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1. INTRODUCTION 

1.1 The Conference was organized by WHO in collaboration with the United 
Nations Children's Fund (UNICEF) and the World Federation of Public Health 
Associations and the American Public Health Association (WFPHA/APHA). 

1.2 The Conference was preparatory to the International Conference on 
Primary Health Care to be held in Alma Ata, USSR, on 6-12 September 1918. 

2. CONFERENCE OBJECTIVES 

2.1 The objectives of the Conference were: 

2.1.1 To offer an opportunity for the representatives of the countries of 
the Region to discuss the critical and most important issues met at country 
level with regard to Primary Health Care, as presented in each country 
report prepared for the Conference. 

2.1.2 After due discussion, to summarize the country presentations in a 
report on the Region as a whole. 

3. ORGANIZATION 

3.1 The Conference had before it the following documents: 

Country or Area Reports 

(1) WPR/PHCI71.2 - American Samoa 
(2) WPR/PHCI71. 3 - Australia 
(3) WPR/PHCI71.4 - China (Speech) 
(4) WPR/PHCI71.5 - Cook Islands 
(5) WPR/PHCI71.6 - Fiji 
(6 ) WPR/PHCI71.1 - Gilbert Islands 
(1) WPR/PHC171 • 8 - Guam 
(8) WPR/PHCI71.9 - Hong Kong 
(9) WPR/PHCI71.10 - Japan 

(10 ) WPR/PHCI71. 11 - Lao People's Democratic Republic 
( 11) WPR/PHCI71.12 - Macao 
(12 ) WPR/PHCI71. 13 - Malaysia 
( 13) WPR/PHC177 • 14 - New Hebrides 
(14 ) WPR/PHCI71. 15 - New Zealand 
(15) WPR/PHC177 • 16 - Papua New Guinea 
(16 ) WPR/PHCI71. 11 - Philippines 
(17) WPR/PHCI77. 18 - Republic of Korea 
( 18) WPR/PHCI71. 19 - Samoa 
(19) WPR/PHC177 • 20 - Singapore 
(20) WPR/PHC171 • 21 - Solomon Islands 



( 21) 
(22) 
(23) 
(24) 
( 25) 

( 26) 
(27) 

(28) 
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WPR/PHC/77.22 - Tonga 
WPR/PHC/77.23 - Trust Territory of the Pacific Islands 
WPR/PHC/77.24 - Socialist Republic of Viet Nam 
Summary of Country Reports 
Alternative Approaches to Meeting Basic Health Needs in 
Developing Countries: A Joint UNICEF/WHO Study, Geneva, 1975 
The Primary Health Worker, Geneva, 1977 
Final Report of the First Regional Working Group on Basic 
Health Services, Manila, October 1976 
Health and Rural Development - Summary, Geneva, 1975 

3.2 The critical issues for conference study and deliberation were provided 
by: 

(1) A paper "Critical Issues in the Implementation of Primary 
Heal th Care" 

(2) Seven issue papers 

(i) 
(11) 

(iii) 
(iv) 
(v) 

(vi) 
(vii) 

Research and development 
Rural and urban development 
Community involvement 
Inter-sectoral approach 
Manpower development 
Financing 
Modification of present health delivery system to 
accommodate Primary Health Care 

3.3 The Conference divided into four working groups to study the critical 
issues. These groups reported back to plenary sessions where further 
discussion occurred. At the final plenary session, the Conference 
considered a draft report and issued an agreed Conference Report. 

4. CONFERENCE REPORT 

Health services in all countries of the Region, whether developing or 
developed or whether mainly rural or predominantly urban, faced new and 
complex challenges. This was a time of great change. Economic growth and 
development and technological advances, the gap between the rich and poor, 
which was not diminishing but tending to widen, and changes in moral, social 
and religious value systems were closely interrelated with the health 
problems of the people. Many people in the Region still existed in 
conditions where health care was minimal or even absent and in some areas 
the health status of the people was so low that their whole efforts were 
concentrated on existence itself and consideration of improvements in the 
quality of life were meaningless to them. 

Many of the health problems of the people had been identified and much 
was being done or being planned to meet their needs. However, the 
application of health services by groups of providers, however efficient 
these providers might be, to passive reCipients was not adequate to meet the 
problems. The improvement and extension of health services, whether 
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basic or of a high technology, could not by themselves achieve health for 
all by the year 2000 A.D. In many different ways, conference participants 
re-emphasized that health is not the same as the absence of disease. Where 
disease existed it was imperative that it should be eliminated by the 
application of curative medical care, preventive medicine and 
rehabilitation, but to achieve and maintain health, promotive health care 
and an extension of preventive medicine must be added. 

Health is not the sole concern of departments or ministries of health 
at the top level, or of the health professionals at any level •. Health is, 
or should be, the concern of all people and can only be achieved through the 
ooordination of all sectors which relate to health needs. 

The high expectations raised by the many plans for expansion and 
improvement of health services have not been fulfilled. The health status 
of the population has not improved as one had hoped. Mortality and 
morbidity rates have not fallen significantly over recent years in developed 
countries but in developing countries specific disease rates have been 
reduced. Life expectancy in developed countries of the Region has become 
static and was even diminishing, as the incidence of the diseases 
predominant in developed countries increased. The cost of providing medical 
and health care was everywhere escalating and both developing and developed 
countries had a common problem: they were no longer able to oontemplate the 
continuance of the increasing cost of these services. 

The target of the enjoyment of an adequate standard of health by the 
year 2000 was accepted by the Conference, but with this acceptance came the 
emphasis that health was not merely the absenoe of disease and that measures 
to attain health were not the sole prerogative of the health professional. 
Human health and happiness could not be seen as a set of unrelated 
variables. All the activities ooncerned with the daily lives of 
individuals, families and communities were health-related and vital in the 
consideration of health status. 

The health of the people could not be achieved by the application of 
technologies to passive recipients. Health was to be achieved by and 
through the activities of people themselves, stimulated, guided and assisted 
as appropriate by those with the relevant technical knowledge and 
experience. Unless people in their own communities initiated, were involved 
in and were responsible for their 'own health, health for all would remain an 
empty dream. In accepting the essential community base for Primary Health 
Care the Conference emphasized that help would often be needed fro. central 
and regional governments, the private sector, voluntary and charitable 
organizations, international agencies and through international aid. 

The development of programmes would often be complex. Inter-country 
differences and intra-country differences necessitated a pragmatiC and local 
approach to solutions. Solutions and even strategies could not always be 
applied unchanged from one Situation to another and the Conferenoe saw a 
need for frequent exchange of information, especially in the development of 
appropriate methodologies both within and between Regions. 
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All was not new 01" unknown. The technical knowledge and means to start 
on the development of Primary Health Care already existed in all countries 
in the Region to a greater or lesser extent. What was needed was the will 
to begin. By collaboration and cooperation we could move into a new phase 
of constructive action. 

In the review of their experience and present situation, almost all 
countries and areas had reported a gap between the planning and the delivery 
of Primary Health Care. Coordination between the various health 
professionals was often inadequate and coordination between health and other 
professionals, whose expertise and experience were vital if the aim of the 
achievement of health was to be taken seriously, was often so poor as to be 
virtually non-existent. 

An increasingly vocal and growing section of the com.unity was .sking 
its views known: health care system as currently provided did not always 
meet the expectations of the people. Although not always expressed in the 
technical terminology used by the health services, a desire was being voioed 
by the people for adequate and effective Primary Health Care. Their 
expectations were not being met and their expressions of frustration were 
becoming more evident. Participants expressed concern that such caaplaints 
and those who made them were regarded by some health professionals as 
antagonists. The ultimate goal of health was a commonly shared one and 
cooperation rather than antagonism should be sought. The health 
professional had much to learn from these expressions of community needs. 

Traditional indices used in determining the health status of the 
community were not as appropriate as had previously been thought. Such 
indices of morbidity and mortality were not to be abandoned but the 
collection, analysis and presentation of data needed to be improved and made 
more relevant. In addition the development of new indices of community 
health was required and the Conference considered that this was a matter for 
urgent collaborative research. 

