effective decentralization. On the
basis of these considerations, we tentatively hypothesize,

65. Under conditions of fragmented political and adminis-
trative responsibility and authority, _decentralization
of PIC activities will inhibit effective implementa-
tion.

Along with an organizational structure which facilitates de-
centralization, technical and administrative capacity must also
be available to carry out program activities at the intermediate
and local levels. Research performed by the World Bank suggests
that administrative capacity at different agency levels, particu-
larly in the form of human resources, bears a direct relationship
to the degree of decentralization that is possible. Where admin-
istrative capacity is limited to the national level, centraliza-
tion is 1likely to be the oanly realistic form of organization.
Although conclusions regarding this variable are tentative, we
can suggest that as capacity increases at intermediate and local
levels, greater dispersion of administrative authority beconmes
possible. The key failure in an any initiative for organization-
al change is likely to be the atteapt to move too rapidly to de-
centralization in the absence of adequate institutional resources
(smith et al., 1980:38-39). Since for a given level of resources
in a bureaucracy, the needs of the center will usually be met be-
fore siynificant allocations are made to lower levels, effective-
ness in dispersed agency units generally requires that systea-
wide resources be plentiful. (32)

This generalization is important, because it implies that the
use of autonomous projects as a basis for introducing a decen-
tralized PHC system is unlikely to be viable if administrative
capacity at lower levels is not already strong. Measures must
thus be takeu to improve the skills of field staffs, usually
through training and support, prior to any changes such as decen-
tralization. (33) In general,
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(32) Elling (1975:183) points to a paradox in this regard: a
relative abundance of health agency resources will only be
available in richer countries, but in these countries the
institutional environment will be more crowded, and so have
greater internal conflicts and stronger commitments to pre-
vious courses of action. Elling 1is thus pessimistic about
the pocrential for reforms such as PHC if bureaucratic value
systems do not change.

(33) Esman and Montgomery (1980:222) observe that organizational
changes necessarily take a long time (i.e., of at least sev-
eral yecrs), since the coordination of services at lover
levels in particular often requires extensive upygrading of
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66. Decentralization_ _strategies for PHC will bhe effective
only where adequate_administrative _capacity 15 present
at intermediate and lower levels of the health agency.

It appears, in summary, that decentralization of PIC aaminis~-
tration will be most effective if (1) the national political sys-
tem and health ministry organization are also decentralized; (2)
horizcntal responsibility and authority are not fragmented; and
(3) administrat.ve capacity already exists at regional and local
levels.

F._Integration of PHC Activities

The second major organizational aspect of PHC concerns the func-
tional interrelatiounship of its various components, and the de-
gree to which these components are formally linked. Because PHC
is intecsectoral in nature and its outcomes rely on wmany joint
behaviors hy the target population, integration of activities is
widely considered to be essential to the DPHC strategy. Four ba-
sic reasons fnr the use of an integrated proygram structure have
been identified:

1. Synergistic_effucts which may come from combining activities
targeted at the sume population group;

2. Lllocative efficiency, particularly as the result of captur-
ing exterunalities acruss service sectors;

3. Economies of scale in the provision of services; and

4. Adm’ nistrative and operational efficiencies, in implementa-
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tior and financing. (34)

These principles are drawn from the wider literature on develop-=
ment project administration, but they are clearly applicable to
PHC. In the design of PHC programs, gquestions are likely to be
raised early on about the scope and content of services which are
to be, first, organizationally integrated, and second, manageri-
ally coordinated.(35) There 1is no single type of integrated

skills and procedures.

(34) See Family Health Care (1979) and Cohen (1979:100-101) . It
should be noted that Cohen's review of the IRD literature
found little empirical evidence that these benefits are in
fact often realized. Klitgaard (1980} presents a larger set
of potential strengths and weaknesses of integration im IRD;
they fall generally into these four categories.
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program model, since many country-specific conditions will affect
a particular design choice, and its effectiveness in a given set-
ting.

published work on integrated programming has grown in recent
years, largely in response to operational problems that have been
experienced in Basic Needs programs. The literature might be di-
vided into those studies which view integration as occurring
chiefly between the sectors of health, nutrition, and family
planniag, and those which see all PHC activities as integrated
into broader programs of rural development. AS representative of
the first approach, Johnston and Meyer (1977:17) discuss the de-
sign and implementation of the "composite package" approach to
health and nutrition projects; emphasis here is on the overlap-
ping objectives of different sectoral components, which can lead
to a range of program outcomes being mutually reinforcing. USAID

has adopted an operational definition for "integrated” health
projects, as are exanined in the report by Baumslag et al. (1978,
I1:10): the term refers to "any health delivery project which

combines nutrition, health, and family planning elements."™ This
analysis by AID emphasizes the nutrition elements of the projects
under study; unfortunately, it does not discuss thke choice to
combine the elements in particular ways, nor the relationship of
project structure to program outcomes.

Other programs may incorporate a larger selection of ele-
ments, which are intended to provide broad improvements in the
welfare of a given population. Addressing one aspect of this ap-
proach, the literature on local program management is concerned
with integration of project components as a vehicle for improving
equity within target groups. (36) Perhaps the most visible of the
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(35) As Honadle et al. (1980:9) and others have pointed out, con-
siderable confusion is found in the usage of these terms.
Following a distinction made by these authors (p. 26), ve
may say that integration concerns the level at which author-

ity over program activities coaverges; the lower 1is this
level, the more the program is integrated, as opposed to
"functionally" organized. Coordination describes the pat-

tern of managerial behavior required to combine activities
of separate institutional authorities.

(36) The developament strateqgy reflacted in such projects has been
referred to by some authors as "holistic," rather than "in-
tegrated." Ickis (1978:7-8) notes that the latter connotes
only a structural arrangement, vwhile "holistic" more appro-
priately reflects a "socially oriented view of rural poverty
as a product of iaterrelated environmental factors not ame-
nable to fragmentcd solutions and specialized technologies,
and not nmeasurable by aggregate statistical 1indicators...
(It seeks) to address the social, motivational, and organi-
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broader integrated activities are the IRD projects, which have
been conducted in a number of countries, and are centered around
the promotion of broad improvements in agricultural areas. PHC
and other sectoral components may be included within these organ-
izations for rural development, although there is as yet little
experience with this type of linkage. For these broader integra-
tive approaches a principal conclusion that has heen raached (and
one which has gained the status of a working assumpticn) 1is that
many, if unot most "management" problems are really probleas of
bureaucratic politics among and within agencies (e.g., lonadle et
al., 1980:201-202; Smith et al., 1980:ii). When programs are in-
tegrated, organizations become concerned with control not only
over resources, but over the other actors involved as well. As
Rizzo and Davidson (1980:8-9) note, '"this may involve establish-
ing linkages among ministries of agriculture, welfare, public
roads, education, community developaent, soclal security, etc."
These linkages are required at the local and regional as well as
the national levels of administration, mnmultiplying the points of
necessary coordination and of bureaucratic conflict. As Pressman
and Wildavsky (1973) point out, the greater the inteqration re-
quired in a program, the more likely it becomes that bureaucratic
constraints may veto the program's effective implementation.
There may indevd be a tradeoff between the possible benefits conm-
ing from synergistic linkages among separate program activities
and the bureaucratic costs of involving many different agencies
which require coordinated activities for successful production of
the synergistic effects.

The general principle of synergistic effects, which yield the
technical or '"natural" efficiencies available through PHC pro-

grams, are relatively well understood. They may be briefly re-
viewed in terms cf the cowmplementary categories of "synergies"
and "linkages". (37) Synergies are defined as the "biological

zational problems of deve.opment, as well as the economic
and technical bases of poverty." This view is similar to
the rationale set out for integrated designs in much of the
PAC literature. The "holistic" concept is useful for point-
ing to the interrelatedness of problems, program Jdesign, and
the environment. Our use of the term "integrated" is more
general, however; we use it to refer to a lack of fragmenta-
tion in PHC activities, particularly 1in relation to inter-
sectoral programs, including those explicitly based on "hol-
istic" principles.

(37) There is a wide literature on the interactions which affect
health status outcowmes in rural areas, for use particularly
in health planniag. Pamily Health Care (1979) contains a
comprehensive review of the interactions among health, popu-
lation, nutrition, and education. Here we follow the dis-
cussion by Kocher and Cash (1977:20).
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interaction between the health and nutritional condition of a
person;" there 1is stroang evidence of these effects, although it
is doubtful that a quantitative assessment can be made of this
relationship. Linkages are defined as those interactions which
are not biological in nature. but which are essentially "rein-
forcing of each other, pavticulacly through their effects on be-
havior." The rationale is thus advanced that, "while each sepa-
rate intervention can make an important ccantribution to improved
healtn and nutritional status, the effectiveness of each 1is en-
hanced when combined with other intecrventions" (p. 26) . Beyond
the close interaction of healthk and nutrition activities, the
other sectoral elements of the PHC model, such as water supply,
sanitation, and education, are are mutually reinforcing in theic
effects on health status as well. PHC programs may be designed
to capture these interactions, based on the health conditions of
a specific courntry or region. (38)

In addition, integration may also offer efficiencies in ad-
ministration and service delivery, through the sharing of staff
and facilities (this point is discussed in greater detail below).
We may expect that the cholce of PHC design in a given couatry
will be determined to at least some degree by evidence of the po-
tential efficacy of the selected combination of inputs, and of
the opportunities for resource sharing. Thus, the more activi-
ties that are included in this design, the greater will be the
predicted benefits from integration. Similar considerations hold
in relation to PIC activities within the health agency itself.
Rural heal.n activities do not stand alone, but they must be re-
lated to "basic health services" and other d0H programs, includ-
ing hospitals (WHO, 1981:30-31) ., It is clear that the interac-
tive effects described above will contribute to the effectiveness
of both PHC and vertical disease control programs when they are
coordinated, for example, and that administrative and operating
efficiencies will be achieved as a greater sharc of health agency
resources are available to the PHC effort. These poicts have
been demonstrated in the experience of sone countries, where PHC

(38) Kocher and Cash set out two questions to be considered in
program design: (1) What is the optimal allocation of re-
sorces among the various potential interventions, or what is
the opportunity cost of alternative packages ot mixes of in-
terventions? and (2) What are the delivery system implica-
tions of the contribution to health and nutritional status
made by different packages or mixes? The authors discuss
these 1ssues, and recommend a "ainimum package"™ of Basic
Needs interventions, consisting of interlinked adult educa-
tion, PHC and disease control, and nutritional programs.
These priorities represent only a guideline, however, since
the biological and behavioral effects of specific PHC compo-
nents will vary according to conditions in different set~-
tings.
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has been linked to the basic health service system (see 0'Connor,
1979). This literature suggests the following hypothesis:

67. The greater is the scope of activities related to_ PHC
that are included _in_an in.vgyrated prograa, the more
likely it is that synergistic effects and reduction of
duplication will lead to more effective implementation
of PHC programs.

By contrast, following the logic of Pressman and Wildavsky,
it has been found that intrasectoral coordination for PHC is of-
ten poor. In particular, vertical disease programs in many coun-
tries are not yet integrated with PHC (WHO, 1981:27). There are
e number of possible reasons for this, 1including the protection
orf “ureaucratic "turf," the historical course of PHC development,
and . lack of organizational capacity. Yet however arrived at,
the result 1is frequently a fragmentation of decisionmaking 1in
areas that concern PHC, and inefficiencies in the administration
and delivery of PHC services. These various problems have been
described in a number of sources. (39)

It may thus be expected that the coordination of relevant MOH
activities throuyh formal unification or simply through strong
linkages, will enhance the effectiveness of PHC. The degree of
fragmentation of PHC within the health agency may be determined
from budget figures, although available data may be difficult to
work with. One measure of integration 1s likely to be the pres-
ence of a single agency division that controls rural health ac-
tivities, or which actively coordinates those activities. Thus,

68. The more the various activities of an integrated ap-
proach to PHC are assiqgned to a single or_ _dominant
agency (such as the Ministry of Health), and to_a spe-

"cific division within that agency, the more likely it
1s that 1inteqrated PHC strateqgies will be effectively
implemented.

The speciric features of integration come into play only in
relation to the various levels at which PHC activities are coor-
dinated. Coordination must be present at all levels, and this
will involve different functions at different points 1in the

(39) As noted earlier, Bossert (1981) has examined the unfavora-
ble outcomes of fragmented PHC administration in Central
American countries. Hartwig (1979) presents the further
case of PHC-related activities that have become 1isolated
from the health agency; he discusses the problems of service
duplication and gquality decline that have resulted from a
loss of communication and support froa the Kenyan MOH.
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health agency hierarchy. However, the available evidence indi-
cates that it is difficult to establish satisfactory intersecto-
ral cooperation in PHC; this is especially the case at the center
of the health system.(40) Although the region is also a focal
point for coordination, the most success 1in this regard has been
experienced at the local level, this appears to be the most prom-
ising location for introducing integrated functions 1in PHC.
Baumslag et al. (1978, 1I1:10), for example, report that most co-
ordination in the AID projects did in fact occur at low levels,
in the ©provision of service components. Kocher and Cash
(1977:41) observe that "direct links have the best chance of
working at the village level, through multipurpose vorkers and
the sharing of facilities and equipment." This view 1s summa-
rized in the JCHP report, which concludes that "it may in fact be
easier to get cooperation underway at the lccal or district lev-
el, especially in the presence of governament decentralization and
community involvement," due to prevailing work patterns and in-
formal networks, and proximity to the target population. (41) The
degree of coordination at different levels may be assessed in
terms of joint planning and administration, and the sharing of
personnel. HWe hypothesize,

69. Inteqration of PHC will be more effective, _the lover
the_administrative level at which most activities_ are
coordinated.

(40) As has been described earlier, various means for the coordi-
nation of health planning and policymaking, such as inter-
ministerial councils, have been adopted in some countries.
For the tasks of administering coordinated programs, how-
ever, the JCHP study found some instances of interrelated
prograns, but overall "little evidence of s1novative and ef-
fective rechanisms at the center" (WHO, 1981:18).

