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Fellow participants, welcome to the Technical Discussions of 1981. 

It is a special honour for me to open these discussions with you, for I realize how 

central this subject of health system support to primary health care is to our shared concerns 

to work towards health for all by the year 2000 in the best possible way. 

Considerable progress has been made in stating the goal of health for all by the year 
2000 and in having it widely accepted as the social goal for Member States and the whole UN 
system. There has also been considerable intellectual progress in defining primary health 
care (PHC) as the key to attaining this goal. Even now, the global strategies document is 
before the 34th World Health Assembly. Well-balanced health systems based on PHC will both 
contribute to and be realized through socioeconomic development. Healthy people have a much 
better chance than unhealthy people of leading economically productive and socially satis-
fying lives. Moreover, people who are productively engaged and who gain a sense of self-
and group-worth from their active participation in community and national life, have a much 
better chance of being healthy than do unemployed or forgotten people. These are common-
place but nonetheless true and important understandings. 

But, general intellectual understanding of and commitment to the PHC approach is not 
enough. We have to get on with learning through doing. In concrete practical terms, we 
must learn how to establish and/or reorient our health systems so that they no longer take 
the passive "come-and-get-it" approach in which highly trained professionals wait for patients 
with problems to show up in the ambulatory or emergency services. We must develop and/or 
reorient our health systems to be active working-out systems which pursue, at the periphery, 
clearly defined goals and tasks of health promotion, disease and disability prevention, and 
treatment and rehabilitation when problems have occurred• This is the PHC approach. 

PHC offers the first-line of contact with the health system and is the point of first 

entry to the rest of the system. Thus it requires and deserves the support of the whole 

health system. 

From country and other replies - those from Regional Offices, non-governmental 
organizations, and intergovernmental organizations - to the Outline Document (which has been 
distributed to you as ail attachment to the Background Document prepared to stimulate these 
discussions), it is clear that there is still room for wider sharing of correct understand-
ings of PHC and of health systems based upon PHC. Some countries, for example (usually 
industrialized countries which assume a certain infrastructure providing food, water and 
sanitation), appear to conceive PHC in narrow terms of personal health services at the peri-
phery. Others may conceive PHC in sufficiently broad terms to include at least the eight 
minimal services identified at Alma-Ata, but they may view this as only relevant for rural 
or poor urban dwellers. Participants may wish to spend some time discussing the PHC approach, 
for these and other inadequate conceptions must be dispelled. PHC, properly conceived, 
should be the very essence of first-rate care throughout the health system in both urban and 
rural settings and for all groups of the population. But for the most part, I urge partici-
pants to go quickly beyond general conceptual discussions and get down to cases which reveal 
how not to, as well as how to, support PHC, especially at the periphery of each system. 

The preconditions or prerequisites for support to PHC will vary according to resource 

levels and the way these resources are controlled and distributed within countries. And the 



ease with which PHC can be supported will vary according to other contextual factors such 
as the way authority is organized in a nation, historical and cultural traditions, etc. As 
you get down to exchanging concrete examples revealing the how of support to PHC, I hope that 
you will give sufficient attention to describing the setting from which your experience 
derives, so that others will sense what part of this experience can be suggestive for their 
own situation. 

The main point of these discussions is to have an open and frank exchange of concrete 
practical experiences in supporting PHC - both positive and negative experiences and the cir-
cumstances surrounding them. Because actual experience is limited, participants should feel 
free to also share their plans and intentions as well as their anxieties and hopes. 

For example, speaking now for myself, but sharing my personal concerns so as to encourage 

you to do the same, in my country, Ghana, we have come upon the sharp realization that ade-

quate support to PHC will cost more not less. Many things are involved: 

- cost of drugs； 

- logistics support for the storage and distribution of drugs; 

- expanded immunization and other control activities, particularly the control 

of malaria and diarrhoeal diseases; 

一 training of PHC workers; 

一 supervision of PHC workers; 

- d e v e l o p m e n t of training and reference manuals; 

- construction of clinics, dispensaries, etc. 

Of course, by taking the PHC approach, we expect and will get greater overall returns, thus 

offsetting the costs. But frankly, I am not sure where the additional support will come 

from. Thus, even though there is general goodwill for the PHC approach in my country, we 

shall have to be creative in identifying and marshalling new types of funding for PHC and 

other support. I look to these discussions to produce concrete useful suggestions on this 

and other aspects of the problem. 

Because the topic of health system support to PHC is very broad and complex, and our 
time for exchange with one another is sharply limited (perhaps no more than four hours of 
effective discussions today before a draft report is considered in plenary session tomorrow), 
the suggestion is that the discussions be focused in two ways: (1) on health system support 
from district or first-referral level to PHC action at the periphery; and (2) on the seven 
topics discussed in the Background Document. In addition, it is suggested that special 
emphasis be given to organizing support, topic number 3. Thus, all discussion groups are 
asked to take up this topic, while other topics are distributed among the six discussion 
groups. Of course, participants are entirely free to discuss other topics and levels, and 
emphases. The ones just suggested appear salient in country replies, so it is at least 
hoped that you will include them in your discussions. 

Now, in closing, let me reemphasize the importance of this opportunity for exchange. 
People are anxious to get on with the all important tasks of establishing PHC-based health 
systems and/or reorienting their present health systems towards PHC. Yet many are anxious 
and uncertain. There is a need to dispel the clouds of doubt and confusion by discussing 
concrete experiences. What one person has learned in doing may be of benefit to others. 
Thus I hope we shall have full and fruitful discussions and I look forward to the wide dis-
semination of a practically oriented, useful report. 

Beyond the issue and wide dissemination of such a report, it is important to anticipate 

other necessary actions. Some of these must connect with and elaborate ongoing efforts. 

Much of the available documentation reflecting ongoing efforts (country case studies, man-

power development, management training, appropriate technology, essential drugs, contextual 

analysis, etc.) is referred to in the Background Document and participants may wish to refer 

to these at their leisure. First, and most important, the experiences in developing 



PHC-based health systems at country and local level must be enriched. Secondly, different 

circles of interest within countries and at between-country regional and international levels 

must be mobilized to encourage this experience. Thirdly, additional ways of exchanging this 

experience must be sought, perhaps through reports of goal-oriented health services research; 

national and international conferences； further publications, etc. In multiple ways we 

must say what is known and what is not known about support to PHC and then move on to fill the 

gaps. 

My best wishes to you as you pass now to your discussion groups which have been indicated 

to you by the Secretariat. 