All countries in the Region saw the necessity for good planning. 
However, this was generally started at the upp~ eChelons of government and 
was not necessarily perceived by the local communities as relevant to their 
needs and aspirations. If planning occurred from the top downwards then 
much of the impetus for change was lost: but if planning occurred from the 
community level upwards, not all communities could participate effectively. 
In addition, there was a tendency to a fragmentary approach, and 
inappropriate transfer of techniques from one community to another without 
consideration of the changed situation, and inadequate support of community 
activities by remote district or central administrations. 

There was a need to look again at the methodology of the faCilitation, 
support and extension of community-based Primary Health Care prograames and 
this was seen as a subject for further research. There was, however, no 
universal prescription for the development of such programmes which could be 
applied to all regions, countries or even districts. What was required was 
the application of a well-defined philosophy of Primary Health Care and the 
identification of the broad strategies designed to meet the basic issues. 
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It was vital to realize that health was neither the privilege of the 
fortunate nor acceptable as a charity: it was seen and demanded by the 
people as a right. All those in the health-related professions who had 
something to contribute to the health of the people had a clearly defined 
duty to help the people to obtain this basic right. However, the Conference 
wished to emphasize most strongly that there could be no rights without 
obligations. People had a clear responsibility for the maintenanoe of their 
own health and that of their oommunity, as far as they were able. The 
Conferenoe oonsidered that education of the oommunity with regard to their 
responsibilities was essential in the development of effective Primary 
Health Care programmes. 

The term "Primary Health Care" evoked a variety of definitions and 
ooncepts and there were major conoeptual differenoes between administrators 
and health profeSSionals and between different health professionals. These 
differenoes arose from varying personal baokgrounds and professional 
training and interests and were also a reflection of the past and present 
social, cultural and political systaas of each country. In addition 
countries themselves were not uniform: differences existed between 
different areas or districts which were as wide as those between different 
countries. The Conference saw some diffioulty in conveying the essential 
nature of Primary Health Care to different countries and to different 
districts within oountries and considered that considerable oare would have 
to be taken to avoid misunderstanding of the term. Suoh misunderstanding 
could greatly impede the acceptance and development of Primary Health Care 
and the neoessity of the oommunity base oould exaoerbate this diffioulty as 
the ooncept would have to be understood by people with wide differenoes of 
education, experienoe or life-style. There was always some danger in the 
formulation of definitions whioh were both universally applioable and 
aoceptable. However, such a fonaulation was necessary and the Conference 
emphasized that great care must be taken to avoid rejection of Primary 
Health Care because the basic ooncept was misunderstood. 

The Conference aocepted that: 

(a) Primary Health Care consisted of measures and activities 
undertaken at the level of first contact with individuals, families ond 
local communities for the care of established disease, for the 
prevention of disease, disability and dependenoy, for rehabilitation 
and for the aotive promotion of health. 

(b) Suoh measures were not oonfined to the medioal seotors but 
involved all health-related sectors. 

(0) The predominant enabling or initiating seotor would be that sector 
most relevant to the partioular problem. 

(d) The aotivity of the local oommunity was seen as the essential 
feature of Primary Health Care. This activity would be evident in the 
initiation and support of health-related aotivities and in 
responsibility for suoh aotivities. Regional and national resources 
were seen as supportive of community activities and resouroes. 
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(e) Primary Health Care was an essential part of the national overall 
development at the community level and its activities should thus be 
coordinated within the national development programme. 

(f) Inter-sectoral coordination was a basic requirement at the local, 
regional and national levels. 

(g) Because Primary Health Care was, by its very nature, 
community-based, the values, beliefs and aspirations of the local 
communities were of prime importance and could never be dismissed as 
irrelevant. 

Because the proper understanding of these concepts is fundamental to 
appreciation of the necessity for and the benefits resulting from Primary 
Health Care programmes, the Conferenoe would urge that special attention be 
paid to the presentation of these conoepts. The active oooperation of those 
who understood both the conoepts and the implications of the develoPDent of 
Primary Health Care in their own oountries should be sought by the World 
Health Organization in the dissemination of information and in the 
initiation of programmes. 

[The Conference accepted the following working definition of Primary 
Health Care programmes: 

"A Primary Health Care programme is an intimately linked group of 
aotivities, closely and effectively coordinated with the sooial, 
economic and related health services to help individuals, families and 
oommunities deal with the many-sided problems of living, in partioular 
with health problems. The programme is part of a responsible and 
aocountable health service system. It reoognizes and gives form to the 
dynamic and reciprocal interaction necessary between health and 
socio-economic factors; between the provider and the consumer, 
promoting personal and community responsibility and involvement in 
their own health care. Primary Health Care stresses the importance of 
health promotion and development, increasing the capability of 
individuals, families and communities to live a healthy life, without 
overemphasizing treatment of disease." 

The Conference emphasized that Primary Health Care programmes were not 
to be oonsidered as designed solely to meet the needs of the disadvantaged 
or the poor, or solely of rural communities, although the needs of these 
groups of people are undoubtedly urgent and must be considered to be of high 
priority. Neither were such programmes for developing oountries only: 
developed oountries too had the problems of an inadequate or diminishing 
quality of life. Primary Health Care programmes were for all: local needs 
would vary as would the appropriate local strategies, but the ooncept was a 
universal one and capable of application in all countries. 

Primary Health Care programmes involved the mobilization of all 
resources available to communities, either from within themselves or from 
outside. It was desirable that suoh programmes should follow the basic 
philosophy of local initiation and participation. The Conference 
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considered that such a basic philosophy would be equally eCfective in 
meeting the problems of developed countries, such as cardiovascular disease, 
alcoholism, occupational dissatisfaction, environmental pollution &ad lung 
cancer, as it would be in meeting the health problems of developing 
countries .1 

The ConCerence emphasized the responsibility oC health professionals 
for the education of communities in Primary Health Care concepts and in 
their local application. 

Socio-economic development was an important concern of all countries 
but it was essential Cor such development to be interlinked with Primary 
Health Care programmes. This would be to the benefit oC both as each had a 
considerable efCect on the other. There could be considerable disadvantage 
to the health status of the people iC socio-econa.ic developaent vere to 

~~roceed without regard for the implications to oomaunity health. 

The ConCerence prooeeded to identiCy the oritioal issues aore olosely 
under the seven headings: 

( , ) Research and development 
(2) Rural and urban developaent 
(3) Community involvement 
(4) Inter-sectoral approaoh 
(5) Manpower development 
(6) FinanCing 
(7) Modifioation of present health care delivery systeas 

In doing so the Conferenoe did not assign any signifioance in the order 
of these headings and the Conferenoe emphasized their interdependence. 

The ConCerence noted that research could be considered either as a 
separate operation in a speciCic and well-deCined project or as an integral 
part of a Primary Health Care programme in its development, improvement and 
evaluation. Although specific areas Cor research were discussed and 
recommended, the ConCerence also emphasized that operations based research 
in development and evaluation was an integral part oC all sectors involved 
in these prograames. 

RESEARCH AND DEVELOPMBln' 

Partioipants agreed that this should be regarded as an integral part oC 
all Primary Health Care programmes. Too oCten researoh and developaent was 
seen as an optional extra to be included if there was a surplus of either 
staff or Cinance: this was a mistaken viewpoint. Another misoonception was 
the view that research and development oould be added on to pre-existing 
Primary Health Care programmes, rather than being an integral part of the 
programme. 
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The Conference recommended that: 

(1) Research and development be seen as an integral part of all 
Primary Health Care programmes and should be included in the programme 
plan from the initial stages.of its development. 

(2) Attention be paid to the development of the necessary methodology 
for research and development in Primary Health Care as this is likely 
to have important differences from methodologies relevant to other 
types of health care. This would be an appropriate objective for early 
research in this field and the World Health Organization is asked to 
institute collaborative studies in this area. 

(3) Because Primary Health Care programmes must include all sectors 
relevant to the health status of the people, research and development 
must be equally widely based. Coordinated interdisoiplinary reeearoh 
is not well developed in many countries and the World Health 
Organization is requested to initiate such research. 

(4) As life-style factors play an important part in the health status 
of both developing and developed communities there must be a strong 
sociological and behavioural element in such researoh and development. 

(5) Many research and development methodolOgies developed in other 
aspects of the health field rely on highly sophisticated methods of 
data collection and processing. Such methods may not be either 
applicable, to or possible in programmes which are oommunity-based. 
The Conference recommends that methodologies relevant to local 
programmes should be developed and that the community should be 
involved in the oollection of data and in the utilization of the 
information produced. 