(47) (WHO, 1981:18). In support of this, the study notes that,
"The formality of interministerial institutioms is avoided;
the scale 1is smaller and the people involved usually know
each other beter. Local (district) health persoannel inter-
acting with officials from other agencies {agriculture, pub-
lic works, comnunity development and education, ror exanm-
ple), aud with representatives of political structures and
*he general population, are often better placed to fiud
workakle responses to local probleas than higher-placed of-
ficials in the capital. The success of intersectoral coop-
eration at lower administrative levels may well provide the
basis needed for effective co~rdination amongst the depart-

ments of the central governmzat." The is consistent with
tne IRD finding reported above that in a system where power
is imbalanced, implementation is more effective when the

weight is at the bhotton.
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Central to the question of integration and implicit 1in the
discussion thus far are the issues of organizational capacity aad
the functions that are to be integrated. These factors are
closely related to organizational design and to the likely effi-
ciency of coordinated operations. Using a distinction made 1in
the IRD literature, it is seen that the sharing of resources,
which is comnmcnly done in PHC programs, requires substantially
greater capacity and adaptation than does the sharing of informa-
tion alone. (42) A substantial amount of work has been done in the
field of family planning on the efficiencies that may be gained
through joint administration and operations among service sec-
tors. The principal lesson that may be drawn for PHC, regardless
of the service components included in the program, 1is that link-
ages can easily he pushed beyond rhe capacity of the organiza-
tions and workers involved. For exanmple, multipurpose vworkers
way be given too many tasks, and, especially where there is vari-
ation among the tasks and in the incentives for performing then,
it is more efficient to use several single-purpose workers (Koch-
er and Cash, 1977:41-2). The sharing of orjanizational resources
between agencies has also been widely observed to lead to ineffi-
clencies. In his study of a PHC program in H#ali, Brinkerhoff
(1979:21-5) found that coordination resulted in "sharing the de-
ficiciencies and problems of other units, as well as gaining ac-
cess to their experience and competence;" staff turnover was
high, and conflicts arose over responsibilities and over the uti-
lization of resources, suchk as vehicles, office supplies, and
telephone services. Efficiencies from coordination will be most
useful where resources are scarce, but it is in this situation
that conflicts are likely to be most severe. We may expect that,
as a basic requirement, coordination must be feasible in terams of
the organization and resources of all participating agencies be-

fore the strategy will be beneficial. Information on the appro-
priateness of organizational desigyn must probably be obtained
from case materials and from 1interviews. Budget and staffing

levels are probably the most reliable measures of organizational
capacity here. In general,

(42) Honadle et al. (1980) describe the different organizational
models implied by what is being shared. Information sharing
needs only loose linkages and may involve many autonomous
agencies, but it usually requires central coordination and
the presence of an inforuation system. The sharing of other
resources such as staff and facilities is best accomplished
through a combined organization, in which there is greater
power at lower levels, a need for greater attention to coor-
dinative mechanisms, and consequently greater impacts on pa-
rent agencies.
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70. Integration_ _will be an _effective strategy only where

— e

the functions__to_te coordinated are well _defined_and
reflectel in_written plans, _and _where they do_not_ ex-
tend_beyond_the capacity of the organizations and indi-

viduals involved.

To conclude: Considerable advantage can be drawn from inte-
grating PHC activities and by enhanced coordination among differ-
ent agencies whose programs impinge on health levels in the com-
munity. 1t appears, however, that there are at least three
limiting conditions on the effectiveness of integration. Pirst,
a single or dominant agency may be required to overcome the con-=
straints of bureaucratic politics which undermine coordinated ef-
forts. Secoad, 1integration of activities is likely to be nost
erfective if it occurs primarily at the lower levels of the ad-
ministrative hierarchy. Finally, local-level personnel should
not be burdened with too many diverse tasks in carrying out inte-
grated programs.
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IV. THE DELIVERY OF PHC SERVICES

A. Introduction

The third stage of the policy process, and a further point at
which factors arise which influence the performance and success
of PHC, 1is that of the actual operation of PHC programs. It is
in the community setting, at the interface of PHC with its in-
tended beneficiaries, that most analysts have in fact focused
their attention. Roemer (1976), for example, has written exten-
sively about the "special problems in rural areas"--of facili-
ties, manpower, transportation, etc.--that constitute major ele-
ments in the design of PHC services. A variety of manuals and
guidebooks have been published which discuss these and other
“"practical" issues in depth (e.g., King, 1966; WHO, 1976; Snith,
1978) . Much of the operation of programs in the community can
indeed only be discussed in teras of clinical considerations.
However, without reaching this level of detail we may identify at
least three types of factors which influence the extent to which
PHC programs are able o achieve their goals:

1. The socioeconomic and political structure of communities,
which determine program access to the target population and
the possibilities for commurnity involvement;

2. The anature of existing health <care services in the communi-
ty; and

3. The presence of administrative support for the PHC progranm,
and its relationship to the availability of coammunity re-
sources.

As discussed above in Chapter I, basic measures of the "out-
puts® or "success" of service delivery include:

1. rates of PHC service utilization by the beneficiary popula-
tion (and more importantly, changes in these utilization
rates); and

2. the extent of community participation in program activities.

For several reasons, the systematic study of PHC at the com-
munity level is relatively difficult. In the first place, there
is suvbstantial variation among local settings, both within coun-
tries and between countries, which makes generalization about the
relationship of inputs to PHC outputs very problematic. Second,
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even where services are provided, it 1is often not possible to
judge how well they correspond to local needs and to underlying
program capabilities. Pinally, a variety of cultural, social,
and political factors affect how service utilization is translat-
ed into effects on health status; thus, as described in Chapter
I, the "outputs" at this level are only proxy measures for the
technical "outcomes" of PHC. Data collected in the community
setting is, as a result, likely to be unreliable for purposes of
generalization, and cross-national comparison of PHC programs may
be expected to be weakest at the community level., Tne hyputheses
contained in this chapter are therefore schematic, and brief
rather than exhaustive.

B. Socio-Political Structure

A number of structural ccnditions that are present at the commu-
nity level may greatly influence the ability of a particular pro-
gram to reach its target population. As at the national level,
local politics is an arena for the promotion of competing clainms,
in which benefits of all kinds, including PHC, are distributed
according to the organization of existing rescurces. As dis-
cussed by a number of authors (including Grindle, 1980:31-32),
government program benefits are often not orevi‘ed as intended
because of local political and bureaucratic relations. In many
communities the distribution of resources is closely aligned with
the pattern of social cleavages, aiong ethmic, religious, or oth-
er cultural lines. To the extent that these political, econoumic,
and social barriers isolate the interests of beneficiary groups,
there may be in fact only limited prospects for the acceptance of
any government intervention.

In many cases, access to the target population is most
strongly reflected by the degree of community participation in
PHC activities. A central feature of the operation of PHC pro-
grams is their encouragement of, and reliance on, participation
by the local population; this follows closely from the principles
of the "basic needs" approach to development. The success of
many PHC programs has been argued to be related to the ability to
generate initial community interest, to organize participation in
all aspects of PHC operations, and to obtain an ongoing commit-
ment to program support. Among the benefits of community in-
volvement are improved comamunication between health workers and
the local population, greater flexibility and responsiveness in
program operations, and an increase in the contribution of local
resources. (1)

(1) See, for example, Djukanovich and Mach (1975); Field (1973)3
and WHO (1979).



- 137 -

Community participation in different types of developnment
programs has been the subject of a large literature, and we can-
not discuss here the wide variations that are found in its func-
tions, mecbanisas, and impacts. We may, however, briefly suama-
rize a set of generalizations about participation that were nade
in a recent state-or-the-art paper:

* participation is not a single thing, but rather a rubric or
heading under which a variety of distinct, thougbh related, ac-
tivities can be analyzed and promoted.

* Participation for development is not the same thing as partici-
pation in politics; it is broader, with a wider range of goals.

* Participation is not an end in 1itself, but it is more than sim-
ply a means to other ends.

* Participation is not a panacea: it often appears to be neces-
sary, but it is not sufficient, for project success.

* participation cannot be separated from administration; the view
that "only the people can help themselves" 135 as unreflective
as a narrow focus on bureaucratic processes.

* Participati n can be frustrating as well as helpful; it may
strain administrative capacity and complicate program logis-
tics, at the same time as it contributes to program benefits.

* There is a connection among different kinds of participation,
although there is only fragmentary evidence about the exact re-
lationships between involvement in decisioamaking and the wider
distributiou of project benefits.

* Even as a "development" activity, participation is inescapably
political--as is any activity that promotes change 1in the use
and allocation ot resvuurces in society. (2)

Participation in PHC takes three principal forams, of which
some combination is likely to be found in all program settings:

(2) (Uphoff et al., 1979:279-85). The overall conclusion of this
study is that "participation is possible and, under mary con-
ditions, desirable to achieve the development goals set by
LDC governments and development agencies (p. 284; see 2lso
Cohen and Uphoff, 1977). Much of this literature addresses
participation in the context of multicectoral programs such
as IRD. Thus, while findings such as these are broadly ap-
plicable to PEC, all generalizations about participation may
not be immediately transferable to the health sector because
of differences in program goals and strategies.
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1. Invoivement in the recruitment of PHC workers froas the local
comaunity;

2. Involvement in decisionmaking and other program activities,
which may include planning, oversight, and coordination with
other sectors; and

3. The contribution of fees and other local resources.

Community participation, as one of the output measures in our an-

alytic model, is thus important as an element of "content" of
pHC, and its scope and intensity will be determined in part by
elements in the design of specific prograas. In addition, 1its

form will vary according to features in the community, and to po-
litical and administrative conditions such as have been discussed
in preceding chapters. As described in Chapter I, a large amount
of documentation is available on the role of community participa-
tion in PHC programs, but there remains only a small number of
studies that permit comparcative generalizations to be drawn.
This work includes many studies of individual countries, as well
as several larger comparative studies which have been conducted
principally under the sponsorship of WHO. Yet in only a few of
these latter cases has there been an attermpt to maintain a con-
sistent unit of analysis, and to collect similar data across

country settings. (3)

From these works and others, we are able to set out several
preliminary hypotheses concerning participation in PHC, in rela-
tion f.o community-level characteristics. Specifically, these re-
late to the local distribution of power and resources; the social
organization of «communities, including the presence of social
cleavages, coopecative values, and local organizations; and the
relationsnip oi the community to the national government, includ-
ing the history of development programs in the local acea- Fur-
ther aspects of these topics are discussed in the following sec-
tions as well. In combination, these 1mply a set of
wfacilitating « ~~ditions" for effective access (o the target pop-
ulation and community involvement in PHC. Because they are re-
lated to factors outside of particular communities, and to activ-
ities in sectors outside of PHC, 1t must be emphasized that their
presence does not in any way ensure program SucCess, although
their absence is likely to constrain the capacity of PHC to reach
and to involve its intended beneficiaries.

(3) See, for example, Newell (1971) ; Djukanovich and MHach (1975) 3
WHO (1977); WHO (1979 : WHO (1981). In particular, the 1977
study, which was conducted jointly by WHO and UNICEF, gener-
ated case studies of participation in PHC from nine countries
(Botswana, Costa Rica, Indonesia, Mexico, Senegal, Sri Lanka,
Vietnam, Western Samoa, and Yugoslavia) with a common data

format.
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Pirst, a central aspect of the ability of a government PHC
program to reach its target population has to do with the econom-
ic and political structure of the local setting, 1in terms of the
distribution of resources which enable groups to make and enforce
claims. Any comnmunity-targeted program represents a flow of ser-
vices, which are capable of being diverted or '"captured" by those

with sufficient power. A question naturally arises, therefore,
over the appeal (or threat) of the proposed change to current
holders of power, prestige, and security (Bjorkman, 1980). ks

has been discussed in Chapter I, the "content" of PHC makes it
somewhat resistant to accumulation and '"capture" by the better-
off. (4) Furthermore, PHC does not represent a "zero-sum game," in
the sense that it extracts resources from one segment of the com-
munity and provide them to another. Regardless of these consid-
erations, hovever, services are most likely to flow to those who
are already advantaged, unless specific contravening efforts are
made. Agarwal (1974), for instance, describes the general ten-
dency of rural health programs in India to benetit the rich farm-
ers who dominate village councils, frequently leaving the poor
with little access to services.

The literature clearly shovws that the distribution of power--
-whether measured in economic terms, as by the distribution of
land and income, or politically, as ay the representativeness of
local government structures--may influence all aspects of PHC op-
erations. Because of the recognized need to 1introduce PHC
through community leaders and to gain their sponsorship (Manage-
ment Sciences for Health, 1979:5~6; Pyle, 1979:32), it is impor-
tant that leaders be responsive to the interests of the poor.

A second major point at which programs are shaped locally is
in the selection of candidates for village health worker (VHW)
positions, which is a community function in many PHC proyrams. (5)
Much of the success of China's PHC system has been attributed to
the institutionalization of local VHW selection; Q'Connor (1980)
describes the relatively formal procedure used in Afghanistan to
recruit VHWs, focusing on mature, settled residents of the commu-
nity. 1In Iran, however, similar processes were found to lead of-
ten to the selection of the kinsmen of village headman for para-
professional jobs, and to a teandency to exclude women from these
positions (Ronaghy and Solter, 1974). lL.ikewise, Banerji (1974)
describes the intrusiox cf community politics into worker re-
cruitment in the early stages of India's rural health progranm,

(4) That is, while services are clearly visible in the community,
they do not generate a highly tangible product which can be
hoarded, diverted, or divided up (e.g., Uphoff, 1980:43-45).

(5) (E.g9., Esman et al., 1980:23) . Pyle {1979:35) similarly
stresses the need for VHWsS to be selected '"in partnership
with the community."
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where young unemployed graduates who had returned to their conmu-
nities were given a large proportion of VHW positions. As noted
by OUphoff et al. (1979:246), such practices are likely to lead to
a high turnover rate among workers, and reinforce an already
skewed Jdistribution of health resources. Pinally, the strength
of community participation also appears to be directly related to
local government structure. The study by ' .J/UNICEF, for exanmn-
ple, Ffound that participation was most succcssful in coupunities
whose decisionmaking processes allowed a broad range of input and
initiative, and where authority and power were oxercised in an
egalitarian rather than vertical manner (WHO, 1977). In general,

71. The more eguitable is the distribution of economic ani
political resources at the local level, the greater is
the likelihood that PHC services will effectivaly reach
the target population.

And,

72. The_mor~ open and_representative are local governmental
structures, the more effective will be community pac-
ticipation in PHC.

In many instances the distributinon of local resources is
closely related to the social composition of the population, and
to the presence of cleavages along ethnic, religious, political,
or other lines. Although much of the tiscussion of the political
implications of social cleavages focus2s on inter-regional dis-
tinctions and their iapac“s on resource allocation at the nation-
al level (e.g., Young, 19763 Uphoff, 1980:58), even within commu-
nities differences 1in social status ana power may lead to
inequities in the <coverage of PHC and other progranms. Progranm
henefits may be controlled by dominant groups, to the exclusion
of others who may be amonqg the intended target population; such
restrictions may be deliberate, or be the result of traditional
patterns of group separation (Elling, 1980a:205). For example,
lou-caste groups in India have been observed to be excluded fron
health facilities which ace sited in more affluent areas of the
community, or which are statffed by workers who are nmembers of
higher castes (ICMR, 1976). In Central America, Indians are of-
ten found to be unserved by programs which are controlled by dom-
inant non-Indian groups (Bossert, 1982). FPurthermore, cultural
cleavages are usually reinforced t+y other social divisions such
as membership in or alleqgiance to different political parties.
These issues are particularly significant for PIUC, in that the
program objectives emphasize the weaker segments of the oopula-
tion that are most likely to be excluded on many «. .ferent
grounds. () PFinally, cleaveges are also seen to influence the

(6) Por a aore detailed treatument of these points, see Uphoff et
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effectiveness of community involvment in PHC activities. Evi-
dence on this point is limited, but the WHO/UNICEF study cited
earlier, for example, found that successful participation efforts
in PHC tended to be associated with greater socioeconomic and
cultural homogeneity of local communities, and an absence of pro-
nounced ethnic or religious stratification (WHO, 1977). In gen-
eral, it may be expected that the presence of any major cleavages
will diminish the probabiiity of equitable program coverage and
full participation by beneficiaries. We hypothesize,

73. The greater is the social, ethnic, religious, _and_po-
litical _homogeneity of the population in_ _a community,

the more_likely it is _that PHC__programs_will reach
their intended beneficiaries and incorporate local parc-

ticipation.

A further constraint on the provision and use of PHC services
may arise where there are significant barriers between the target
group and the national government. As was discussed in Chapter
II, PHC and similar programs may be initiated by regimes which
have an unstable relationship to the population, as a means of
expanding their base of support.(7) Where there remain major
ideological differences between the target group and the govern-
ment, however, the program may prove unacceptable to its intended
beneficiaries. (8) Barriers may also arise due to ethnic, relig-
ious, or other differences between the regime and the target pop-
ulation, which may be reflected in cleavages at the local level.
In all cases, the significance of these factors must be deter-
mined in relation to specific commurities and governments. Over-
all,

74. The fewer are the ideological, social, and cultural
barriers _between_ _the reqim> and the target gqroup for

- — e\ - e i S

al. (1979).

(7) This strategy may be considered less useful if the target
group is among the "unmobilized sectors" of the population,
which do not participate significantly 1in the political pro-
cess.

(3) In the extreme case, the target group may be among the "ex-
tra-stability sectors" which are actively opposed to the re-
dime. More commonly, a lack of acceptability is likely to
derive from various implications of involvement in government
activities.
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Purthermore, regime attitudes toward the target population
may greatly influence the degree to which progyram benefits are 1in
fact extended, particularly in cegacrd to the possibilities for
community participation. The JCHP study, tor example, discusses
the likely nature of participation in different socio-political
situations, distinquishing among "unfavorable," "politically tol-
erant," and "socialist country" circumstances (WHO, 1981). The
report suggests for the first case tnat community 1involvement
will be ineffective and difficult to maintain, especially where
the hostility of both the government and local elites is aroused.
Under "political tolerance," participation is seen as contribut-
ing to the goals of PHC, as well as to the broader processes of
self-reliant development. In socialist settings, regime ideology
is seen as encouraging the mobilization of pclitical support, al-
though it is noted that the wmechanisms employed may in fact in-
hibit free expression. These cases are clearly composite types
which may not fully reflect the situations of specific countries,
but the case studies that are offered illustrate the role of the
national governnment in determining the potential scop2 and use-
fulness of participation. Other stuldies in the development lit-
erature also demonstrate this relationship, for exaample in coun-
tries where effective initial mobilization efforts are later
curtailed by resistant or hesitant governments (Bossert, 1982).
In general, it appears that

75. The_greater is the national political support for com-
munity participation, the greater will be the contribu-
tion of local involvement to PHC program pecrformance.

Closely related to the preceding issues are the effects of
cultural values which surround social activity and which condi-
tioa, in particular, the prospects for community involvement 1in
PHC. The JCHP study, for innstance, describes the variety of
ways in which cultural attitudes may influence the potential for
community acceptance of PHC and the likely scope of participa-
tion, potentially in contradictory directions:

nThe ethos of some societies, in which traditional val-
ues of obedience, respect and subordination remain im-
portant, places obstacles in the way of active and in-
novative community participation. When such values are
combined with a strong emphasis on charity and good
works, as in Buddhism, participation may well be essen-
tially passive, and express Iitself mainly through the
giving of donations for community health activities.
On the other hand, where community members are willing
to accept the instructions of elders and other village
leaders, and the latter are tmodernizers,’ the very
structure of the community and its values may be gradu-
ally transformed. These varied forces, sometimes pull-
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ing in opposite directions, are at work in Burma" (WHO,
1981:22).

In assessing the "exportability" of the China's PHC systea, Rona-
ghy and Solter (1974) found that the prevalence of rivalries and
individual rather than cooperative values in Iran limited the
transfer of the Chinese model, which iLs based on stronger va.ues

of communal support. Field (1977) ascribed much of the success
of a PHC project in southern India to values of openness and re-
spect which were embodied in the strategy. Consideriuag a larger

sample of cases, the WHCO/UNICEF participation study observed that
communites with successful local involvement in PHC tended to
have a history of mutual involvement and communal work patterns
(WHO, 1977). The need to respond to local values and attitudes
during the introduction of PHC is reflected 1in the significance
that is attached to educational components by many authors (e.g.,
van Wijk-Sijbesma, 1979). Although it is difficult to determine
the exact content and durability of «cultural values even in spe-
cific cases, or to identify the most effective approaches to pro-
moting changes in them, the available evidence indicates that at-
tention to this area is not misplaced. 1Iun general,

76. The_stronger_are cultural values favoring communal ac-
tivity and cooperation, the stronger will be community
support for PHC and the more effective will be local
participation in PHC operations.

One important means for mobilizing community support and in-
volvement in PHC is the linkage of program activities with those
of existing local organizations and social service networks. Re-
view of the literature on paraprofessionals, as well as many case
studies, 1indicates that PHC programs tend to be more effective
when linked with some form of local organization (Esman et al.,
1980:82; Colle et al., 1979). Such organizations may take a va-

riety nf fornms,. On the one hand, they may have been developed
specifically for health-related activites, im which case the
linkage process will be relatively direct. Such organizations

include local health committees, or mothers'! clubs or «cther
groups established to promote family »lanning. (9) Somewhat less
common are broadly-based local organizations designed to promote
a wide range of development efforts, particularly ian agriculture.
Health care tends to form a minor part of the activities of these
structures, but the opportunities for including PHC in their
agendas are clearly present and the literature strongly suggests
the usetulness of such linkages.

(9) The formation and use of health committees is a central ele-
ment of the PHC programs of many countries; a single-sector
focus has the advantage of reducing ambiguity over the nature
of community involvement (Esman et al., 1980:83).
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Local organizations for rural development have been the sub-
ject of a significant literature over the past decade (see, for
example, the case studies analyzed in Uphoff and Esman, 1974;
also Uphoff et al., 1979; Korten, 1980). The "local organiza-
tion" model encompasses a number of dirfferent foras, and is dis-
tinguished chiefly in its contrast to state-administered, pri-
vate, and political networks. As described by Uphoff and Esman
(pp. 23-26), their objectives are generally diffuse, involving
the improvement of agricultural productivity, rural incomes, and
rural population welfare (through health care, nutrition, educa-
tion, and other activities). Pyle (1979:42) stresses the role of
local organizations in the acgquisition of political power by the
poor. Conditions cited for organizational effectiveness closely
follow the points set out in our preceding hypotheses: that
there should be local initiative 1in development and an equitable
distribution of zconomic assets; in addition, performance appears
to be associated with the number of levels at which an organiza-
tion is active, the number of channels through which it operates,
and the range of functions that are performed (Uphoff and Esman,
1974:63-75) . In view of the wide variety of such organizations,
however, it must be emphasized that all of these generalizaticas
must be tested in regard to specific situations.

The JCHP stundy cites a number of case studies of PHC involve-
ment through local organizations, noting the advantages of inter-
sectoral coordination: "By establishing links with such organi-
zations at the community level, the health care system can
mobilize people through mechanisms that are familiar to then,
setting health in the wider <context of local experience rather
than excluding this by operating separate ‘health combnittees'"
(WHO, 1981:24). The earlier WHO/UNICEF study similarly pointed
to the success of PHC interventions which made use of prevailing
patterns of community organization of any type (WHO, 1977; see
also Korten, 1980).

Different country and community circumstances will determine
whether local organizations are best organized along sectoral,
political, and/or other lines.(10) What is important is that some
organized health program fuanction is carried out. Ahere a spe-
cific health <conmnmittee is not found, program promotion may be
conducted under the auspices of broader comnunity development
committees; focused ihealth committees may be developed out of
these or other 1lncal councils, .r they may be freshly started.
However organized, committees may come to take part in local-lev-
el health planning, personnel selection, management decisionmak-
ing, and tlie provision of feedback and support (Colle et al.,
1979:31-34). Recognizing the variation in the forms of local

(10) Esman et al. (1980:82,89), for instance, found no inherent
relationship between PHC program success and the degree of
involvement in political activities.
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organization, we may hypothesize,

77. The greater _are_the avenues for channeling participa-
tion_through_existing local organizations, _whether fo-
cused on health-related activities or serving wider
purpeses, the more effective will be community utiliza-

tion of PHC services.

One important basis for the development of 1local organiza-
tions for PHC 1is the presence of other government programs that
incorporate community involvement. Such programs may be in spe-
cific sectors (e.g., nutrition, education, family planning, pub-
lic works), or they may be explicitly intersectoral in nature.
The presence of related participatory prograams thus offers a
springboard for participation in PHC; perhaps more importantly,
the success of earlier efforts demonstrates the potential for lo-
cal involvement in government activities, and refl«cts the will-
ingness of the bureaucracy of the regime to promote this involve-
meat (Grindle, 1980) . Rural extension programs in different
sectors have been observed for some time to fulfil botn of these
pucposcs for PHC (WHO, 1977).(11) Despite the availability of
scattered case exanmples, evidence on the cross-program promotion
remains fragmentary. However, we may tentatively generalize,

78. 7The_stronger is the presence of other government pro-
qrams in rural areas, and the more successful has been
their experience with community involvement, the great-
er is the potential for successful participation in_and
utilization of PHC.

Our hypotheses in this section have set out some general con-
ditions which are likely to affect the ability of PHC programs to
effectively reach their target populations, and the prospects for
participation in PHC activities by community members. These fac-
tors relate as well to a number of the political and administra-
tive conditions that have beea discussed earlier in this report,
but they may also be independently significant at the community

(11) At the same time, howvever, previous government-sponsored
programs may have had negative effects at tehPhe community
level, and so may reflect unfavorably on the prospects for
PHC. A major example here is found in the experience of
family planning programs, which have 1in some countries al-
ienated rural populations. In India, for example, the early
identification of community health programs with family
planning led to 1limitations on the wutilization of rural
health services (Banerji, 1974). These cases suggest that
care nmust be taken in the development of linkaygyes in PHC de-
sign.
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level. The implications for policy action are limited, because
of the lack of control that can be exercised in this area by ex-
ternal agencies. At minimum, it may be suggested that PHC pro-
grams are not likely to be successful where most orf these condi-
tions are not met. Donor support can be used most effectively
where economic, political, and cultural conditions favor PHC;
vhen these conditions are absent, it appears that external assis-
tance can be most productively used for more restricted types of
health and development services. Beyond this, the fostering of
local crganization support for PHC, as appropriate to national
political conditions, appears to offer the greatest opportunities
for PIC promotiot. In the following sections we build on these
considerations, and relate them to aspects of local health sys-
tems and program resources, to provide a framework for the gener-
ation of more concrete assistance strategies.

C. _The Local Health System

The experience of PHC programs has demonstrated that the intro-
duction and operation of rural health health services must be
viewed in the context of the entire local health care system, a
perspective which is clearly reflected in the PHS literature. 1In
this section we outline a number of characteristics of existing
community health services which influence both the design of
health services and the probability of their effectiveness. of
chief concern is the relationship of PHC to prevailing conditions
of demand and supoly: new services will be accepted and utilized
to the extent that they meet "unmet, felt neads" for health care
in the coanunity. When needs are not perceived, or when PHC is
not perceived as responding to thenm, populations cannot be ex-
pected to make use of them, regardless of program capacity (Ban-
erji, 1974). Our hypotheses cover, first, basic factors that are
expected to determine the demand for PHC: the epidemiological
situation in the community, utilization patterns of both tradi-
tional and modern health, and the overall supply and costs of
health services. We then turn to features of the traditional and
modern services which affect the implementation of PHC progranms.

The first and perhaps most general deteraminant of the effec-
tiveness of PHC in achieving its objectives has to do with the
existing health conditions in the community. Disease prevalence,
nutritional status, sanitation, occupational hazards, environmen-
tal conditions, and a variety or other factors all define the ep-
idemiological situation in the local area or region, which sets
the baseline needs for health care. The contribhution of these
factors varies substantially both between and within countries,
particularly in regard to different population groups. In addi-
tion, the perceived significance of health conditions may be at
variance from "objective" assessments. Por these ICeasons, gJener-
alization about the relative importance of these factors is obvi-
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ously problenatic. However, it wmay be seen that 1in the
aggregate, health status levels and their interpretation by the
community form the starting point for any approach which is taken
to their improvement. The point appears to be often overlooked
that programs must be designed to respond to the most serious
health problems in the community, as determined, for example, by
epidemiological surveys and local interviews (Cassell, 1976;
Berggren et al., 1981). Education components are generally in-
corporated into program strategies in order to heighten the popn-
lation's awareness of these problems, and of the benefits that
may be realized through PHC-related activities. Overall,

79. The__lower are health_ _status_levels in__the community,
and_the more_seriously these are perceived by community
mesbers, the more likely is the accentance and utiliza-
tion_of PHC services.

It is rarely if ever the case that PHC is introduced into a
"health service void"; rather, programs operate in a setting com-
posed of a typically wide range of other health care providers.
Prorinent among these are the diverse group of traditional or in-
digenous healers that are an element of alJl cultures and socie-
ties. This category includes practitioners in long-standing tra-
ditions (such as Ayurvedic healers in Tndia), as well as others
tyves which have often developed after contact with modern medi-
cine (e.g., injection doctors and pharmacists). The content and
distribution of functions performed by these practitioners ranges
considerably, as described in Chapter 1I. Particularly in more
traditional cultures which have maintained some 1isolation froam
the urban sector, indigenous healers are likely to have high so-
cial standing. Yet even in rapidly changing societies they con-
tinue to provide health services which are often unavailable
through alternative modes of care.(12) It may be expected that
the demand for PHC will be limited to the extent that such pro-
viders meet a large proportion of a community's health needs;
furthermore, in this situation it is 1likely that traditional
practitioners will actively resist the introduction of PHC or
other health services that are perceived to be competitive
(Kleinman, 1978). Initially we hypothesize,

80. The greater is_the supply of traditiomal health practi-
tioners (and pharmacists), and tne greater is their
utilization_by the local population, the lower will be
the_demand for PHC and the more difficult it will be to
introduce PHC services.

(12) The prospects for their future, and associated policy impli-
cations, are discussed elsewhere in this report. For a com-
prehensive bibliography on traditional medicine, see Singer
and Titus (1980).
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A second major influence on the relative demand for PHC ser-
vices is the coamunity's exposure to "modern medicine," and the
local availability of "modern" health care. There is considera=-
ble documentation of the preference on the part of rural popula-
tions in developing countries for the level of services repre-
sented by formally trained physicians, hospital-based treatment,
and the use of manufactured pharmaceuticals. This pattern of de-
mand i1s clearly reinforced both by its association with urbaniza-
tion and deveclopameat, and by the demonstrated efficacy of such
treatment for many cowmmon health conditions. As pointed out by
Mburu (1976) and others, the role of wnodern medicine in symboliz-
ing socioecononmic development and the improvement of living stan-
dards is reflected in the nearly universal building of hijh-tech-
nology urban hospitals with scarce health resources. In rural
areas, the application of medical technology has 1led to corre-
sponding changes in attitudes towards health care, and a desire
to changye certain formerly prevalent health conditions. As a re-
sult of the penetration of the Western model of medicine, alter-
natives to physician-provided services such as PHC are widely
considered to be "second-class medicine" ({e.g., Rcnaghy and Sol-
ter, 1974; Bossert, 1982). Thus, despite the potentially lower
costs of PHC as well as various traditional modes of care, the
perceived quality of modern medicine has brcught about a notable
reorientation of rural attitudes to health.(13) This perspective
is strengthened by exposure to modern medical values through the
media and through urban-rural migration patterns (Bjorkman,
1979). Thus, where physicians make up a large part of the health
system in rural areas (as is found in many countries), their
presence 1s likely to further intensify this demand as well. In
addition, the linkage of 1local physicians with professional
groups at the national level may be expected to increase their
effectiveness at resisting the introduction of PHC. (14) He

.

(13) This phenonmenon is.widely recognized in the anthrcpological
literature; see, for example, Foster (1978). In addition,
effects on the supply as well as the demand for ctural health
services are cited in the comparative literature. Ronaghy
and Solter (1974) observe that the stability of the barefoot
doctor model in China is supported by culturzl attitudes fa-
voring appropriateness of care and preventive activities,
whereas paraprofessionals in many other countries often mi-
grate or seek to move into more formal medical practice.
Some writers have arqued on the basis of this evidence that
urban medical care 1is being short-changed in the drive to-
wards PHC (e.g., Cook, 1976).