RURAL AND URBAN DEVELOPMENT 

Participants agreed that health and socio-economic development were 
mutually interdependent and that educational status, inoome levels, the 
nature and organization of food supplies; the availability and nature of 
employment, and aSSOCiated modes of transport were all important factors. 
The social organization of the oommunity and their value systems and beliefs 
could be critical in the planning of Primary Health Care programmes and the 
Conferenoe recommended that these factors be identified and their 
interrelationship studied as they would constitute the base on whioh the 
programmes would be planned. 

The eoonomic benefits of oommunity health programmes were considered to 
be obvious and considerable. However, there was a fruitful field here for 
research involving cost-benefit analYSis of alternative programmes, always 
taking into acoount elements in the programme whioh could not be quantified 
in terms of cost or benefit. 

• 
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The Conference agreed that health programmes in rural areas should be 
fully integrated with development programmes. However, the Conference 
emphasized that similar integration should occur in urban areas and noted 
particularly the special problems of the new urban areas in cities resulting 
from rural-urban population movement. 

It was noted that, with a few notable exceptions, completely integrated 
systems were not evident and agreed that such integration was vital. 
Community health programmes were considered to be the best method of meeting 
the need for integration, but integration would not be effective unless the 
problems specific to the countries or region concerned were identified and 
the available resources quantified. The establishment of an adequate data 
base was essential. 

The Conference identified a particular area of difficulty in new urban 
areas where there was little community self-awareness. Most people living 
there were newly arrived from rural or from other urban areas and 
traditional cultural patterns were breaking down. The delineation of the 
problems specific to these new urban areas was an important field for 
research. 

It was considered that there was inadequate information of the health 
needs of different communities and even less information on the changing 
needs. The Conference considered that the current methodology for 
identifying changes in the health needs and health status of communities was 
not adequate for effective functioning of Primary Health Care programmes, if 
these programmes were to be sufficiently sensitive to change. The 
Conference therefore recommended that basic research be undertaken in the 
establishment of indicators which would quantify health status and identify 
change and which would be appropriate to the basic community structure of 
the programme. 

COMMUNITY INVOLVEMENT 

The Conference recognized that there were many and widely differing 
systems of community development in the Region and considered that there was 
great benefit to be obtained from the exchange of information between 
countries and felt that this important function of the WHO and of other 
agencies should be continued and extended if necessary. 

It was considered that community-based development was a vital aspect 
of Primary Health Care programmes and that this fact needed constant 
emphasis. The active involvement of community leaders and of leaders of 
professional and other organizations involved was important and programmes 
would not succeed without it. The Conference recommended that such 
involvement should occur at the earliest stage in the development of the 
programme. The beliefs and value systems of all members of communities and 
groups involved should not be set aside as of little or no importanoe but 
should be carefully identified as either enabling or constraining factors. 
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It was emphasized that the providers of health care had a vital role. 
Their active support was essential and they could be most effective 
initiators and facilitators of Primary Health Care programmes. The 
Conference identified a need for community education in the development of 
such programmes and stressed the importance of health education. 

Because of the present differences between countries and between areas 
in countries, the Conference would recommend an evolutionary approach to the 
development of Primary Health Care programmes since these programmes are 
initiated and continued in accordance with the social structures of the 
communities and with their programmes of socio-economic development. 

Great differences were present in modes of mobilizing resources and in 
financing. The Conference recommended that monetary support be considered 
as only one for the many ways in which a local community could contribute to 
a Primary Health Care programme. Support in terms of labour, materials, 
food and accommodation could, in some circumstances, be more appropriate 
ways for a local community to become involved than contribution of .aney. 

It was felt that, with a few notable exceptions, there was inadequate 
experience in the involvement of local communities in decision-making, and 
recommended that studies be carried out in different situations to help 
establish appropriate methodologies for enabling community participation in 
decision-making. 

The Conference viewed the decision-making process as, ideally, a 
cooperative partnership between the consumers and all the many providers of 
care. Without such a partnership it was doubtful if a Primary Health Care 
programme could be initiated and maintained. The Conference considered that 
the appropriate organizational structures whereby these programmes could be 
facilitated would depend upon the social, cultural and administrative 
structure of the country or area involved. 

INTER-SECTORAL APPROACH 

The Conference agreed that it was essential for Primary Health Care to 
be a coordinated activity, with all the sectors relevant to the health 
problem being considered. 

It was considered that Primary Health Care programmes should be 
objective-dominated and that only those sectors relevant to the particular 
project should be closely involved; other sectors should be kept informed 
about the programmes. There was need to avoid a proliferation of 
organizations which would divert effort from effective prograaae operation 
to a non-productive administration structure. 

It was felt that there were many constraints to the development of 
effective Primary Health Care programmes. Inertia of public institutions, 
exacerbated by traditional public service regulations; pre-occupation of the 
health sector with curative medicine and the lack of clearly defined 
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objectives were potent obstructions. Short-term budgeting was also seen as 
a factor which prevented justification of Primary Health Care programmes on 
a cost-effectiveness basis as these programmes were necessarily long-term 
ones. The Conference considered that changes in traditional budgeting 
methods would be necessary and that national and state administrations might 
need to be persuaded to change their budgeting procedures for clearly 
identified demonstration projects. 

There was a considerable danger in failing to distinguish between basic 
health services and Primary Health Care and that this danger could be 
increased if the health sector were the only initiators of Primary Health 
Care. Although other sectors were currently undertaking activities which 
were in effect Primary Health Care programmes, they were not recognized as 
such and often the health sector was unaware of their existence: this 
communication defect would need to be dealt with. Confusion and the absence 
of adequate coordination would not be resolved if Primary Health Care beoa.e 
merely a matter of central or state government policy; the progr .... s had to 
be community-based. 

The Conference felt that recognition of the social component of 
community development was essential and urged the development of 
well-evaluated programmes aimed at increasing community involvement in and 
the initiation of inter-sectoral projects and their future developaent. 

The Conference took note of the frequent occurrence of tensions and 
antagonisms between and within the various sectors. Such antagonisms could 
adversely affect Primary Health Care programmes and the Conference saw a 
need for research in this field. Some of the problems faced were similar to 
those met in the industrial situation and research already done in the field 
of industrial psychology might be of significance. If these programmes were 
to be a cooperative effort between providers and consumers, the needs of the 
providers must not be lost sight of. 

It was considered that Primary Health Care should not be regarded as 
entirely new. Some countries already had an effective inter-sectoral 
approach and a firm base of community involvement; in other countries such 
concepts and strategies were developing. The Conference considered that 
this present Conference, although designed primarily to identify key issu.s, 
would also be a considerable stimulus to developaent of Primary Health Care 
programmes within the Region. 

The Western Pacific Region had special problems. Many Member countries 
and areas were small and widely dispersed from each other: there were 
particular needs in the Region for better communication and exchange of 
information and mutual stimulation. The Conference strongly recomaended 
that these special regional problems be kept in mind and met by frequent 
inter-regional and inter-area seminars. The Conference also recoma.nded 
that effective methods of dissemination of information within the Region by 
the WHO be considered as a matter of high priority • 
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While fully recognizing the importance of coordination and intergration 
of all activities concerned in a programme, the Conference recognized that 
individuals could playa vital role. An enthusiastic and informed 
individual could initiate great changes in community attitudes and behaviour 
and the involvement of individual members of the community, as well as 
community as a whole, was most important. 

MANPOWER DEVELOPMENT 

Primary Health Care workers could be drawn from a number of different 
areas. Government, voluntary and charitable agencies, local community 
groups and traditional providers of care could all provide the necessary 
personnel to supplement the efforts of the looal community. There were 
problems of ooordination and cooperation, especially at the district level. 
The Conference considered that difficulties inherent in a cooperative and 
coordinated programme should be the subject of urgent research and that 
strategies should be developed to facilitate the inter-personal cooperation 
in Primary Health Care programmes. 

Some countries in the Region had well-developed voluntary agencies 
which currently provided much Primary Health Care. These agencies were 
often free from the restrictive regulations met within government public 
service systems but coordination and cooperation with other bodies were 
often deficient. The Conference considered that the development of Primary 
Health Care programmes should utilize all manpower sources and that 
alternative strategies, appropriate to different situations, should be 
developed. 