(14) Local physician resistance to PHC programs may best be con-
sidered as an extension of the physician response at the
policy level that was discussed in Chapter II. It is dis-
tinct, however, in that it is mediated in large part by user
demand. Although evidence here 1is fragmentary, there are
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hypothesize,

81. The greater is the exposure of local populations to
modern__medicine__throuqh communication and _migration
patterns, the lower will be the utilization of PHC and
other non-physician _health services.

And,

82. The greater is the supply of physiciauns in rural aceas,
the lover 1is the probability of effective implementa-—
tion of PIC.

In addition to traditional and modern private practitioners,
tne supply of local health providers frequently 1includes other
government programs, such as public health clinics and health
posts; disease-control stations; and related services such as nu-
trition programs which fall within the range of PHC functioas.
To the extent that these services are not administratively inte-
grated with PHC, they represent potential competitors with PHC
care. A variety of voluntary agency-managed health services,
such as those run by churches and domestic and 1international
charitable agencies, are often available as well. (15) Here again,
PHC may be viewed as competitive with existing services 1if its
introduction is not explicitly rationalized to avoid this (for an
early critique on this point, see Paddock and Paddock, 1975). fHe
offer a summary hypothesis:

83. <The _greater is the supply of non-PHC health services in
a country, and the less these services are rational-
ized, the lower is the probability of successful PHC
utilization and participation at the local level.

The impacts of the supply and organization of existing health
services on the prospects for PHC effectiveness are further medi-
ated by the relative costs of the different types of health

strong indications that this dymamic 1is an important factor
in PHC effectiveness in communities.

(153) On church-operated health services, see Hartwig (1979). The
literature on PVO-sponsored health projects is more substan-
tial, but unfortunately it rarely addresses aggegate dimen-
sions of the scope, quality, and population coverage of
these services. A limited attempt in this regard is seen in
the survey by APHA (1977, and later materials), but here as
in almost all cases, the focus is on specific projects rath-
er than on area parameters. See also Cole-King (1379), and
our discussion above in Chapter II.
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services. Issues of the cost of PHC in relation to overall com-
munity resources and to prevailing patterns of health care expen-
diture are discussed at a general level in the PHC "strategy"
literature, and they are addressed as well in many proguran evalu-
ation documents. Nonetheless, this subject has not been dealt
with extensively in comparative analyses, althoigh it is coning
under the increasing attention of national governments and donor
agencies. Local contributions to PHC are indeed viewed as essen-
tial to meeting recurrent proqrams costs and to the establishment
of local accountability--and thus to the long-run stability of
PHC activities (e.g., Pyle, 1979:38; Esman et al., 1980:93). It
is recognized that local contributicns cannot be expected to sub-
stitute for government resource allocation to PHC (WHO, 1981:31) ;
at the same time, fee schedules and other community support lev-
els must be established so as to be reasonable in the context of
the local health care system. (16) Agarwal (1974) points out that
acceptable levels of community contribution to PHC are highly
sensitive to patterns of demand. Similarly, Bjorkman (1979)
shows that cost variations are important in the selection of
health care providers by rural populations in India. Thus, while
relative costs are in some measure a "content" factor in PHC ser-
vices, they are also contingent upon prevailing economic patterns
in the local health care system. We hypothesize,

84. The lower are the costs to the community of PHC, rela-
tive to the costs of other available health se:svices,
the gqreater will be the utilization of PHC.

The introduction and rationalization of PHC within 1local
health systems has at least two further aspects which relate to
the provider categories described above. The first of these con-
cerns the linkage of PHC services with traditional modes of care.
As was discussed at the policy level in Chapter II, the gradual
incorporation of indigenous healers into the PHC model is an at-
tractive and frequently necessary strategy (see also ICHR,
1976:200). As summarized by Ophoff et al. (1979:249),

"conflicts may sometimes may be avoided by retraining
and incorporating traditional healers into the modern
health delivery system, provided, of course, they are
willing to accept this option. Because these practi-
tioners have a preexisting clientele, such an approach
would also minimize problems of legitimizing new treat-
ments and care. Furthermore, recent evidence indicates
that traditional health practices are often more effec-
tive than commonly assumed by western medical

T L T e e ———

(16) The issue of local resource capacity and its relation to the
provision of government program support is discussed wmore
fully in the following section.
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experts." (17)

Several design features of PHC may facilitate the incorporation
of traditional practitioners. Paraprofessional jobs way be sim-
plified or focused in order to permit an easier saift to PHC
roles; the wide range of VHW job descriptions shown in many sur-
veys is in large part a response to existing skill levels of var-
ious indigenous workers (e.g., APHA, 1977; Baumslag et al., 1978;
Colle et al., 1979). fn addition, a responsiveness to tradition-
al values in PHC service delivery combined with educational ac-
tivities 1s widely recoumended (O'Connor, 1980; WHO, 1981:22).
However, certain characteristics of the traditional system are
likely to influence the willingness of indigenous healers to "ac-
cept these options." For example, the strength of religious be-
liefs underlying traditional mode3 of healing, other cultural at-
titudes and values concerning the role of the healer, and the
degree of exposure to modern medicine will all affect the flexi-
bility of the traditicnal system for adapting to PHC. In gener-
al,

85. The less rigid are the belief systems surrounding the
traditional practice of medicine, the greater is_ the
probability that indigenous healers _can_be successfully
incorporated into PHC-=-and in turn, contribute to PHC
utilization and participation by the community.

An opposite set of considerations govern the success oif link-
ages between PHC and local physician-provided curative services.
Although cases are cited where PHC and modern practice exist ex-
clusively of one another in comnmunities, the perception of compe-
tition is likely to make this arrangement unstable. Thus, when
PHC programs are introduced, their effectiveness may rest on the
deliberate avoidance of conflict witia physicians (Denny, 1975).
Over the long term, however, acceptance of PHC by local physi-
cians appears to be best promoted by the presence of a referral
system which defines the respective roles of different health
providers in the community; such a system is also likely to ex-
pand the ability of local providers to meet community health
needs. (18) Referral networks face the real risk of being

(17) Countervailing arguments have been offered as well; Foster
(1978), for example, sugyests that traditional practice be
allowed to die out on its own. lHowever, the evidence of nu-
merous case studies jenerally demonstrates that passive
strategies may not be effective.

(18) (Banerji, 1974; Cole-King, 1981; Habicht, 1981). The JCHP
study 1in particular emphasizes the relation of community
health care activities in the community to higher-level fa-
cilities and to the national hospital system (WHO, 1981:30).
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dominated by physicians and a curative orientation to care, and
if highly centralized they may serve to funnel patients away f{romn
more appropriate PHC services (Heller, 1978) . Yet a rationalized
referral system in most cases orLfers the best setting for the re-
direction of physician attitudes, at the natioral as well as at
the local level (Pyle, 1979; Cole-King, 1981). 1In all,

86. The stronger and better organized is a countrCy's health
care referral network and the better stronger it is at
the local level, the greater is the likelihood that PHC
can be effectively integrated into the natiomal health
service system, and that local-level utilization of PHC
will grow.

As before, our hypotheses in this section refer primarily to
factors over which policymakers and external agencies have little
control, especially in the short run. If valid, they do suggest
that a greater supply of traditional and modern practitioners 1is
likely to diminish the chances for effectiveness of PHC initia-
tives. However, where the resulting competitive pressures are
not overwhelming nmeasures may be usefully taken to prorote the
linkage of PHC with these other services, chiefly through the in-
corporation of traditional practice into PHC where possible and
through tihe development of national health referral systenms. An
issue common to all of these points iy the establishment of rea-
sonable and competitive levels of community contribution ..nd fees
for PHC, ir order tc provide a functioninyg local health c.re mar-
ketplace.

o e e s b . . S i e s S el e ook e B G st

The «vailability of resources stands out as perhaps the wmost
critical concern in the implementation of PHC at the communiiy
level. Requirements for financial and other program resources,

and the appropriate mix of these resources between the health
ajency and the community, are at least partially determined by
features of the conmunity setting. In this <chapter we briefly
review the major community-level i1nfluences on PHC resource re-
quirements, and relate these requirements to various strategies
for resoucce development and allucation. The factors include,
first, aspects of program logistics and infrastructure, and ad-
ministrative characteristics of the health agency. The burden
that is placed on bhealth agency capability, as well as the eco-
nomic situation of lo<al areas, in turn influences the scope and
level of contributions to PHC which must be made by comamunities.
Different approaches to program support are then indicated, de-
pending on the relative avalilability of resources from the agency
and from the community.
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A central factor in the ability of the health agency to
deliver PHC services to rural populations is the physical acces-
sibility of local areas. PHC maintains a continuing requirement
for the provision of supplies and equipment and for managerial
contact with projram sites, and in many countries this presents a
major barrier to PHC effectiveness. The physical distance of ru-
ral comounities from health agency offices, as well as the Jjuali-
ty of transportation and commurication, thus affect virtually all
aspects of PHC operations. In many projects, these eleaents may
in fact consume a substantial proportionr of PHC budgets. Physi-
cal accr.,sibility may be limited in remote areas of the country,
vhere road systems are often poorly develogel and where weather
may hinder the ability to keep 1in contact with local facilities.
Certain types of target groups, such as nomadic populations,

present additional problems in this regard. Transport condi-
tions, in terms of the =2wvailability of vehicles, fuel, and staff
may further constrain administrative support. These issues are

not systematically addressed in the literature, owing in part to
difficulties of generalizing over wide variatioas 1in prograa set-
tings. A number of authors, however, have wWwritten about the im-
pacts of these problems on service delivery 1in particular coun-
tries and projects. (19) Initially, then, we hypothesize,

87. The poorer is the physical accessibility of target pop-
ulations and the greater are the requirements for
transport, the less likely is effective implementation
of PHC.

A second major administrative burder in PHC concerns the
availability of drugs, equipment, and other essential supplies.
Although PHC 1is designed to require minimum levels of program
supplies, there may be severe limitations on the ability to main-
tain even basic stocks in community facilities. The supply of
drugs is particunlarly important; a number of studies have shown
that the credibility of community health services is highly sen-
sitive to the ahbility to furnish drugs to clients, and that uti-
lization may decline substantially where drugs cannot be provided

(Evans et al., 1981:1120-21; Bossert, 1982). This concern rein-
forces the preceding proposition about the need for transport
linkages. It is further necessary that agency supply soucces,

procurement procedures, and distribution networks be suffic’antly
reliable to ensure a steady flow of these supplies (Managewrent
Sciences for Health, 1979:3). 1In all,

(19) See, for example, Gish (1975); Banerji (1974); and Brinker-
hoff (1980). Evaluation studies of specific PHC projects
also commonly emphasize physical and transport problems, be-
cause nf their significant impacts.
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88. The _more_reliable are lines of supply for _drugs and
equipment to community sites, _the _greater will be the
utilization and effectiveness of PHC services.

A third type of requirement for PHC administration 1is the
availability of supervision and local management. This issue has
been discussed to some extent in the preceding chapter, in terms
of the need for quality control and agency responsiveness to lo-
cal conditions. From the perspective of operations in the commu-
nity, local managers are frequently seen as the relevant agency
authority, and thus their presence contributes to program conti-
nuity and stability. Management at district and local levels is
considered by some an2lysts to be the weakest link in PHC opera-
tions, and deficiencies 1in this area are frequently noted as a
major constraint on the possibility of long-term PHC effective-
ness (e.g., Evans et al., 1981:1121; Research Triangle Institute,
1978; Feachem, 1980). As discussed in Chapter ILI, decentraliza-
tion of program responsibility has been proposed as one uweans of
improving agency capacity at local levels; however, we have seen
that while decentralization may have positive effects cn communi-
catinn and decisionmaking in PHC, in the absence cf adejuate re-
sources within the agency as a whole it will not in itself pro-
vide the necessary standards of program support. Various
approaches have been suggested in the PHC nodel for the meeting
of local management needs; these include the establishment of
specific intermediate-level health care functions and the expat-
sion of community responsibility for program planning and over-
sight. (20) Yet while these approaches represent potentially use-
ful alternatives to extensive local administrative involvement by
the heath agency, none has been demonstrated to obviate the re-
quirement for ongoing management ccntact and support. (21)

(20) Intermediate-level practitioners have been promoted for a
nunber of years both to enhance the relatioaship of PHC to
the modern health care system and to provide local manage-
ment capability. The "community diagnosis" approach to lo-
cal-level assessment of health needs and appropriate service
delivery has been described, for example, by Xing (1966),
and more recently by Cassell (1976) aid ICMR (1976). A more
for 'al and better-trained intermediate role is that of the
MEDEX (Smith, 1978). As discussed earlier in this chapter,
community participation may provide members of the local
population with greater authority over PHC planning, moni-
toring, and evaluation. Within the PHC model, however,
questicns remain over the degree to which community members
can be expected to have the necessary technical capabilities
and willingness to perform these functions regularly.

(21) On this point, see Esman et al. (1980:54) ; Banerji (1974);
Management Sciences for Health (1979) ; Habicht and Berman
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Overall,

89. The greater is the capability of the health agency tc
provide local-level management of PHC activities, the
more effective will be the delivery of PHC services.

We may now turn to examine characteristics of the community
itself which affect the availabilty of resources for PHC. One
basic element of ail human development and service programs is
the need for facilities, labor, and other local conctributions.
The exact nature of the contributions that ace appropriate will
of cource depend upon the design of the program; it will also de-
pend on the overall 1level of resources that are potentially
available in the community. "Resources" may be physical, such as
tuildings; financial, as in fees or insurance plans; or human,
particularly in terms of the availability of comnunity members
for work on PHC activities and the skill levels and other person-
al characteristics brought to this work. (22) Without belaborinyg
this point, it should at least be ohserved that many PHC programs
have beep introduced without the necessary assessment of availa-
ble community resources (WHO, 1981). Keeping in mird the possi-
bility of a "threshold" beyond above which higher levels of conm-
munity resources might lead to a rreference for competing
curative health servises, we generalize:

90. Tle greater are the overall levels of physical, finan-
ci2), and_human resources in _a _community, _the more re-
sources are potentially available to PHC proqrams_and
the greater is the likelihood of effective implementa-

tion.

Most simply, we have then two principal resource inputs to
PHC, the health agency and the community. As discussed exten-
sively in the development administration literature, there are
many aspects of these inputs which determine their relative con-
tributions to program operations. (23) Esman and Montgomery

(1979).

(22) In characterizing the types of inputs appropriate to di:rfer-
ent types of communities, Smith (1978) thus cites a distinc-
ticn becxween capacity-creating (i.e., skill-building) and
opportanity-creating (i.e., investment) activities.

(23) See, for example, Esman and M¥ontgomery (1980). Our discus-
sion at this point does not reflect many aspects of the re-
lationships that are being addressed; our purpose is, rath-
er, to briefly introduce strategic considerations. Readers
are referred to this and other citations for further detail.
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(1980:200) note that in the situation of high resource levels in
both the agency and the community, major respomsibilities should
be conferred at the local level in order to maintain community
support. In contrast to this situation, where the resources of
both the agency and the community are weak, these authors suggust
that only non-participative and administratively non-intensive
activities be carried out; over the long run, institutional capa-
bilities as well as local resources must be developed before pro-
grams such as PHC can be effectively carried out. Thus,

91. In__the absence _of significant resources in__both the
health agency and the _community, _the effectiveness of

s it e ot i > e

In the intermediate cases, where either agency resources or
commurity resources are strong relative to the other, PHC pro-
grams mnust be developed 1in ways that take advantage of the
stronger and improve the capacity of the weaker. Following the
arqument of Esman and Montgomery (p. 201), where administrative
capability is weak but there are strong local resources, programs
should be heavily weighted on community support and community
networks:

92. In__the presence of few_ resources_at the _agency level
and greater _resources_in the community, PHC programs
will be _effective to__the extent that they are built
around local participation and contributions,

Where pureaucratic capabilities are strong but iocal resources
are weak and poorly organized, the authors suggest the pursuit of
human development activities that do not require public respoase
and which improve local capacity. Such projects might include
installing sanitation facilities, providing mass immunization,
and the use of extension facilities to promote basic health ser-

vices. As the authors note #The provision of services may be a
first and necessary step in developing institutions in other
fields as well. Health services may foster the development of

local health committees, which may then facilitate the provision
of nutrition and family planuing services." (p. 202). In gener-
al,

93. In_situations _of weak local resourcas _relative to ad-~
minstrative capacity, _PHC_programs will be successful
only as_they build local resources over the long run,
but do not rely or local contributions for ongoing sup-

port.

To conclude, the effectiveness of service delivery in the
community is truly "the proof of the PHC pudding.” A prougram
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that runs the hurdles of national politics to become adopted, and
then 1is effectively administered through careful planning and
management, may still fail because it has not accounted for local
political conflicts, competition from other health services, and

available local resources. These factors may not bhe malleable
for policymakers, but PHC programs must nonetheless be designed
to respond to such considerations. We suggest that PHC will be

most effective in relatively homogeneous political and ethnic
communities; 1in conflicual local settings, programs may have to
be organized to avoid participation by conflicting groups. PHC
programs should also be designed to avoid direct competition with
existing traditional and modern practitioners in the community.
If such competition is inevitable, PHC must be offered at signif-
icantly lower cost tnan the other services. Finally, a success-—
ful "fit" between PHC resource demands and the availability of
local support requires that decisionmakers take into account
transportation arnd supply needs as well as administrative capa-
bility at the local level. Strategies indicated by the above hy-
potheses are (1) to enhance the government supply of equlipment,
drugs, training, and supervision where community resources are
scarce; and (2) to target or reduce such government supply when
community resources can be provided.
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V. RESEARCH METHODOLOGY

The preceding chapter has outlined a set of predicted relation-
ships to £ill .n the general model of PHC policymaking and imple-
mentation that was introduced in Chapter I. The present chapter
discusses issues in the testing of specific hypotheses, and leads
up to a strategy for broader analysis of the model. This chapter
is organized around three central questions, which must be ad-
dressed in any analysis:

1. What can we learn about PHC using this model?
2. What methods can be used for the analysis? and
3. What data are available for testing hypotheses?

The first of these gquestions concerns the explanatory range of
the framework that has been developed--the nature of the infer-
ences that may be drawn, and requirements for indicators of spe-
cific variables. The second relates to the methodology of com-
parative research--the types of tests that can be performed, and
the design options for multiple-country studies. The final ques-
tion focuses on the evidence that will be used in the analysis--
~the needs for different categories of inforration, and consider-
ations of data availability and reliability. Based on this
survey we propose a realistic strategy for research on PHC in
Chapter VI.

A. Application of the Research HNodel

1. Interpretation of the Model

Our hypotheses have brought into consideration a wide selection
of explanatory factors within three relatively separable stages
of the PHC 'process'. The outputs of these stages are closely
interrelated in the production of PHC services and, outside of
the scope of this model, in the achievement of changes in popula-
tion health status. Referring to this framework, ve see that two
broad classes of relationships are involved in accounting for PHC
'success'. First, there are those between contextual factors and
the characteristic of PHC policies or programs which were made
explicit in the hypotheses and are represented by vertical ar-
rows: between 'political factors' and policy adoption, between
‘administrative factors' and program administration, and between
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tcommunity-level' or 'operational' factors and the delivecy of
services. The second type of relationships are those among the
three stages, represented by horizontal arrows: between the for-
mulation of PHC policy, the administration of programs, and the
delivery of services. The conclusion drawn from the review of
the literature, and the basis of the critique made of previous
research in this area, is that any analysis of PHC outcomes nust
proceed through these two phases. Based on examination of the
dynamics in each of the stages of the model used, we way arrive
at an understanding of the range of conditional influences on PHC
efifectiveness.

The precise number of stages attributed to the policy process
is essentially arbitrary; a total of three (as opposed to two or
six, for example) have been included here, both out of conven-
ience, and in recognition of at lea.:t three identifiable settings
in PHC activities occur, which seem to be subject to different
types of influences. The principal objection that 1s made to
previous research on this topic is that studies have either con-
centrated on certain stages only, generalizing to the entice PHC
process, or they have remained at the level of the health or PHC
"system" without examining relationships within the process. (1)
The synthesis that is proposed is, if viable, nonetheless perhaps
ambitious; and even still, the boundaries of the present work do
not extend beyond reaching a starting-point for a broader, 'sec-
ond-phase' study--of how political and administrative variables
relate to economic, cultural, health status, and other "back-
ground variables" in the implementation of PHC policy.

At the outset, several features cf this research model should
be noted which bear closely on its application. First, it is
complex. There are unlikely to be any single, overriding deter-
minants of PHC outputs that can be independently isolated. Be-
cause of the many interrelationships among the elements of PHC,
as has been seen, we should not expect the emergence of any fac-
tors that are both necessary and sufficient for PHC success.
Rather, as in all public policy, a variety of factors work to-
gether to yield outcomes, although some of these will '~ more
critical than others (as appears to be the case with financial

(1) Many of the case studies that were reviewed fall into the
first of these categories, whilie the opposite extreme is rep-
resented by the "system" focus of authors such as Elling
(1980a), DeMiquel (1975), and Terris (1978). It must be en-
phasized that each of these approaches 1is useful for many
purposes, including the suggestion of wider applications. In
drawing implications from such analyses, however, it is nec-
essary that the explanatory range of each be clearly speci-
fied. The typical failure to do tiis, in these and many oth-
er studies, places major limits on their interpretability.
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capacity of the state, for example). (2)

Second, explanations will be relatively specific to particu-
lar countries or types of settings. Just as the interpretation
of PHC varies according to its context, the salient dynawics of
PHC will differ as well. This model is 'universal' onlv in the
sense that it attempts to encompass wmuch of the ranqgz of patterns
and effects thit are likely to be important in most countries.

Te coutinie with the example, financial capacity may be most
critical during policy formulation in one setting, and during
program administration in another. Thus, comparative may involve
similar dynamics occurring at different units of analysis. Al-
though, on the one hand, for analysis to proceed it must focus on
specific levels--e.g., the nation, the agency, the cuanmunity--re-
search cannot be restricted to a particular level if it is to
capture a wide range of operating influences. (3) A variety of
levels must be addressed if the full dimensions of a peclicy are
to be understood. (4) However, there remains a logical requirement
that changes in level of analysis must be specified in the re-
search design. (5) A lack cf financial resources will, for exanm—
ple, affect the state, the health ministry, and the community in
different, if related, ways; the policy implications as well as
the appropriate research methcds will vary according to the level
that is involved.

(2) While often unwieldy, much of this complexity is required so
that analysis is not biased as a result of omitted variables,
which may affect the observed relative influence of incluled
factors (see the discussion by Vermer, 1979: 183). After
preliminary analysis some less influential variables may usu-
ally be dropped, but this can only be done with empirical
justification.

(3) Ashford (1977: 93) observes that most policy studies tend tc
focus on a single level of analysis, usually the state; that
"most do not account for the changing meanings and context of
policy over time, or their institutional effects." He con-
tinues, "If we do not conceive of policy as a specific result
having some kind of standardized meaning (most often econom-
ic), then we can begin to see its institutional effects
across units and, in turn, how states may varcy in the way
they give policies importance and organize their implementa-
tion and execution."

(4) On this this point, Danziger (1975) compares two alternative
approaches to the study of financial resource allocation by
governments, the "demographic" and the "organizational pro-
cess" modes of explanation. 1In describing the different
variables used, research styles followed, and conclusions
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Finally, the model may serve a variety of rurposes, although
it is primarily oriented toward an understanding of policy vari-
ables and influences. Comparative research has different func-
tions; Berting (1979), for example, identifies five possible
goals: (1) to develop theory; (2) to explain specific phenomena
of interest; (3) to describe phenomena; (4) to select fron a
larger number cf variables thos2 that may be arffected by policy;
and (5) to evaluate processes of change. To some extent all of
these goals are present in any study, yet distinctions uway, and
should, be made in terms of the relative emphasis amonyg the dif-
ferent functions. It may be judged that theory and general un-
derstanding about development processes, including PHC, are not
yet so well refined that further contributions are not valuable,
but we rfeel that any advances must rest on a base of solid empir-
ical work. As described earlier, the principal objective for
this project is to identify points at which specific policy ac-
tions may be taken to improve the effectiveness of PHC efforts.

2. The Development of Indicators

The first step towards empirical applications of this general
model is to speciry indicators for the variables to be studied.
This is not necessarily straightforward, since many concepts of
interest cannot be readily operationalized, while other observ-
able factors attractive to the researcher are not directly relat-
ed to concepts of interest. As a result of this situation, par-
ticularly in the case of research in developing countries, it is
almost inevitable that studies finally represent only better or
worse approximations to their original designs. The research
suggested here will not be an exception. Variables have been
proposed for many hypotheses, and in other cases the appropriate
indicators are implicit in hypotheses. M#uch further work needs
to be done, however, in definingy precise measures that can be
used in comparative research on PHC., As a guide, three minimum
requirements should be noted for any indicators that are select-
ed.

reached in the two approaches, he points to their essential
complementarity.

(5) Scheuch (1966) and others have discussed the tendency of re-
searchers to move from one unit of analysis to another, as if
variables meant the same thing at each level (the "group fal-
lacy"). This is found, for example, in the common practice
of equating 'policies', 'proqrams', and ?projects' 1in devel-
opment research. It is unfortunately difficult to avoid much
of the confusion that results from this practice where the
levels are clearly interrelated, but it is at least possible
to reduce inferential errors by specifying contexts as well
as possible.
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First, and most basically, measures must bte meaningful, re-
flecting as closely their underlying concepts. Validity is not a
problem in many cases, such as in the assessment of resources,
where variables (e.g., budget size or manpower) can be directly
identified. In other cases, however, indirect measures must be
used, and these are usually not ideal; this 1is, for example, the
major cource or objections to the use of "political commitment™
as an explanatory variable. Even in the first instance, if the
concept sought is actually "quality of resources," a variety of
indirect measures must be employed. Proxy indicators are often
selected which capture some aspect of the original concept, but
"numhers for their own sake" can be highly misleading. (6) Inter-
pretation of the content of different variables is, finally, an
empirical matter, which in many studies is the subject of prelim-
inary investigation. Further problems arise in comparative stud-
ies, where cross-cultural differences in the meaning of concepts
(suck as ideology) and intercountry differences in technical are-
as such as the length of medical training, may seriously bias re-
search findings. (7) Issues of interpretation and standardization
clearly must ke resolved before analysis can proceaed far.

A second requirement, that indicators be measurable, is
closely related to the first. Observation must be possible, and
variation must be detectable, if even a meaningful variable is to
be useful. 1In particular, where observation must be indirect,
variables are often 'fuzzy', introducing uncertainty into an
analysis. The range of possible responses nust be set out, and
appropriate scaling developed. To some degree, quantitative
variables are inherently more 'measurable' and less subject to
observor-induced biases than are qualitative ones; this is likely
to account for the greater progress that has been made in guanti-
tative study of development programs--in economic as opposed to
political analysis, for example. However, it is often the case
that concepts of interest are inescapably qualitative--that of
"participation," for example~-and virtually all policy studies
employ a combination of the two types. Despite a continuing ten-
dency for the analysis of qualitative variables to be descriptive
and somewhat nonrigorous, considerable work has been done to im-
prove thne ability to measure and manipulate such indicators. (8)

(6) Clinton (1979: 119), for example, cites the coamon use of the
nunber of health persoanel or facilities as a proxy for the
amount of services available, and use of the number of health
services available (however measured; as equivalent to meas-
ures of resource accessiblity, as potentially misleading.

(7) Problems of establishing the 'equivalence' of variables
across research settings has been discussed at length in the
comparative literature; see, for example, Przeworski and
Teune (1970: 117).
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Criticism has often been justly leveled against the "over-quanti-
fication" of gualitative factors; yet i1t seems clear that greater
rather than less investigation in this direction 1is warranted by

the state of the art.

Finally, indicators must bhe selected with regard to data
availability. It is almost axiomatic that the collection of re-
liable data poses formidable problems in many developing coun-
tries, where information systems are oten not well developed, or
are unused. Especially with aggregate data, a number orf diffi-
culties may arise concerning the accuracy and comparability of
information. These issues are discussed at greater length in the
appendix; at this point it is only observed that an assessment
must be made as to the availability in all countries under study,
prior to the selection of variables to be examined.

These requirements, while elementary, have represented sig-
nificant stumbling-blocks in cross-national research on health
systems and PHC. For example, in their early article on compara-
tive political research on health cure, Litman and Robins (1971)
presented a list of potential variaples. Many of these vere
highly yeneral, however, making them difficult to operationalize,
and others i1mposed unrealistic requirements for data collection;
in all, there appear to have been no studies conducted which have
systematically analyzed more than a few of these measures. One
such partial study is Haignere's comparative analysis of health
systen performance (1980), which did incorporate several politi-
cal variables. Preliminary reports of the JCHP study (wWHO,
1979c) outlined a set of gquantitative indicators about PHC, par-
ticulacly concerning national resources, which would have been
extremely useful, Yet it was evidently not possible to collect
comparable data from the countries studied, and only scattered
descriptive information on these variables was included in the
final report. Studies of health planning may fare somevhat bet-
ter in terms of the three requirements, because of che delimited
range of analysis and the availability of written information.
Caldwell and Dunlop (1979), were able to develop a broad tabular
analysis of both quantitative and qualitative variables in their

(8) Quantitative methods have of course been applied to qualita-
tive variables in the social sciences for many Years. A num-
ber of methodological problems have been addressed, if not
fully resolved (e.g., work on observor-induced biases by
Friedrich (1966), and more recent authors) in the comparative
literature, although many suggested approaches have not been
easily applied to research in developing countries. Yet in-
creasing attention has come to be paid to the role of quali-
tative measures in policy studies, and to the need for their
integration with quantitative analysis (Reichardt and Cook,
1979). General issues in this area are explored in the vol-
une edited by Cook and Reichardt (1979).
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cross-national study.

The search for meanincful and measurable indicators for which
data are available must be expanded, in order to empirically test
relationships in the model that is proposed here. We can build
on the experience of previous work, but much more refinement of
measures remains necessary.

B. Strategies for Comparative Research

There are a wide range of approaches to cross-national policy
analysis, which represent potential options for the exanmination
of PHC. However, although methodological issues in comparative
research have received a significant amount of attentionm, there
is relatively little consensus over the appropriateness of dif-
ferent study designs for particular research objectives. This
section discusses the state of the art in light of several criti-
cal methodological concerns, and describes the two princip~l de-
sign alternatives for comparative research on PHC.