The Conference considered that oversupply of some grades of health 
staff could seriously affect Primary Health Care programmes by diverting 
resources into other areas. The methodology of manpower planning studies 
should be developed and national administrators encouraged to pay due heed 
to such studies. 

Continuing training and re-training programmes were essential for all 
grades of personnel concerned in Primary Health Care programmes and the 
Conference considered that the development of appropriate methodologies in 
this field was a matter of some urgency. 

FINANCING 

The financing of Primary Health Care programmes could come from a 
variety of agencies: local communities, regional and national government 
sources and international agencies and aid programmes all had a part to 
play. The Conference considered that local oommunities should, if POSSible, 
always contribute in some way to the Primary Health Care programme. This 
would emphasize that the programme was their programme and not one 

, , 
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imposed on them. The Conference also considered the principle that local 
contribution should never become a barrier to the prOVision or utilization 
of a Primary Health Care programme. Although financing was primarily 
considered in monetary terms, local contribution in the form of labour, 
materials, food and accommodation, for example, should not be neglected. 
The Conference considered that this could be a more appropriate mode of 
support for some communities than the provision of money. 

The Conference considered that the establishment of a Primary Health 
Care programme would generally be funded by regional or national sources, 
sometimes with the assistance of international agencies in the initial 
stage. The maintenance of the programme would be from local souroes as far 
as possible, supplemented if necessary from national funds. 

MODIFICATION OF PRESENT HEALTH CARE DELIVERY SYSTEMS 

The Conference re-emphasized the fact that in some areas the health 
problems were mainly urban. Primary Health Care programmes must be 
presented as relevant to urban as well as to rural areas. 

In most cases, change in concepts of health towards an acceptance of 
Primary Health Care would be by evolution of existing health structures. 
Although there was consumer demand for change, many of the providers of care 
also demanded change. Modification of present health care systems could 
occur most effectively through a cooperative effort of consumers and 
providers. The strategy of evolutionary change through such mutual 
cooperation was vital and it would be likely to be the most effective 
method. The Conference urged that this strategy be recognized and supported. 

Many countries had legal restraints which delineated the 
responsibilities of various types of health workers and which prevented 
other workers from using some techniques or methods of delivery of care. 
Such restrictions were often firmly entrenched but the Conference considered 
that they could adversely affect the development of Primary Health Care 
programmes. The Conference recommended that studies be made of the effect 
of such restrictions: it might be necessary to change current regulations 
and changes could be most effectively initiated through international 
consultation with the WHO. 

Many current methods of the provision of health care were expensive and 
such expenditure was becoming a barrier to provision of care. The 
Conference considered that Primary Health Care programmes must not become a 
vehicle for the wider provision of expensive services and that the 
development of alternative strategies in the use and development of 
personnel, drugs and methodologies was important. 

It was essential to change the attitude of the whole community from a 
preoccupation with disease to an understanding of the Primary Health Care 
concept. No Primary Health Care programme could be effective without a 
profound attitude change and work of the health educator was considered to 
be of prime importance. 
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5. RECOMMENDATIONS 

5.1 Research and development 

Research and development is an integral part of Primary Health Care 
programmes and should be in the programme plan from its inception. 

Collaborative studies should be initiated into the methodology 
applicable to research and development in the field of Primary Health Care. 
Such methodologies should not be over sophisticated but should be applicable 
to community-based programmes with the involvement of the community in the 
collection of data and the subsequent utilization of the information 
obtained. 

Coordinated interdisciplinary research should be developed and should 
include all sectors relevant to the health status of the people. As 
life-style factors play such an important role there must be a strong 
sociological and behavioural element in such research. 

The methodology of the collection, analysis and presentation of data 
utilizing the traditional indices of morbidity and mortality should be 
improved and made more relevant to Primary Health Care needs. In addition, 
the development of new indices should be sought. 

5.2 Rural and urban development 

Studies should be made of the interrelationships of the many factors 
involved in community health and socia-economic development, in particular 
the social organization, value systems and beliefs of different oommunities. 

Cost-benefit studies shOUld be initiated into alternative programmes, 
but their interpretation should involve appreCiation of those factors which 
could not be quantified in terms of cost or benefit. 

Studies should be made of the speCial problems of the new urban areas 
arising from the rural-urban movement and populations. 

As both community health and socio-economic development were dynamic 
processes, the identification of changing needs presented special problems 
and improved methodologies needed to be developed to quantify these changes 
adequately. 

5.3 Community involvement 

As the active involvement of community leaders and leaders of 
professional and other organizations was essential to the proper development 
of Primary Health Care programmes, such involvement must occur at the 
earliest stage in the development of the programmes. 

The oonsiderable differenoes between and within countries necessitated 
an evolutionary approach to the development of Primary Health Care which 
would be relevant to the social structure of the various communities. 
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There was inadequatp. experience of local community involvement in 
decision-making and studies should be established in different situations to 
~lariry appropriate enabling methodologies. Recognition of the social 
component of such involvement was essential. 

5.4 Inter-sectoral approach 

Tension and antagonism between the many sectors involved in Primary 
Health Care would seriously retard the effective development of programmes 
and studies were urgently needed to develop methodologies of resolving these 
difficulties. 

The effective dissemination of information between different sectors 
and between different countries was a vital role of the World Health 
Organization. 

The special problems of the Western Pacific Region where many countries 
and areas were small and widely dispersed should be met by suitable 
approaches and the World Health Organization should initiate and assist as 
necessary. 

5.5 Manpower development 

Special studies should be made to facilitate cooperation between 
government, voluntary and charitable agencies, local community groups and 
traditional providers of care in the supply of adequate numbers and types of 
personnel required for Primary Health Care programmes. 

It was vital that all sources of manpower be utilized in Primary Health 
Care programmes and alternatiVe strategies, appropriate to different 
situations, should be developed. 

The development of manpower planning methodologies should be encouraged 
to avoid imbalances between the numbers of different types of staff involved 
in Primary Health Care. 

The development of continuing education and re-training programmes 
should be encouraged as an urgent requirement. 

5.6 Financing 

Demonstration of cost-effectiveness in Primary Health Care programmes 
could be impeded by insistence on short-term budgeting. Governments should 
be encouraged to modify their budgeting procedures to permit longer term 
financing of defined demonstration projects. 

Local communities should, whenever possible, contribute to their 
Primary Health Care programme to emphasize that it was their own programme 
and not one imposed on them. Such contributions need not always be 
financial: contributions in the form of labour, materials, food and 
accommodation and in other ways could be more appropriate in some situations. 
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The establishment of a Primary Health Care programme would generally 
need to be funded from regional or national sources, with the assistance of 
international agencies if required. The maintenance of the programme would 
be from local sources as far as practicable, supplemented if necessary from 
national funds. 

5.7 Modification of the present health care delivery system 

Primary Health Care programmes are as relevant to urban problems as to 
rural ones and must be presented as such. 

Modification of present health care delivery systems towards a Primary 
Health Care concept would be by a process of evolution. 

Cooperation between consumers and providers of health care was a vital 
requirement for the effective development of programmes and needed to be 
encouraged. 

Legal restraints which delineated the responsibilities of various types 
of health workers too rigidly and which might be a restriction on the 
development of Primary Health Care programmes should be the subject of 
international studies, initiated by the World Health Organization. 

The development of alternative strategies in the Use of personnel, 
drugs and techniques should be encouraged, especially in an effort to 
restrict the increasing cost of medical and health care. 

Considerable effort must be made to change the attitude of all members 
of the community from a preoccupation with disease to an appreCiation of the 
Primary Health Care concepts. The efforts of the health professionals, 
especially the health educators would be vital in this regard. 

, , 
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KEYNOTE ADDRESS BY THE REGIONAL DIRECTOR 
AT THE REGIONAL CONFERENCE ON PRIMARY HEALTH CARE, 

Manila, 21-24 November 1977 

ANNEX 2 

Health services throughout the world are now confronted with new 
challenges resulting from economic growth and technological advance, which 
manifest themselves in social disruption and in the pollution of the 
environment; in general within the overall framework of social change and 
its effect on humanity. Such changes vary considerably fro. country to 
country. The magnitude and speed of increasing SOCial, economio and 
scientifio ohanges probably affect the sooial and health fields .ore than 
others. 

Moral, sooial and religious values and praotices are undergoing rapid 
and often dramatio ohanges in oountries all around us. Ignorance, tear, 
aggresion, superstitution, indifference, greed and other faotors have 
oontributed to human societies being involved in almost constant localized 
warfare, to a potential population crisis, and to millions of people living 
in conditions of poverty, ignoranoe and disease, laoking the basio 
essentials of life suoh as food, water and shelter and the opportunity for 
intellectual and moral growth. 

On the other hand, we live in an era of instant communioation, of 
almost unbelievable soientifio and teohnioal advances and with widening 
gaps between increasing demands and the ability to provide the benefits of 
those advanoes. 

Traditional gaps between the urban and the rural population have not 
disappeared, even within the more affluent countries. Problems of stress, 
tension, frustration and social and economic disorder accompanying 
rural-to-urban population shifts are increasing in frequency and intenSity 
and are likely to reach even more serious dimensions as the speed and 
volume of urban growth increase. 

People everywhere are becoming resentful over delays in obtaining 
material oomforts and are inoreasing1y vocal and impatient in making known 
their demands for such benefits. These and several other faotors have 
resulted in increasing needs and demands for health servioes that are 
readily available and accessible when they need them. 

It is clear that the present systems for the delivery of health care 
are not always meeting expectations. People are expeoting more and better 
servioes, whioh they have been led to expect and which they have been told 
they have the right to receive. While progress is demanded in all areas of 
health, the main focus of our time is on Primary Health Care. But why this 
interest and conoern over Primary Health Care or what some people oal1 
Community Health Care? 
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Let us look back at the stages in the development of WHO and at the 
evolution of WHO's policies in adapting to the far-reaching changes in the 
~orld scene during past years. At the outset, WHO's interventions were 
directed at the most pressing major health problems: the control of great 
scourges such as malaria, tuberculosis and treponematoses, and later 
smallpox. Soon it realized that, for results to be lasting, there had to 
be an efficient basic infrastructure, and that countries must therefore be 
helped to develop their means of action: health institutions and 
personnel. But control of disease could not suffice to ensure positive 
progress in health. The health status of populations has not improved as 
expected. I am not satisfied. The overall mortality rate remains 
stationary, the number of sick persons is increasing, the demand for 
medical care is constantly growing and the cost of delivering care has 
reached a level that is intolerably high even for the richest countries. 
That state of physical, mental and social well being, which constitutes 
health as defined by WHO, depends not only on medical action but on all the 
other economic, cultural and social factors operating in the communities. 
A reorientation of WHO's activities took place, expounded by the 
Director-General on many occasions during recent WHA's and Regional 
Committee meetings, the latest about the social revolution in com.unity 
health and WHO's role in this revolution. 

It is clear, that the main target for WHO in the coming decades should 
be the enjoyment by all of a level of health that will be conducive to a 
high social and economic productivity, and that this should be achieved 
before the end of this century. 

This target has political, social, economic and professional 
implications affecting various governmental, professional, voluntary, and 
public agencies which are presently involved, or which would be expected to 
play an active role, in the development, operation and supervision of PHC 
or community health programmes as part of the overall health care delivery 
system. 

Where do we go from here? There are undoubtedly many challenges to be 
met. There are challenges to governments, to re-examine current programmes 
to see how greater coherence and coordination can be aohieved; to review 
the appropriateness of present health technologies; to explore 
possibilities for accommodating traditional health practices in the present 
system; and to improve the health care coverage by initiating community 
health programmes based on self reliance and community partioipation. 

There are challenges to professional organizations to provide creative 
leadership and to participate actively in developing new and more effective 
and efficient methods of providing integrated health care. For example, 
medical circles are becoming increasingly aware of the need to make use of 
the social sciences so that health care services may take greater account 
of the changing life-styles and disease patterns in the areas they are 
serving. Most doctors have aoquired attitudes of mind that are often 
antagonistic to such disciplines as the behavioural and social sciences. 
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Yet with the growing impact of social change on the nature of disease and 
health and the consequent need for a re-conceptualization of health care, 
more attention should be given to the use of social sciences to deal with 
the behavioural factors in disease and health. To keep abreast of suoh 
changes requires a blend of epidemiologioal, behavioural, economic and 
social skills which will soon become as important to the dootors and other 
health workers as their clinicopathological skills. 

There are challenges to communities to become more knOwledgeable in 
planning, organizing and managing community health care prograamea, in 
mobilizing community resouroes to finanoe the prograaaeB, in oa.IUDity 
action to support the programaes. 

There are challenges to medical eduoation authorities to evaluate and 
expand the programmes, and where neoessary, to prepare students 1I0re 
adequately for greater participation in progra.mes within a fraaelork of 
community-oriented, comprehensive health care, and to initiate researoh and 
development prograaaes in an effort to find more efficient ways to deliver 
appropriate and comprehensive health oare, and, not less important, to 
provide oontinuing education for health professionals. 'The incraaaing 
social dimension to health oare will have to be accepted by health 
professionals as well as the effects of insistence by the consu.er on his 
right to influence how health care will be organized. Probably there will 
never be anyone system for the delivery of health care applicable' to all 
oountries or to all areas within a oountry, because of the varying 
socio-economic and political faotors involved. Realistic operational 
planning, administration and management will need to be undertaken at the 
level where knowledge of local needs and resources can have the most 
effective impact on decision-making on a continuing basis. If the 
organizational framework is to be successful, it will, of oourse, have to 
be reasonably satisfactory both to the health professionals who provide 
services and to the consumers who use them. Health professionals will have 
to reorient their perspectives on health and on their roles; their 
performance as a resource in PHC will demand forbearance until a new souroe 
of gratification is learned: the benefits of sharing responsibility with 
the consumers. 

It can be expected that regional, provincial and district health 
administrations will probably require the integration of a variety of 
services other than health, to ensure that the public receives efficient, 
comprehensive, community health care, not only to reduce disease, 'but lIore 
important to strengthen their capability to be healthy. 

There are many possibilities in the prOVision of integrated health 
care. Primary health care or community health care may perhaps be provided 
essentially by or under the supervision of PHC doctors with support 
personnel, nurses, auxiliaries, or even trained lay people playing an 
increasing role in providing that care. 
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In summary, therefore, development of primary health care programmes 
can be expected to be complex, in so far as implementation is concerned, 
essentially because of the various challenges to be met, the barriers to be 
overcome, and the nature of the organizational changes to be made. "Health 
for all by the year 2000" is only 23 years away from now. I believe that 
this target is within the reach of the Western Pacific Region. We have the 
technical knowledge and means to achieve it. With the spirit of Teohnioal 
Cooperation among Developing and Developed countries, a collaborative 
network or co11aborating centres could be established, consisting of 
identified multidisoiplinary groups of people and geographical areas as a 
framework for continuous exchange and transfer of knowledge and experience, 
and coordination of researoh and development (R&D) programmes in PRC among 
the member oountries in this Region or beyond. 

Collaboration is spelled out in terms of administration, teohnioal 
cooperation, funds and responsibilities for planning and management, 
training, research and development of PHC in the oontext of health 
development and overall sooio-economic development. 

But knowledge and ideas alone do not bring us closer to the target. 
Unless we are determined to "translate" the knowledge and ideas into an 
action-programme, based on a strong politioal will and commit.ent, to serve 
people, the target will drift away to become a mirage. Please, do Dot let 
this happen. 
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GUIDELINES FOR THE PREPARATION OF COUNTRY OR AREA REPORTS 
FOR THE REGIONAL CONFERENCE ON PRIMARY HEALTH CARE 

The term "Primary Health Care" evokes a variety of concepts and 
definitions between practitioners and administrators and between ditterent 
countries and areas. A document was therefore prepared to assist those 
writing the country reports to identify the major issues. Three problem 
aress in the development and delivery of Primary Heslth Care were detailed 
to serve as a guide to the content of the reports: these areas are 
described in paragraphs 1, 2 and 3 below. 

1. Problem area 1 

Health problem 

At the community level, health problems are an integral part or 
co_unity problems as a whole. 

(a) What criteria do the health services use to define health 
problems at the community le.,.l? For instance: incidence and prenlenoe, 
disease patterns, mortality and morbidity rates. 

(b) In your opinion, What criteria are used by the population to 
detine health probl8B8 at the ooamunity level? ror instanoe: traditional 
beliefs, acceptance ot disease, etc. 