1. Comparative Policy Analysis

Despite well over two decades of work in this area, surveys of
comparative policy analysis generally reveal little coherence or
consistency. (9) Particularly in regard to studies of the develop-
ing world, the field remains oriented toward single case studies
rather than to actual comparisons or longitudinal studies, liwmit-
ing its relevance to the present project. (10)

(9) Comparative research in the social sciences emerged as a spe-
cific discipline in the late 1960's, principally through work
centered at Yale University and the Social Science Research
Council (e.g., Merritt and Kokkan, 1966; Rokkan, 1968.) At
about the same time, important works on comparative methodol-
ogy were published by Holt and Turner (1970) and Przevorski
and Teune (1970). During the 1970's a large number of couw-
parative studies appeared, predominantly focusing on individ-
ual countries (see references in Cook et al., 1975; and Rose,
1975) .

(10) Many "comparative" studies of developing countries indeed
provide valuable background for more detailed investigation,
through the sugjgestion of hypotheses and the reporting of
data on particular countries. A useful selection of policy
studies in a broad range of policy areas is £found in Grindle
(1980), for example. Grindle does not take into considera-
tion many of the limitations on gemeralizing across policy
sectors, however, and as a result the implications of this
work are highly ambigquous. Of greater relevance are the se-
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This assessment holds as well in regard to the comparative
study of health systems. Since the early 1970's there has bheen a
growing international literature on health care, and an interest
in possible lessons from comparative research. In the econonric,
political, and administrative areas alike, however, the bulk ot
this work has focused on the experience of developed countries.
This is evident, for evample, in the surveys of comparative
health care research found in Wienerman (1971), DeMiguel (1975),
Anderson (1976), and recent books by Ellingqg (1980a,b,c). More
importantly, although attention has been giver in these works and
others to issues of comparative methodology, most of the "cross-
national" research has consisted of case studies, particularly
that coucerning developing countries. (11)

Case studies are clearly a useful element of comparative re-
search, for a number of reasons. They provide essential knouvl-
edge about the health systems of particular countries, which can
be used in the generation of theories and hypotheses. As another
step in the interaction of theory amd research, cases may also be
used to test theory, that is, to confirm or disconfirm hypotheses
and general principles about health systems. (12) It has been ar-
gued that be2cause data and processes under study are fundamental-
ly context-specific, there must be extensive knowledge about each
country and health system before even the units of analysis can
be precisely defined (Mokrzycki, 1979). 1In addition, detiiled
case studies make possible the identification of specifical

ries of edited collections in the fields of population
(e.g., McCoy, 1974; Godwin, 1975; Montgomery et al., 1979)
and nutrition (e.g., Winikoff, 1978; Austin, 1981). How-
ever, although most of these volumes include discussion of
comparative research, little application of these methods is
found. The state of the art has been well summarized by
Peldman (1978: 289-90):

"Comparative public policy is almost exclusively in the do-
main of American, European, and Canadian analysis... Jour-
nals such as Comparative Politic(s rarely publish articles
that actually compare. Rather, case studies derived fronm
various countries propose models others may, but rarely do,
choose to adopt. Thus, comparative politics has no burgeon-
ing literature of explicit comparison, and the tradition of
lone cases proposed for subsequent comparison is carried
over into public policy by works...straddling the traditions
of behavioralism, the developing world, and policy analy-
sis."

(11) The surveys cited above all contain useful discussion of re-
search problems, and set out typologies for classifying com-
parative studies. Several of the papers in Pflanz and
Schach (1976) specifically address methodological concerns
as well (e.g., Kohn. 1976). Elling's writings have main-
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causal patterns through longitudinal analysis. (13)

The type of model that is employed in all generalizablie re-
search on interventions is that of the "quasi-experiment."
Through time-series analysis, empirical testing of policy impacts
may be carried out with aethods approximating those of classical
experimental research. By strict definition, "quasi-experiments"
refer to the controlled apnalysis of a single setting; that usage
is reserved here for such studies. These tests have ihe follow-
ing features: (1) a relatively isolatabie target population, (2)
a relatively isolatable and randomly applied policy action, (3) a
describable and relatively unchanging context, for statistical
control, and (4) specified predictions about effects (Teune,
1977: 48). This forms the general model for research/pilot pro-
jects that have been used, for example, to examine proposed PHC
interventions in many countries. Due to nearly universal prob-
lems of design and data collection, most of these projects do not
meet the formal standards that are set for them. However, as de-
scribed in Section 2.C, many of these projects have provided im-
portant information about the administration and impacts of
PHC. (14)

The goals of coamparative research extend beyond the genera-
tion of knowledge from individual case studies, however, to in-
clude the development of understanding about patterns of policy
and program effectiveness across groups of countries. Two

tained a continuing emphasis on cross-national studies; much
of this has been incorporated into his 1980(a) volume. Ell-
ing (1980c) contains a comprehensive and up-to-date bibliog-
raphy of "comparative'" research .n health care; the cita-
tions are chiefly surveys and case studies.

(12) Roemer's work over the past two decades (much of which is
collected in his 1976 volume) is a prominent example of this
sort of incremental development of knowledge about health
systems through descriptive case studies.

(13) Pormal methods of "path analysis" have been used in country
case studies in other fields (e.g., Peters, 1976), but the
rigid assumptions of this approach make it generally Znap-
plicable to research on developing country health systems at
the present time.

(14) "Quasi-experiments," as a modification of ' .e logic of ex-
perimental design, were suggested by Campbeil and Stanley in
their early work (1963). Operational implications of this
approach were later descrited by Campbell (1969). To date,
analytical methods have been developed in this area to a
relatively high degree of refinement (e.g., Caporaso and
Roos, 1973; Cook and Campbell, 1979). HWhen considering
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general purposes may be distinguished in this work: (1) that of
exparnding th range of generalizations that can be nade about pol-
icy and intervention processes; and (2) that of focusing general-
izations on the situation in delimited settings. Thus, at one
extreme, comparative research may attempt to determine general
patterns among a large sample of countries, while at the other it
may seek to identify specific processes that are operative withir
a smaller number of cases. Corresponding to these extremes are
two principal approaches to research: aggregate or statistical
analysis, and comparative analysis of case studies. DBecause
these objectives are not mutnally exclusive, but are seen to fall
along a continuum, the design of conparative studies is in prac-
tice a matter of selecting a suitable combined strategy in light
of policy needs, research capabilities, and data availability.
However, since the twc approaches have different data require-
ments, involve different analytic wethods, and produce Jdifferent
types of results, they should be treated separately. They may be
described briefly in turn.

2. Aggregate_Analysis

In aggregate analysis, quantitative estimates are made of the
contribnticn of specific factors to to the overall pattern of
policy, within a framework of inforuzation from a relatively large
number of countries. By maximizing the number of cases and sta-
tistical’y manipulating the data, explicit hypotheses may be
tested w ile control is exerted by means of partial correlations
(Lijphart, 1975: 163). The choice among different methods, in-
cluding tabular presentation, regression, and factor analysis, 1is
based on the objectives of researc', and determines the foru that
the results will take. 0f these, regression analysis is th. most
common.

Aggegate analysis is used widely in cross-national research,
principally for the examination of expenditures and »ther quanti-
tative data. Qualitative factors, scaled or separated irto

their application in developing countries, however, several
major obstacles must be noted: it is usually not possible
to isolate the population and "treatment" from "environmen-
tal" influences; vo control for the effects of maturation
and long—-term trends; or to ensure that the treatment occurs
in a random way.- And as Teune (p. 48) oktserves, "applying
the logic of experimental design to general institutions,
such as governments, with multiple population targets, mul-
tiple policy goals, and a complex context is even more pro-
blematical.™ As a result, PHC pilot projects in developing
countries are not likely to meet strict research criteria,
but they nonetheless represent a significant resource in the
development of PHC (e.g., Gwatkin et al., 1980).
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appropriate categories, are characteristically included amoag in-
dependent or causal variatles, thus permitting the study of envi-
ronmental, political, and administrative influences. This ap-
proach has been used, for example, in studies of government
expenditure patterns and of the distribution of foreiygn assis-
tance among types of political systems and country characteris-
tics. (19)

In analysis of public nealth sectors in developing countries,
most aggregate studies similarly center around economic vari-
abls. (16) Several recent studies have used aggregate methods to
analyze policy outcome variables; Verner (1979), for example, ex-
amined the effects of political and economic conditions on educa-
tion policy outcomes in a sample of 102 countries. In one rela-
tively novel application, Sobhan (1976) used factor analysis to
assess the reasons for success in 36 rural development projects
in Latin America and Africa. (17) Likewise, Caldwell and Dunlop's
examinaticn of health planning in 27 developing countries (1979)
is one of the few applications of quantitative techniques in the
political and administrative analysis of health systems.

The usefulness of the aggregate approach in com_ arative anal-
ysis is limited, however, by several inherent problems having to
do with both the design of research models and the interpretation
of the data that are used. A major difficulty is that standard
regression techniques (ordinary least squares) allow relation-
shins under study to be represented only by a single, relatively
sinple form. This form is usually linear, yet true effects are

(15) Liske et al. (1975) contains a broad selection of aggregate
comparative studies. On government expenditures in various
policy areas, see Adelman and Morris (1973) and Heyes
(1975), for example. On the distribution of aid, see Loehr
(1976) ; Isenman (1975). Of particular interes’ in these
studies are the different methods used for combining quali-
tative and quantitative variables (e.g., type Jf regime with
level of output) in the models that are tested.

(16) Abel-Smith (1967) established a pattern for studies of
healt} expenditures that has been caenerally followed by oth-
er analysts. In one of the most coaprehensive of these
studies, Leichter (1979) used data from approximately 125
countries to examine the relationship of national political
and economic conditions to patterns of health spending.

(17) Sobhan's principal findings were that three distinct factors
(group par%ticipation, income and financial resource con-
straints, and contextual surroundings) accounted for wmuch of
the observed variation in project effectiveness. These re-
sults basically confirmed the results of earlier descriptive
studies.
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likely to be far more complex. There is also often reason to ex-
pect different patterns of effects, (say, in the relatioa of re-
gime type to health expenditures), in different settings, and
such variation is difficult to capture. The exact specification
of interaction terms cannot be easily determined, while their
wholesale inclusion reduces the statistical power of analysis.
Statistical biases may alsov ke caused by interrelatedness, or
multicollinearity, among the independent variables. In additi»nm,
outcomes must usually be expressed with a single variable or in-
dex, which may not ke a valid representation of a complex phenon-
enon. {18) It is often the case that the true relationship under
study is not strictly causal, but is rather the outcome of an in-
terdependent, "feedback" process. (19)

Alternative statistical methods may be used to avoid some of
the problems associated with regression analysis, but they too
have weaknesses. Factor analysis, for example, does not impose a
complex structural form on relationships amony variables, but em-
pirical translation to policy variables and interventions may be
difficult, and its practical use is thereby limited. Tabular
analysis permits the visual examination of patterns within data,
but the interactions among only a small number of variables may
be considered at one time. Cverall, there is a clear tradeoff
between analytic power, on the one hand, and generality and ease
of interpretation on the other.

A second type of limitation arises from the level of data
that are used in multiple-country aggregate studies. This has
been called a "wbhole-nation bias," in reference to the fact that

- e

(18) Hayes (1975), for example, considered that the true effects
of country conditions on government spending were masked by
these various factors. 1In assessing the lack of explanatory
power of political variables in their study, Ames and Goff
(1975) suggest that, "Even if no cross-natiovpally eguivalent
political variables systematically affect spending, many
manifestly "political" irfluences may affect it in particu-
lar countries. That is, Latin America may not have a common
allocation process; instead, different models may explain
different groups of countries or time periods."

(19) That is, the true linkage may in fact be part of a system of
relationships, all of whose whose values are determined si-
multaneously. this case, more cumplex rechniques (such as
two-stage least squares) must be employed; however, such
methods are statistically unwieldy and often difficult to
interpret, and are not widely used (Loehr, 1975). Fowler
and Lineberry (1975) further discuss problems of reciprocal
causation in the relationship hetween political, social, and
economic variables, and they develop alternative, non-causal
models for expenditure analysis.
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the national system may not be the most appropriate unit of anal-
ysis, and it has at least two implications. On the one hand, im-
portant patterns will be disquised where aggreyate data do not
represent the specific features of sub-national areas. (20) At the
other extreme, if the same causal patterns are present in differ-
ent countries, the cases are not statistically ..ndependent; add-
ing duplicative cases does not add new information to the analy-
sis, so that finlings may gain a spurious signif.cance. Finally,
it is usually more difficult to ensure the comparability and ac-
curacy of data that are used in studies conducted across multiple
countries.

These considerations, while significant, do not invalidate
the use of aggregate studies. Some of the problems are in fact
common to all comparative research, although they are probably
most critical in aggregate studies. Most importantly in this re-
gard, aggregate analysis can provide a useful first view of rela-
tionships which influence PHC effectiveness, without a need for
extensive on-site data collection.

3. Comparative Case Analysis

The second principal approach to cross-national research provides
a more detailed examination of policy and program processes
through systematic comparison of a limited number of country case
studies. Background or environmental influences are controlled
for implicitly by the selection of countries in the sample, per-
mitting the inspection of variations in PHC patterns and the
testing of various sets of hypotheses. The range of settings is
substantially more limited in this approach than im aggregate
analysis, although its flexibility is much greater. The range of
contexts over which generalizations can be made is more narrov,
yet the design allows research questions to be tailored to condi-
tions in a particular group of countries, thus facilitating the
conduct of detailed studies. The advantages of the comparative
case approach for increasing knowledge about policy dynamics in
most cases outweigh the costs in generalizability.

(20) (Scheuch, 1966; Alker, 1968). In all situations, the use of
summary statistics inevitably masks the actual distribution
of characteristics within units being studied, and greater
specificity is called for when significant intracountry var-
iations exist. Suggestions have been made to incorporate
measurcs of dispersion in aggregate analysis, but such meas-
ures have proven hard to define and to obtain data for (Al-
lardt, 1966). Furthermore, because of the qreater homoqgene-
ity of measurements concerning larger units of analysis,
findings are likely to overstate the strength of relation-
ships 1f inferences are extended to smaller units of analy-
sis (the "ecoloqgical fallacy").
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This approach, involving a "manageable" number of cases (usu-
ally from two to no more than six or seven), has been adopted in
virtually all cross-national studies of health systems. In the
comparative case strategy, the research design and country sample
are selected jointly; that is, the study design is organized
around the settinys of interest, while at the same time the sam-
ple of cases is chosen on the basis of research goals. There are
a variety of reasons for which a particular set of countries may
be selected a priori, commonly relatinyg to the program involve-
ment or institutional commitments of sponsoring organizations, ol
to the geographic focus of research programs. Of greatest inter-
est here, however, is the situation where country cases are se-
lected for their suitability to specific research questions, al-
though it is recognized that, in practice, these choices are not
made in isolation.

At least two distinct tyges of goals may be identified along
a continuum of objectives for comparative research. One possible
objective is to obtain a wide variation in the characteristics of
sample cases, in order to demonstrate the generality of relation-
ships across diverse settings. Such applications are typically
exploratory, seeking to determine how differences in country con-
ditions affect the features and outcomes of policies and pro-
grams. This approach, which essentially represents a descriptive
version of aggregate analysis, is referred to as the contrasting
case_strat=2gqy. The opposite extreme of research objectives in-
volves the testing of specific hypotheses in a sample of cases
wvhich are matched in as many respects as possible. Here, the at-
tempt is made to isolate those factors responsible for differenc-
es in outcome variahles through strict control over possible ex-
traneous determinants. This design, which more closely
approximates the standards of experimental research, is referred
to as the similar case strategy. Comparative studies of social
processes (including health systems and PHC) can be classified
into one or the other of these two categories, on the basis of
their analytical methods and the form of results. The distinc-
tion is only one of emphasis, howevar, since research is likely
to combine features of the "ideal" models.