(c) What methods or tools are you developing or currently using to 
detine the. health problems at the community level? Provide examples. 

(d) Assuming there is a ditterence in perception of health problems 
by community and health personnel, what praotical methods or tools are you 
developing or currently using to bridge the gap? How do you see the role ot 
the co_unity in bridging the gap? 

2. Problem area 2 

Development of a community health programme 

2.1 Content and delivery of health care 

(a) What appropriate technologies are you developing or 
currently using to prevent, treat and resolve the health probl..a in the 
community? For instance: in the case of infant diarrhoea, oral 
rehydration, drugs, health education, environmental senitation. 

(b) What method(s) are you developing or currently using to 
deliver the appropriate teohnolog(ies) oited above? Detine your a.thods in 
terms of personnel used, referral system, supervision, oold ohain, eto. 
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(c) Assuming that the health services are inadequate or 
under-utilized at the community level, what action are communities taking 
to substitute or supplement the services described? 

(d) What approaches are you developing or currently using to 
actively solicit community participation and intervention in the delivery 
of health care and the development of appropriate technologies? 

2.2 Health_related factors 

The health status of a community is affected by its level of 
development, which can be simply characterized by three interrelated 
components: health care, socio-economic factors, and the environment. 
When coordinated actions are taken simultaneously in these three areas, the 
impact of the actions on the health of the community will be much greater 
than if the actions are taken in isolation. 

(a) Assuming that the health needs and problems will change as 
the community develops, what methods or approaches are you developing or 
currently using to monitor relevant changes in the community so as to 
enable a periodic modifioation and adaptation of the oontent and delivery 
of health care? 

(b) With regard to point (a) above, what methods or approaches 
are you developing or currently using to exchange information obtained with 
those in other related development.sectors and to plan coordinated 
aotivities at the community level? 

3. Problem area 3 

Programme implementation 

Assuming that the success of community health programmes depends upon 
the effective collaboration and the ability of relevant sectors and the 
community in contributing to and supporting the planning, implementation 
and evaluation of community health programmes: 

(a) What methods, approaches and tools are developing or currently 
using to plan, implement and evaluate community health programme? 

(b) What methods, approaches and tools are you developing or 
currently using to finance community health activities using various 
sources? For instance: mobilizing community resources. 

(c) What methods, approaches and tools are you developing or 
currently using to establish systems of referral, supervision and logistics 
between community health programmes and existing health services? 

As mentioned above, a prerequisite to a successful commun1ty health 
programme 1s the ability of the community and relevant sectors to 
contribute to, and support, the programme. This ability needs to be 
developed through educational processes. 
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(d) What methods, approaches and tools are you developing or 
currently using to develop necessary abilities of the following: 

- community health workers (see 2.l(b» 
- community leaders 
- the community at large 
- relevant factors 

The ultimate goal of a community health programme is the improvement 
of the health status of the community. Assuming that the community health 
programme has been developed and implemented as described above: 

(a) What methods, approaches or tools are you developing or currently 
using to measure the improvement of the health status of the community? 

(b) What criteria do you use to select indicators? 
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SUMMARY OF COUNTRY OR AREA REPORTS 

1.1 American Samoa 

The health of the people of the territory is the responsibility of the 
island-wide community members (consumers) and providers (professionals and 
paraprofessionals) which constitute the State Advisory Council which was 
formed in May 1976 in an attempt to encourage consumers in their island 
communities to a higher level in health care and delivery services. Public 
Health nurses and members of the Women's Health Auxillary olosely ~itor 
the health of families in villages. Disease incidence and prevalence are 
obtained through daily and monthly reports from nurses and members of the 
W.A. nurse supervisors in districts receive, ca.pile and forward tinal data 
to the Public Health Statistician. 

Acute medical problems, such as extensive trauma or acute illness, are 
taken directly to the Lyndon B. Johnson Tropical Medical Center, if 
necessary by air. Sub-acute cases in villages are treated by nurses on the 
main island under direct supervision of district supervisors. The overall 
concern for health focuss.ed on eight "areas of health concern". A general 
statement bas been developed for each of these areas of concern, and 
specific health status goals express standards for specific problems within 
these areas. In attempting to achieve health status goals and objectives, 
the plan examines a range of actions from among the following possible 
modes of intervention: modification of the environment; change of 
individual or group behaviour; provision of new or modification of existing 
ones; reorganization, increase or redirection of resources and the increase 
of basic knowledge, technology and expertise. 

No single health status index bas been constructed for assessing the 
overall level of health in American Samoa, and while numerous health status 
indices have been proposed, most of them require extensive primary data 
collection on a regular and continuing basis. The time and costs involved 
make it unfeasible to attempt to utilize such indices in developing the 
first year SHP for American Samoa. Since health care is free in the 
Territory, and the possible sources of care are limited to the L.B.J. 
Tropical Medical Center and dispensaries, it has been determined that 
utilization of services by diagnosis is a reliable indicator of true 
co.-unity morbidity patterns. 

Community participation is currently dependent upon the Women 
Auxillary Associations. These bodies are formed by influential .. tai 
(chief) wives in almost all villages of the Territory, whose functions are 
to disseminate and collect health information, receive training and 
administer first aid to residents in their respective villages, improve and 
maintain village sanitation. All of their services are voluntary. Medical 
supplies required to perform first aid treatments are furnished by the 
Division of Public Health. Additional community participation is provided 
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through the State Advisory Council of American Samoa. The State Advisory 
Council has authority to approve health plan which satisfies their 
area-wide health needs and reject those which do not. Health programmes in 
the Territory are financed from the Treasury of the Government of American 
Samoa and Federal grants. 

1.2 Australia 

Most of Australia's 7.7 million km
2 land area is sparsely populated 

with 68J of the 14.0 million population living in the 10 largest cities. 
Primary health care is provided almost exclusively by the local general 
medical practitioner (GP) from whom flow referrals to the other health 
services; although specialists are numerous they are normally seen by 
referral. The GP is usually in private practice and paid by 
fee-for-service. Universal compulsory health insurance removes most of the 
economic barriers to access. 

At the community level the criteria used to define health problems are 
mainly anecdotal because local statistics of morbidity are not available 
except for a handful of notifiable diseases. Harder data are available on 
demographic, social and economic factors, and are used where relevant. 
Because of the key role of the GP, the GP/population ratio is one of the 
most practical indicators of health need. The ratio of district nurses to 
population is also used. The population usually defines community health 
problems in terms of the availability of doctors (GPs). A few direct 
health indicators are available, such as infant mortality rates, birth and 
death rates. In the past, the difference in perception of needs between 
the community itself and the health personnel has too often been ignored. 
Efforts to bridge this difference are now being made through consultation, 
community participation, community development and health eduoation. 

AUstralia's main unresolved health problems are largely the diseases 
attributable to life-style factors. The emphasis on personal services and 
fee-for-services payment has directed attention to the presenting Sympt0m8 
and the application of technology rather than understanding and social 
intervention at the family or group level. To provide improved co .. unity 
health services in areas of significant unmet need and to promote aspects 
of health care, prevention, health maintenance and rehabilitation, the 
Federal Government set up a Community Health Programme (CHP) in 1973. The 
scope of this programme is deliberately broad and unstructured. 
Communities in under-doctored areas have adopted various strategies such as 
building professional accommodation by public subscription (with or without 
state subsidy) to offer at low rental. Stete governments may submit 
applications for support of various projects either on their own behalf or 
on behalf of various approved non-profit organizations. Community 
participation is one condition (but not an absolute condition) of funding. 
Coordination with existing agencies is, however, one of the oonditions of 
funding. 
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Community health workers are given training courses in established 
disciplines and in some new roles such as community health nurses. The 
team concept is being promoted generally and some experiments in 
multidisciplinary education are in progress. The Family Medicine Programme 
is offering special post-graduate medical training in general practice, and 
re-training for those graduates (especially women) considering returning to 
general practice. There has been considerable liaison between groups 
preparing submissions (particularly community groups): state health 
authorities, local health workers and service organizations and support 
staff appointed to regions under the Australian assistance plan. Many 
community leaders have a continuing role as meabers of manageaent and 
advisory committees. The community at large is receiving due attention in 
a number of CHP projects. Community health centres in partioular are veIl 
placed to involve local opinion leaders in small-group disoussion, and .any 
employ a health education offioer, part-time or full-time. Voluntary and 
semi-governmental health and welfare agencies can also be catered for very 
well in a community health centre. The basic approach to oommunity health 
services is an evolutionar.y one. 

1.3 People's Republio of China 

(Extract from the speeoh prepared by Mr HSU SHOU-JEN) 

The People's Republic of China is a oountry with large population, of 
whioh more than 80~ are in the rural areas. Basio level health servioes 
had developed along four main prinCiples. 

(1) National independenoe was the neoessary preoondition for the 
development of rural health servioe. 

The poverty and backwardness of old China was known to all. 
Pestilential diseases ooourred year after year. Medioal institutions and 
personnel were few and were only in the oities and poor folks could not 
afford any medioal servioe. After a long protracted struggle of the people 
under the leadership of the Chinese Communist Party and Chairman Mao 
Tse-tung, the root oause of poverty, baokwardness and illness waa removed: 
this was an indespensable preoondition for sooio-eoonomio developaent and 
health works. Sinoe the founding of new China in 1949, smallpox, cholera, 
plague, kala-azar and venereal diseases have been eradioated and other 
infectious diseases, parasitio diseases, endemiC and oooupational diseases 
have either deoreased sharply or have been brought under oontrol. The 
ranks of medical and health workers have been inoreasing oontinuously to 
the total number of 8.8 million last year. The total number of -.dioal 
graduates both from oollege and from middle sohool has eaoh surpassed 
310 000 and 690 000, showing 33-fold and 16-fold inoreases respeotively in 
the last 20 years. There are more than 1.6 million hospital beds in the 
whole country. Medioal researoh is oonstantly inoreasing and we have 
developed production of ohemicals, biological produots and medical 
instruments and apparatus to meet most of the domestio needs. 
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(2) Health polioies and prinoiples shall oonform with people's 
interest. 

Chairman Mao had stipulated for us the following four guiding 
prinoiples in our health work: 

(a) serving the workers, peasants and soldiers; 

(b) putting prevention first; 

(c) uniting doctors of traditional Chinese medicine and Western 
medicine; and 

(d) integrating health work with mass movement. 

In our country, peasants constitute more than 80S of the population, 
but putting stress on peasants is by no means to neglect the other and we 
have improved our health work in factories, mining areas and cities. The 
priority of our health work is firstly in the rural areas, secondly, the 
factories and mining areas, and then the cities. The initiative of the 
masses has been brought into full play. They participate enthusiastically 
in the health work bringing about a great change to their health status in 
our rural areas. Health work in factories and mining areas as well as in 
the cities has been improving at the same time. Health policy in our 
country is unified yet the actual arrangement is left flexible. This is 
done by giving scope to the initiative and creativeness of the masses and 
to local authorities, to adopt measures suitable to their own conditions. 

(3) It is imperative to have a contingent of medical and health 
workers devoted to the people's interest. 

We have attached great importance to develop our medical education and 
have trained large number of doctors and medioal assistants and they are 
expected also to perfect their skills professionally. In order to improve 
our rural health work, the majority of our medioal graduates are assigned 
to the rural areas and urban medical workers are organized to be mobile in 
the rural areas with a term usually lasting for 1 year. They join together 
with the local medioal workers in the prevention and treatment of diseases, 
in doing health education work, and in the training of medical and health 
workers at the basic level. To meet the shortage of doctors and medicines 
in a country like ours, vast in territory and large in population, it was 
not enough to rely on medical colleges and medical SChools of the middle 
level. We have given training to barefoot dootors, health aides and 
midwives. These barefoot doctors are an important force in our rural 
health work. They are mainly youngsters from peasant family with some 10 
years education background. Given with some 3-6 months training by medical 
institutions at the country or the commune level, or by urban medioal team 
mobilizing in the locality, they are able to perform work in the prevention 
and treatment for c~on diseases, to carry out health education and the 
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family planning programme. Advanced training of various forma is given 
mainly by the country and commune medical institutions to raise their 
medical skills. The grassroots level of our rural areas is the production 
team staffed by part-time medical and health aides and midwives. Their 
first training usually lasts for one month: after that they are able to 
perform their work under the technical guidance of barefoot doctors. The 
barefoot doctors, health aides and midwives are selected from among the 
co .. une members upon recommendation. They are part-time medical workers 
participating in collective labour in agricultural production. They draw 
their income from their farm labour in the fora of work points (unit ot 
payment for labour) the same as a commune member does. They are peasants 
and at the same time medical workers. They have the best knowledse and 
understanding of the local situation and the actual needs of the local 
people. Being great in number and wide in distribution, they have a role 
to play that cannot be substituted tor by other -.dioal peraonnel. 

(4) Bring into tull play the initiative of masses. 

In health work, we have adopted also the "3 in 1 combination" working 
method. That is to combine the efforts of the leadership, the professional 
personnel and the masses. Leaders of Party and governmental organisations 
at various levels take a personal lead in the work. The masses are widely 
mobilized and are able to participate in health projects after being well 
informed of their significance and being given the teohnical knowledge. At 
present a rural medical network, adaptable to loeal"conditions, bas taken 
shape, in which there is a hospital, an epidemic prevention station and a 
HeR station at the country level; a health station at the commune level; a 
cooperative medical station at the production brigade level, and a health 
post at the production team level. A mass movement for the prevention and 
treatment of diseases is developing vigorously. 

The situation of our country has now taken on a new look. As with our 
works on other fronts, health work has been turther improved and is 
contributing to the construction of our country into a modern and powertul 
Sooialist one. 

1.4 Cook Islands 

The Cook Islands are a group of 15 islands with a total land area of 
91.2 square miles spread over 751 000 square miles of ocean. The economy 
is based mainly on agriculture with export of citrus fruits, bananas and 
pineapples from the southern group and copra mainly from the northern 
group. Since the opening of the international airport in 1974, tourism has 
been developed and is becoming an important source of revenue for the 
country. The population ot the Cook Islands at the end of 1976 was 18 112, 
with just over half living on Rarotonga. The people live in villages 
situated near the shore and there are good read communications on the 
islands. Communication by air is possible only between Rarotonga, 
Aitutaki, Atiu and M1tiaro. On otber islandS ca.munication is by boat 
only, and is irregular. 
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Definition of health problems at the community level are based on 
collection of vital statistics and on assessment of the incidence and 
prevalence of diseases, the incidence of pests and the state of housing and 
the environment as a whole. The majority of the population defines health 
problems at the community level by the incidence and prevalence of disease. 
The health care of the community is the responsibility of the Ministry of 
Health. Curative care of the community in outpatient and inpatient services 
on eight of the islands is provided by medical officers and nursing staff and 
on the main island (Rarotonga) supported by X-ray and laboratory facilities. 
On four of the islands the curative service is provided by dressers and 
nurses. Preventive care of the community is supervised by the Medical 
Officer of Health. In the outer islands medical officers and dressers also 
provide the preventive care services. To a certain extent the community also 
seeks the services of the local taunga (traditional healers) and traditional 
birth attendants. A basic approach is health education through the radio, 
press and health talks in, child welfare clinics, schools and youth clubs. 
The community is encouraged to contribute to and support health projects such 
as the building of child welfare clinics, pre-school centres and ca..unity 
health programmes. Health' promotion is carried out in the ca.munity at large 
by general health education through the involvement of community leaders and 
the activities of community health workers and public health staff. 

1.5 Fiji 

The Ministry of Health under the Minister of Health is responsible for 
providing health 'services; the implementation of health policies and running 
of the health services are carried out by officers responsible for each 
department. Fiji is divided into four administrative divisions. Each of 
these has a hospital with capacity ranging from 100 to 300 beds and there are 
14 subdiviSions in the country each having a subdivisional hospital with a 
maternity unit. The subdivisions form the operative level of the health 
services. They are staffed by a health team made up of at least two dootors, 
nurses, allied health workers and health inspectors. Eaoh subdiviSion is 
divided into "medical areas" under a doctor who is the head of the health 
team centre. Throughout the organization there is a system of referral of 
patients from the district nurses to doctors in health centres, to the 
subdivisional hospitals and also to the three special hospitals for 
psychiatry, tuberculosis and leprosy. 