The contrasting case strategy, also known as the "most dif-
ferent systems" design, is an efficient means of testing patterns
that are hypothesized to be universal. It has been used in a
nunber of broad surveys of health care systems, to identify rela-
tively simple relationships which seem to hold irrespective of
country conditions. The goal is to capture maximal breadth in
the system—-level independent variables--i.e., political, economn-
ic, social, and organizational factors, and health conditions.

To achieve variation in multiple characteristics usually requires
at least a moderately large sample of countries, and as a conse-
gquence, field research for these studies may be a costly under-

taking. They have, nonetheless, been effectively used to explore
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many different aspects of health care, using both qualitative and
quantitative techniques.

Glaser (1970), for example, examined cultural, social, and
economic effects on hospital systems in 16 European and diddle
Eastern countries, and through a descriptive analysis derived a
broad selection of propositions about hospital performance. Un-
der the auspices of WHO, Kohn and White (1976) carried out a ma-
jor survey of health care organization in a sample of predomi-
nantly Western countries. Elling has for some years promoted the
development of well-specified "contrasting case studies" of
health care systems, to determine patterns underlying vaciation
in country health conditions, and a number of studies have been
conducted using this model. (21) ‘fhe findings of contrasting-case
research are frequently presented somevhat unsystematically, in
the form of general "lessons" from the experience of other coun-
tries. (22) The JCHP study of PHC may also be considered in the
"contrasting" category. The seven cases included in the study
were selected as a "representative" sample of ccuntries which had
made progress with PHC, and the analysis was designed to draw
generalizations about policymaking and implementation of PHC
worldwide. (23)

The principal drawback of the comparative case strategy is .
that, while generaliizations way be drawn about the sample of
countries studied, conclusionz are necessarily subject to a

(21) This strateqgy, which shares features of the similar-cases
design as well, seeks to identify countries which contrast
in "health achievement," but which are similar in their lev-
el of resources and other factors. Using chiefly descrip-
tive methods, Elling has carried out a variety of two-coun-
try comparisons which examine the causes of differences in
country health status; much of this work is collected in
Elling (1980). Also falling in this "middle-range" of re-
search is Haignere's extensive study of macro-level determi-
nants of health status differences between the U.S., the So-
viet Union, Spain, and Chile (1980).

(22) In a review of the literature through the mid-1970's, for
example, Denny (1974) assessed the use of indigenous health
workers in a number of developing countries. Siailarly,
Marmor and Bridges (1980) conducted a review of health plan-
ning in 18 widely scattered countries, orienting their re-
port to applications in the U.S.

(23) Regarding sample selection, the study report states that
"the most important reyguirements were that the countries
should have made some progress with the PHC approach; that
examples should come from different regions; that countries
should represent different degrees of socio-economic devel-
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variety of qualifications. The number of cases is in the first
place almost always too small, relative to the number of diver-
gent, potentially explanatory factors, to perait the isolation of
specific effects; that is, degrees of freedom are too few. Be-
yond this, problems may uccur in separating out those effects due
to inter-country, as opposad to within-country, variations (Kob-
ben, 1968; Meckstroth, 1975). 1In Haignere's study, for example,
the degrees-of-freedom problem proved to be critical: even as-
suming that other conditions in her four countries were similar,
it was not possible to draw meanin,ful conclusions about differ-
ences along the four selected dimensions (i.e., GNP, ideology,
resource availability, and health status).

Even where certain relationships may be judged to be univer-
sal, the possibility cannot be excluded that the cases were not
sufficiently "different" to cover all relevant contexts or to
find all potential counterexamples. Furthermore, while hypoth-
eses can be straightforwardly disconfirmed by negative examples,
it is difficult to assess the specific reasons for which expected
patterns do hold. As a result, although the contrasting case
strategy was favored as a mode of comparative research in che
earlv 1970's (and it continues to be useful as an exploratory
technique), it is seen to be severely limited in its capacity to
permit conclusive generalizations about relationships of policy
interest.

A different and somewhat opposite logic is applied in the
similar case strategy (or "most similar systems design"). Here,
the range of settings over which effects are examined is deliber-
ately selected so as to minimize the variation in country condi-
tions. Through the achievement of control on the basis of this
comparability, and the associated focus on key variables, the
standards of experimental design and statistical principles of
agygregate analysis are each approximated. The generalizations
that are yielded by this strategy are clearly partial, rather
than universal, in scope and validity, and are subject to the
cornditions represented by the controlled-for characteristics.

For most policy applications, suitably qualified partial conclu-
sions are likely to be adequate, although the inability to deter-
mine relative impacts of common structural factors on policy out-

opment; and that a variety of socio-political systems should
be included" (WHO, 1981: 4). The study was intended to in-
clude "an analysis of the factors which determined the ini-
tial political decision, a description of the steps which
followed in initiating implementation, and the ways the pol-
icy was implemented in action" (p. 2). It should be noted
that, although quantitative data (including output indica-

" tors) were collected in the study, the report itself is al-
most entirely descriptive.
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comes remains a definite limitation of this design. (24)

The similar-cases strategy thus shares some of the specifici-
ty and depth of single-country studies, as well as the inter-
country applicability of contrasting-system analysis. It has
come into wide use by researchers only recently, and relatively
few studies of health systems have been conducted which meet the
criteria of this approach. The largest number of studies in this
category are those of health care in developed countries, on such
topics as planning, financing, and organization, which are more
easily carried out because of the availability of data in these
areas. (25) A much smaller amount of work has been carried out on
developing- country health systems. Of some relevance are the
studies of community-based organization in Asia, which are ana-
lyzed in UYphoff and Esman (1974). On a smaller scale are studies
of the '"exportability'" of the Chinese PHC model to other coun-
tries (e.g., Rifkin, 1973; Ronaghy and Solter, 1974), and more
detailed comparisons such as that by Ugalde (1979) of health care
decisionmaking in Colombia and Iran. Bossert's study of PHC in
Central America (1981) report, also falls in this category.

The relative absence of work in this area is in large part
due to several methodological and practical limitations. First,
the degrees-of-freedom discussed above is if anything more seri-
ous for similar-case analysis. As noted by Przeworski and Teune
(1970: 34), "although the number of differences among similar

(24) (Ashford, 1977a). Discussing policy requirements, Teune
(1977: 154) observes that "the primary purpose of compara-
tive policy research, however, is not to establish the uni-
versality of relationships. Rather it is to enhance the
credibility of specific predictions about specific cas-
eS... {I)t does not matter if the consequences are, strictly
speaking, due to the policy or to the interaction of the
policy with wealth or the political institutions of the
country. The question is whether this context, this coun-
try, this policy will have specific eftects. Yurther, rath-
er than making disconfirmation of relationships easy and
then searching for likely system level variables that would
explain the differences as in a most different systems de-
sign, what is important is whether a relationship found to
hold in one country will be true in another. In this sense
comparative policy research takes on the purpose of applied
research, to get useful rather than general knowledge in the
sShort run."

(25) This approach has been advocated for improving understanding
of options for the U.S. health system; see, for example, the
focused study of health planning by Marmor et al. (1977),
organizational studies collected in Altenstetter (1976b),
and Leichter's four-country analysis (1979).
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countries is limited, it will almost invariably be sufficiently
large to 'overdetermine! the dependent phenomenon," thus re-
stricting the ability to single out explanatory variables. (26)
Second, it may be difficult to obtain a large degree of variation
in factors of research interest, since countries which are simi-
lar in terms of background conditions are often similar in "“oper-
ating" characteristics as well. PFinally, closely comparable cas-
es may be so difficult to find that the focus of research coumes
to be greatly narrowved by the availability of particular coun-
tries for study.(27) A number of other issues--concerning, for
exanple, the level of analysis, the form of conclusions, and rel-
evant dimensions for study--require more detailed examination,
based on specific research ne=ds.

The alternative approaches--detailed case studies, and broad
surveys of diverse countries--are each worthwhile, and they have
provided much basic knowledge about the functioning of health
systems and the performance of PHC wmodels. ‘Yet it is only
through the synthesis of case study findings and the focusing of
exploratory analysis that specific, policy-relevant generaliza-
tions about PHC will be possible. A broad program of comparative
research would usefully integrate these three components. (28) The
greatest emphasis in such a strateqy should be placed on careful-
ly planned, similar-case analysis, although the details would
have to be worked ont in light of particular research priorities.
Selection of countries for study would be a maiar concern; it is
necessary to identify a group, or cluster, which will allow the
testing of hypotheses, which have the desired background charac-
teristics, and are reasonably convenient for research. Details
of such a possible comparative strategy are presented in Chapter
VI.

C. Data Collection

(26) Strategies have been suggested for increasing explanatory
power in this situation, including focus on subnational cas-
es (Lijphart, 1975: 172) and the use of multiple observors
with different perspectives (Campbell, 1975). Unfortunate-
ly, neither of these approaches is immediately applicable to
research on PHC.

(27) These points are elaborated upon by Lijphart (1975).

(28) Leichter, for example, included aggregate and similar-cass:
desiqgns in his 1979 study; Elling (1980a) used a variety of
aggregate approaches as a basis for identifying contrasting
cases for analysis.
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A critical yet characteristically underappreciated requirement of
any cross-national analysis is that adequate and comparable data
be available for study. Each of the variables and hypotheses
outlined in this report imposes needs for information, which are
cumulatively quite substantial. The problems faced in the prepa-
ration of individual case studies are even more couplex when mul-
tiple-country research is considered.

At the outset, we may identify at least three aspects of data
availability that must be addressed:

1. The data must clearly be accessible: it should be reason-
ably convenient to obtain, and be in a form that can be
readily translated into meaningful indicators.

2. Data must be complete: there will be differences 1in the
ease of collectinqg data in different study areas, but re-
sults will be biased if values are not obtained for all
variables, especially where the number of cases is small.

3. The data must be reliable: measurement errors and other in-
accuracies are likely to appear in any data set, and esti-
mates must be made of the implications of resulting problens
for the validity of analysis.

u, Finally, the data must be comparable: the validity of
cross-national research ultimately rests on the degree to
which information from different settings may be meaningful-
ly compared, and intercountry differences with respect to
measurement categories and reference periods, for example,
must be taken into account for purposes of standardization.

Each of these concerns may present formidable obstacles to
the success of an otherwise well-designed study. (29) A variety of
strategies may be adopted to improve data collection, yet rarely
is some level of compromise avoidable. This section outlines
data needs for the types of variables described in the preceding
chzpters, and assesess the availability of data from different
csources in light of these requirements. Indicators for many
variables have been suggested in the discussion of hypotheses; a
more thorough treatment will necessitate a more complete specifi-
cation of research design than has been attempted in this report.
Likewise, it was not possible to provide a detailed catalogue of
possible data sources, since these are in many cases country-spe-
cific. In this brief presentation we introduce relevant issues,
and point to areas in which data constraints are likely to be
most critica..

(29) The greatest difficulty experienced in the JCHP study of PHC
was the fundamental one of obtaining data for the seven
country cases.
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The variables identified in the preceding 1literature review
may be grouped into the following four categories, as outlined in
Section 1.B:

1. Background Variables, which describe the national socioeco-
noaic context of PHC and serve as "control" factors in con-
parative study; these include ecomomic, cultural, and socio-
demographic factors, and health conditions.

2. Political Variables, which affect the formulation of PHC
policy; these include the national ideology and development
strategy, political organization, national capacity, the
health care system, the planning process, and foreign ac-
tors.

3. Adpinistrative Variables, relating to PHC program adminis-
tration within the health agency; these include administra-
tive commitment and capacity, vrecruitment and training pro-
cedures, pilot activities, and administrative struciure.

4, Operational Variables, which describe the setting and pro-
cess of delivering PHC services; these measures include ac-
cess to the target population, the local health system, conm-
munity support, the organizatiom of services, and logistical
support.

These four categories encompass a wide range of data needs
and apolications. Background factors are used to set the frame-
vork for comparative study, and so are essentially independent
variables, while the other three categories include both indepen-
dent variables and output indicators for hypothesized relation-
ships about PHC operations and effectiveness. Data for these
different types of variables may be obtained from a variety of
sources. HWe identify eight major types of data sources, as shown
in Table 1:

1. Aggregate Statistics of broad country characteristics;

2. Country Descriptions providing more detailed national back-
ground;

3. Plarning Documents from national agencies, particularly the
health ministry, and from international agencies;

Y Budget Materials concerning expenditures for health care and
PHC;

5. Program_Reports regularly collected on PHC activities;

6. Evaluation Studies and other formal analyses of PHC pro-

grams;
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Table 1

Data Sources for PHC Variables
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7. Secondary Analysis based on academic research, consultant
missions, and other primary sources; and

8. Interviews_and_Surveys and other primary materials, chiefly
collected on-site.

As shown in this table, background data are expected to be
derived froo aggregate statistics, descriptive materials, health
plans, and secondary studies. Different political variables will
te obtained from all sources, with the probable exception of pro-

ject reports and evaluations. Administrative and operational
data will be generated from all of the sources except aggregate
and country descriptive materials. Various subsets of these

sources ace expected to prove sufficient in regard to different
countries and reseanch designs.

Both the gquality of data and the ease of obtaining it will
inevitably vary widely. The following discussion offers a pre-
liminary assessment of the eight types of sources, in terms of
their expected accessibility, completeness, reliability, and com-
parability.

Aggregate statistics have already been considered to some ex-
tent in earlier discussion. Published collections of cross-na-
ticnal data for different variables are available in a number of
published abstracts and compendia. These cover, for example, de-
mographic and economic characteristics of countries (e.g., from
documents of the United Nations and other international agen-
cies); political factors (e.J., Taylor and Hudson, 1972); and
health conditions (WHO, 1980b). This information is inherently
summary in nature, and it covers most categories ot interest for
at least the purpose of preliminary surveys and aggregate analy-
sis. (30) Because aggregate data are usually obtained froam govern-
ment sources, they will generally be reasonably reliable. How-
ever, several problems (which extend to other data sources as
vell) have been observed. First, data are often severely limited
for some <countries, particularly those under socialist regimes

(30) Haignere (1980) presents a useful bibliography of statisti-

cal abstracts in different areas. It should be noted that
cross—-national data on political variables remains relative-
ly weak. Despite the availability of the references cited

(vhich are now ten years old), Taylor (1980a: 6) finds that
"international compendia of official statistics have gener-
ally avoided political structures, processes, and events."
Suggestions have been made for improving political indica-
tors, such as through expanding their scope (e.g., Taylor et
al., 1980), and including different levels of government,
from the "bottom-up" (e.g., Gurc, 1980). For the research
proposed here, however it is probably necessary to rely on
country-specific sources for political data.
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such as Cuba, the Peoplets Fepublic of China, and Vietnanm
(Leichter, 1979: 71). Information for other Third World coun-
tries, if available, 1is frequently uncertain; Uphoff and Fsman
(1974: 10-11), for example, found inconsistencies among figures
from the #@orld Bank, the U.N., and the U.S. Government on a num-=
ber of aggregate measures for Asian countries. In addition, es~-
pecially where data are collected internally, reliability may be
limited. (31) In all, aggregate statistical data will be available
for most countries and years, but gquality must be examined in
specific cases.

Country descriptions cover a wvide range of government publi-
cations, international agency documeats, and academic studies
which provide information on political, economic, social, and
health conditions in individual countries. The accessibility and
ccapleteness of these materials will depend on the cases being
studied, although in most instances a sufficient number of sourc-
es can be found. The use of multiple sources may also be expect-
ed to yield reliable data, but for many items--e.g., disease
prevalence or income levels--precise fignres may not be obtaina-
ble. Attention must also be given to questions of comparability.
USAID document collections might be a principal source of general
country materials.

pPlanning documents will be the chief source of descriptive
and quantitative information on national strategies and objec-
tives for PHC, and on resource availability and program organiza-
tion. Health sector plans are prepared on at least a five-year
basis as an agenda for resource allocation in nearly all coun-
tries, and they are usually updated, more or less thoroughly.
Copies of health plans for selected countries are available
through ¥HO and its regional offices, in most cases through AID,
and at the country level. Other internationai organizatioans, in-
cluding the World Bank, regional banks such as IDB, and the U.N.,
may have health planning documents as well, although their col-
lections are generally restricted to national development plans.
Beyond the usual problems of accuracy, the chief objection to re-
liance on planning data is the common lack of information on the
extent to which the plans are actually followed. Plan updates,
and more importantly, the presence of detailed "tactical" or op-=
erational plans, may help to alleviate this uncertainty and to

(31) There may, for example, be various unsystematic errors or
"peculiarities™ in data collection in different countries,
along with ©possible falsification or deception on certain
political, social, and economic indicators (Leichter, 1973:
71-72) . The cumulation of errors makes it also probable
that accuracy will be most compromised at higher levels of
aggregation (Scheuch, 1970). Various schemes for standard-
izing aggregate measures have been proposed (e.g., McGrana-
han, 1966), but these are difficult to put ia place.



- 181 -

enhance accuracy. Comparability is likely to be somewhat weak,
because d~spite the promulgation of consistent formats for health
plans, differences in approach are seen among country documents.
Where international agencies are actively involved 1in national
health activities, however, there tends to be adherence to basic
standards of completeness and quality. This situation may be
further iamproved if WHO is successful in its el'ort to encourage
the development of national strategies for "Health for All" (WHO,
1979b) .

Budget materials will be the main resouvce for information on
the scope and pattern of PHC activities. Projected health pro-
gram budgets are included as a component of written plans, and
these provide an initial view of allocations for PHC. Determina-
tion of actual expenditures is more problematic, however. The
availability and ease of interpreting expenditure data will vary
considerably among countries (Bossert, 1981). When accessible,
budget information is likely to be complete; hovever, for several
reasons it may not be fully reliable or comparable. Judget cat-
egories and accounting systems are notoriously diverse. Tertain
types of expenditures {such as those made at the local level) of-
ten go unreportced, for exanmple, and rural health items may be
found throughout the health agency budget. Interpretation re-
quires further attention, because of cross-.ational variation in
the "price-cost" of specific goods and services, and difficulties
in converting the currency units of different countries into con-
paLuble measures. (32) 1In all cases. the collection and analysis
of budget data is expected to require substantial in-country ef-
fort.

Project reports will be used to provide detailed information
on operations and outputs in all aspects of PHC. This source in-
cludes regular progress reporting to the health agency, reports
nf project operating agencies, and monitoring reports of foreign
donors and international agencies. The consensus amond most ana-
lyst's, as has been described earlier, is that reporting and moni-
toring are frequently not carried out, and even where such infor-
mation is available it may be <f questionable reliability. As a
result, it is expected that the collection, interpretation, and
verification of project documents will be a major task. Pormats
will also have to be developed for brinqging data into comparabil-
ity. An initial step here will be to survey the program files of
U.S.-based agencies, where possible. (33) As the next step,

(32) (Leichter, 1979: 171). In their survey of cross-national
indicators, Taylor ec al. (1980: 129) find clear deficien-
ries in available data on resource allocation, but not.e that
there are currently no major projects to impreve its collec~
tion or comparabili:y.

(33) These sources include agencies which operate PHC programs,
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gaining access to country health agency files will reguirce con-
siderable planning and cooperation.

Evaluation studies are the broad class or official analyses
of PHC operations and e=ff-ctiveness, of 'process!’ and 'outcomes.'
The availabil.ty, focus, and quality of evaluations for a given
country's health programs will obviously be highly variable; as
has been discussed previously, there is in general a lack of use-
ful evaluations for most countries, despite a widespread recogni-
tion of their importance. The majority of evaluations are con-
ducted under the auspices of external agencies rather than
national goveraments. Arong these are three principal sources
for studies: (1) Multilateral and bilateral organizations then-
selves, including WHO, the World Bank, and USAID; (2) Consulting
firms and other private contractors; and (3) University-based re-
searchers. (34) A search was made in the course of this review for
evaluation reports on specific PHC activities, and a number of
these have been noted. It would have hbeen most useful to locate
data used in evaluations which could provide the basis for a
broad secondary analysis, and so avoid the need for extensive
in-country data gathering. This effort was not successful, how-
ever. oven more synchetic evaluation materials proved 1in many
cases difficult to identify and obtaim, and a more thorough
search will be necessary to obtain a complete collection of stud-
ies which are applicable to a given country.(35)

such as private foundations and PVO's; universities and con-
sulting firms that provide technical assistance; and USAID
and international organizations.

(34) In the second category are organizations such as the APHA
and AUPHA; private consulting firms, of which perhaps the
mnost relevant are Westinghouse Health Systems, MNanagement
Sciences for Health, University Research Corporation/ Family
Health Care, Development Alternatives, and Battelle. In the
"university-based" category fall research groups and indi-
viduals, usually associcted with schools of public health,
medicine, or development studies. Among the most prominent
centers for this type of work are those at the Uuniversity of
Michigan, Johns Hopkins University, the University of North
Carolina, Dartmouth College, Harvard Univers.ty, the Univer-
sity of Hawaii (East-West Center), and Cornell University
(Rural Development Committee). Falling somewhat Dbetween
these two categories are several university-associated con-
sulting groups, including the Research Triangle Institute
(University of North Carolina) and the Harvard Institute for
International Development.

(35) A useful though incomplete source of reports on USAID-spon-
sored evaluations 1is the Cataloque of Research Literature
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Secondary analyses encompass a broad range of studies which
do not fall into any of the preceding categories but which de-
scribe aspects of PHC policies and programs. These include aca-
demic case studies, professional papers (particularly those in
the published literature), and miscellaneous surveys and analyses
by governments and external organizations. Materials such as
these will be useful for several purposes—--to fill in gaps of
knowlege, to verify information obtained from other sources, and
to provide a preliainary synthesis of data, for example. How=
ever, their availability and quality cannot be easily predicted,
and can only be determined through a country-by-country review.

Finally, interviews are likely to be necessary to obtain a
large proportion of the data in all areas of study. Although ma-
jor population surveys are not foreseen as an element of the re-
search proposed here, interviews at the international, national,
regional, and local levels will be reyuired to obtain data for
many of the variables that have been descrivea in this report.
It is beyond the scope of this report to examine the design of
interviews for different types of research issues and settings;
«~ point to the experience of previous studies, as well as other
research literature, as useful guides in this area. (36)

Ir sunmary, the propos 1 data sources for comparative re-
search on PHC will require o« asiderable further attention in or-
der to furnish data that are accessible, complete, reliable, and
comparable. Deficiencies in <overage or completeness of data may
be partially made up for by the use of multiple sources for given
countries, but problems are likely to remain. Concerns of the
reliability of data and its comparability across research set-
tings present the most substantial problems, especially in regard
to in-country sources. Further examination of all of these is-
sues is clearly necessary in the design of spe: ific research pro-
jects.

for Development (USAID, 1977), with later supplements. It
appears that a more comprehensive listing will be obtainable
only through a survey of specific technical and regional of-
fices, in AID as well as in other international agencies.

(36) 5ee, for example, the interview formats used by Clinton and
Godwin (1979: 157), and in the JCHP study (WHO, 1981). Dis-
cussion of many practical problems in research on health
systens is found in Pflanz and Schach (1976), and also with-
in the larger literature on field research in developing
countries (e.g., Holt and Turner, 1970).
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YI. BECOMMENDATIONS FOR FURTHER RESEARCH

A. Overview

The review of the literature on the politics and administration
of primary health <care and on research methodology presented
above suggests a full agenda of research, only part of ».ich 1is
feasible to attempt at the present time. The choices for re-
search range from, at one extrene, a broad attempt to generate
new data from a large number of countries in order to test sever-
al hycotheses "y aggregate data approaches; to the other extrenme,
of single case studies examining individual hypotheses in one
country or community.

As we have .uggested, at this time it is unlikely that data
for a complete and complex aggregate analysis can be generated
within anticipated research budgets. We also warn agalnst facile
use of aggregate analysis based on data which has not been sys-
tematically generated, or which has not been preselected for the
purpose of testing specific hypotheses. A research design for
aggregate data analysis will uave to be sufficiently discrimina-
tory of both the dependent and independent variables so that
meaningful relationships can be discovered. Too often 1in the
past, significant relationships have been overlooked because the
variables failed to capture the specific characteristics to be
tested. At the other extreme, testing single hypotheses on indi-
vidual case studies also runs the risk cof missing important rela-
tionships. Such studies may find significant relationships that
are only applicable in the specific contexts of each case. HWith-
out systematic examination of at least several cases, the contex-
tual influences cannot be easily identified, and we orten arrive
at the misleading conclusion that the observed patterns are uni-
versal. If PHC projects are successful because they are central-
ized in Costa Rica, it does not mean *hat centralized projects
will bc successfil in India.

We therefore propose a two-fold strategy as an immediate re-
search agenda for the Office of Health. first, loan, gract, and
evaluation documents for health projects should be reguired tc
include specific data which can be systematically collected for
future aggregate analysis of several selected hypotheses. A sim-
ple module could be developed for training USAID personnel to
characterize regimes, national administrative structures, and
community-level features, and to identify government budget cat-
egories, so as to generate information that could be used in an
initial attempt to test broad relationships surrounding PHC. The
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second approach we suggest is to sponsor three or more studies of
multiple case comparisons, for the testing of several hypotheses,
e.g., concerning PHC implementation. A cluster of three or four
relatively similar cases, probably selected from a single region,
would be the most effective aeans to identify specific inmplemen-
tation patterns. These two approaches are outlined in the fol-
lowing section.

B. Aggregate Data Analysis

Although the ideal aggregate data study would involve a large ef-
fort, 1in which a team of researchers obtained and analyzed dats
from a large number of countries and PHC projects, such a design
is beyond the reasonable hudget scope for AID research. An al-
ternative approach would be to nse existing sources of data, and
to examine only those hypotheses which lend themselves to the

available information. For example, the hypotheses relating re-
gime characteristics to policy adoption processes might be easily
studied without a major effort to generate new data. Unfortu-

nately, in their present form most AID documents such as project
papers and evaluation reports are not reliable sources for even
the most rudimentary testing of hypotheses.

It appears likely, however, that with little additional ef-
fort on the part of AID officials ana consultants, relatively
specific and systematic data could be collected through normal
reporting channels, if appropriate and understandable frameworks
vere devised for such reporting. Research cecnsultants could vork
with AID staff in Washington and at several sclected missions to
develop a simple format, vhich would take only minimal time to
complete, and would require only basic instructions. The objec-
tive would be to provide consistent information through project
papers and evaluation reports, on such variables as the stability
of the regime, budgetary commitment to PHC, the organization and
capacity of the health ministry, and the role of foreign donors,
etc., which are likely to be central to any study of PHC process-
es. While the information gathered through such reporting would
not be as reliable as that which could be collected by indepen=-
dent research teams, this method would ovffer am inexpensive and
improved set of data, of considerahle guality. Hypotheses fron
each of the areas of policy formulation, proqram administration,
and program operations could be selected for specific attention,
althocugh community-level variables in the las* category might be
difficult to pursue in this way.

The data obtained through these normal channels of reporting
would have to be collected at a central point in Washington, per-
haps in a separate documentation officz as well as in the Office
of Health. The inforwmation might be reviewed by research con-
sultants every three months, in order to =valuate the effective-
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ness of reporting procedures and to assure that minimal standards
of comparability are achieved. At the end of eighteen months, a
small research project could be sponsored to conduct a specific
analysis of several hypotheses, based on the data generated thus
far. Continuing, periodic small-scale studies could then be per-
formed as the data base was expanded.

Methods would be established for reporting findings and feed-
ing these outcomes back into decisionmaking processes at both the
headquarters and mission levels. These might 1include reports
distributed to all levels, the publication of findings, seminars
or workshops, and perhaps the participation of researchers in the
review process for AID health projects.

C. Clustered Case Studies

The strategy of examining three or more relatively similar coun-
try cases has been successfully used as a means of avoiding the
narrow focus of single case studies, without entering into the
multitude of problems of data collection and methodology which
are associated with aggregate analysis. This approach involves
the fielding of a small team of researchers., who would visit a
cluster oz countries to generate consistent data for an in-depth
study of country characteristics and PHC policy processes. As
noted above, by selecting countries that are similar in certain
respects, the range of contextual variables which might explain
differnnces in PHC outcomes is limited, and research can be fo-
cused on specific variables which might be sufficiently nmalleable
to permit the facilitation of particular aspects of PHC. Thus, a
country's size, economic conditions, cultural dimensions, and
health status may be controlled for, so that analysis can be fo-
cused on factors of interest--such as levels of integration, cen-
tralization, and participation in PHC prograams. These latter
variables, we have hypothesized, are likely to have substantial
influence on the success of PHC programs, and they are variables
over which policymakers have soame coantrol. Through examination
of several countries in comparative perspective, the usual types
of conclusions from case studies, which ignore the potentially
conditioning influence of contextual factors, @1y be avoided.
For instance, a single case study may demonstrate that community
participation contributes significantly to the effectiveness of
PHC ©program in a country with a decentralized administrative
structure, while under centralized administration such participa-
tion may not be required to achieve the same outcone.

The issues which can be best tested tested with this awnyroach
are likely to be those in the program administration and opera-
tions stages. We tentatively suggest that that the most fruitfual
hypotheses in these areas are those relating to the cantraliza-
tion and decentralization of project administration, general ad-
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ministrative capacity, and the role of community participation.
The review of the literature indicates that these 1issues may in
fact be the most crucial in determining successful implementation
once a PHC policy is adopted.

Selection of the countries to be studied should be based on
the following principles:

1. Their similarity along economic, cultural, and country size
dimensions, and perhaps other factors, to control for back-
ground conditions;

2. The absence of major barriers to the interviewing of govern-
ment and international agency personnel, as well as communi-
ty leaders and citizens; and

3. The availability of collateral data, from such sources as
gcvernment reports, research institution studies, and donor
agency reports.

These principles may 1imply that clustered studies should be
confined to one geographical region, so that meaningful compari-
sons may be made. It might be possible to select three clusters,
one in each of the major regions, in order to test different hy-
potheses which are appropriate to each region's specific condi-
tions and interests. It would seem prudent to choose, where pos-
sible, <countries that have PHC projects not funded by AID, in
addition to countries which receive AID financing.

This research strategy, and many of the hypotheses, are not
necessarily limited to the study of PHC projects alone; the ap-
proach outlined here might be expanded to include research on ag-
ricultural, education, and nutrition projects as well. As cut-
lined here, however, it offers a number of opportunities for
improving our understanding and capablities in regard to the
field of primary health care.
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