The weakness in the present organization and system of health care 
delivery is the absence of health workers who are part and parcel of the 
community. Although there are village health committees run by women's 
organizations, traditional healers and traditional birth attendants in 
villages, settlements, peri-urban and urban areas, these are not well 
organized or offioially recognized at the present time as part of the health 
service organization. Fiji recognizes this area of weakness in the present 
system and has now embarked on a programme of health education and training 
of health workers within the community. The people are being encouraged to 
involve themselves by selecting those among them who are to be reeponsible 
for providing health care. The health officials will only assist in 
training, technical advice and supervision. The ultimate goal is to let the 
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people decide for themselves what is good and achieve good health and 
wholesome life through their own efforts. This approach is to be fUlly 
developed by using the existing cooperative movement in villages and the 
chiefly- and communal system of village life. The objective is to develop 
community health through involvement of the people in raising their standard 
of health to an acceptable level close to that presently achieved at the 
district nursing level. 

The health problems in rural areas of Fiji are associated with 
socio-economic factors, large families, urbanization, unbalanCed diet, poor 
water supply and living habits of rural people. The population at all levels 
of the health organization use traditional medicine and seek the aasistance 
of traditional healers frequently. Health services are inadequate in BOst of 
the remote areas of Fiji especially in the outer islands and interior of the 
two·main islands and the main approach to developing health oare servicea at 
community level is to utilize the cooperative movement now operating in 
villages under full management of the people. A new progra .. e ia being 
introduced to meet the primary health care needs. 

1.6 Gilbert Islands 

The territory is made up of nearly 200 tiny, usually isolated villages 
on scattered atOlls which receive an inadequate number of visits from health 
personnel. The main health problema are malnutrition in children, anaeDda, 
hookworm infestation and other gastrointestinal diseases. 

Nurses of good calibre are posted to the outer islands in an effort to 
improve the basic health care. The new medical assistants, when they have 
completed their training, will provide a more effective diagnostic and 
treatment service. All extension work is governed by the customs of the 
community and the role of the village elders is vital. Measures to increase 
community support is limited by inadequate fUnds and resources. Use is being 
made of women's clubs, schools, churches and, more recently, youth clubs in 
promoting good community health practices. 

1. 7 Guam 

The population of Guam reflects a mixture of cultural backgrounds, the 
majority being local Guamanians (Chamorros), but with a large population of 
Filipinos, Caucasians and Orientals also present. For this reason, community 
attitudes toward health care vary considerably. Medical care tends to be 
sought only when people are sick or injured and coupled with this is an 
acceptance, in some villages, that such conditions as parasitism and 
diarrhoea of the newborn are normal. Although there are still a few 
sarahanos (traditional medicine men) available, few people use their services 
and then only for specific disorders. 

Within the territory of Guam, there is considerable disparity between 
villages in terms of basic community sanitary facilities, availability of 
private medical care, socio-economic factors, and attitudes toward health 
care. The Government of Guam concentrates its programme of direct community 

-A pattern of leadership consisting of a system of chief and overchief, 
the title carrying a high prestige in the community and consequently aspired 
for by everyone. 
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health care in the areas of prevention, screening and diagnosis, with 
treatment provided only in specialized areas. The prevention programme 
includes home evaluation, environmental evaluation and counselling for all 
public health patients; while environmental evaluations, public education 
programmes and screening programmes are available to the entire community. 
Screening and diagnosis are provided in community family health clinics and 
treatment, where appropriate, is provided in specialty clinics. 

Community health activities are financed through a great many different 
systems. Diagnosis and treatment are, for most people, financed by the 
individual patient through direct payment to a private practitioner or 
through some form of medical insurance. It is estimated that about 70' of 
the people have some form of insurance to cover expensive medical care 
costs. Medical care for the financially and medically indigent and for 
people over 65 is provided through a Federal insurance plan. Where a 
specific health problem is identified as unique to a specifio ooaaunity or 
small group of oommunities, an attempt is made to mobilize resouroes within 
the community or oommunities to attack the problem. The publio health 
authorities are the primary resouroe and consultant service for suOb 
projects. The attitudes of oommunity leaders are highly variable rroa one 
oommunity to another. Some are interested only in prosrammea or projects 
with a high desree of visibility, whereas others will undertake projects of 
oommunity ooncern even though individual exposure is limited. Health 
educators are assigned to work with community leaders and coaaunity 
orsanizations. 

1.8 HOng KOng 

The general state of health of the population of Hong KODS remains 
good. The major communicable diseases are under oontrol and no major 
epidemic has been reported. The life expeotation at birth in 1976 was 68 for 
males and 76 for females, compared with 67 and 75 respectively in 1971. The 
infant mortality rate was 14.3 per thousand live births and the maternal 
mortality rate was 0.18 per thousand total births. Although the crude death 
rate at 5.2 per thousand population showed a slight increase compared with 
that in 1975, the age-specific death rates continued to show a decline. 
Cancer and heart diseases are now the main causes of deaths in Hone Kons. 

The Family Health Service provides a comprehensive health oare 
programme for women of ohild-bearing age and children from birth to five 
years. These include antenatal and postnatal oare, midwifery, ohild health, 
immunization, developmental screening, health education, home visiting, 
family planning, sub-fertility and married life information. During the 
year, 98, of all newborn were brought to a health centre for attention and 
advice on at least one occasion. The main objective of the Industrial Health 
Service is to prevent occupational diseases and to promote health at work. 
It provides advice on all matters affecting the health and safety of 
workers. There are 51 government general outpatient olinics and specialist 
facilities are available in polyolinics or specialist 01in10s. Evening 
outpatient sessions and Sunday and pUblic holiday sessions continued in 
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clinics situated in the more densely populated areas. Specialist facilities 
are provided in the New Territories (rural area) by visiting teams of doctors 
from the major hospitals. Mobile dispensaries and floating clinics take 
medical services to the islands and remote areas of the New Territories. 
Other inaccessible areas are visited regularly by the flying doctor service. 

A White Paper entitled "The Further Development of Medical and Health 
Services in Hong Kong" was published by the Government in July 197~. The 
Paper serves as a blueprint for the expansion of medical and health service 
in Hong Kong for the next 10 years. The plan will be carried out and 
rev1ewed by the Medical Development Adv1sory Comm1ttee annually. 

1.9 Japan 

There are two systems in the health service system in Japan, the health 
oare system and the medioal care system. A oertain demaroation exists 
between the systems but they make a fairly good connexion With eaoh other. 
Responsibility for health problem in the community 11es with 
city/town/village offices (local governments). As far as health problems are 
concerned, the health centre technically supports and leads these offices. 
Medical care has mainly been provided by clinics and hospitals. Medical 
treatment is available for a patient at any time through a comprehensive 
national health insurance system for the entire population establisbed 
since 1961. 

In Japan, the minimum unit of community health service system is the 
city/town/village level. The criteria for defining health probleas at the 
community level are the demographic structure of population, live births, 
mortality and morbidity rates, infant deaths, maternal deaths, marriage, 
d1vorce, change in annual number of deaths by leading causes, etc. Hatters 
concerning traditional beliefs or acceptance of disease are not considered in 
defining health problems. Under the community health plan, a committee 
composed of representatives of health bodies, looal residents, the health 
center, and administrative organs has been organized to take charge of the 
planning, implementation and evaluation of measures to solve health 
problems. Financing of health aotivities is shared by each city/town/village 
office with the prefectural and national governments. Resources of the 
people depend on their voluntary activities: physicians are employed by the 
Government. In prinCiple, the existing health service system is being 
modified gradually so that it is not necessary to establish a new syatem. 
Reduction is necessary to develop abilities of the health manpower such as 
community health workers and community leaders. City/town/village office 
staff and health center staff educate them: at times, a physician working at 
a university or a hospital is mobilized for this re-education work. 

1.10 Lao People's Democratic Republic 

Since its inauguration on December 1975, the Government of the Lao 
People's Democratic RepubliC has met with many difficulties in its social and 
economic development efforts because of the lack of any infrastructure. Laos 
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is a small, mountainuous, developing country, scarcely populated and backward 
economically and with many transportation problems. Hospitals and 
dispensaries are not sufficient and the existing ones have little equipment. 
Medicines are not adequate for the needs of the patients, particularly the 
ethnic groups and the workers. The death rate is high particularly among 
children because of malnutrition and communicable diseases and also beoause 
of the shortage of medical personnel. 

In this connexion, the Government has adopted a long-range health 
policy intended to meet the present as well as the future needs of the 
people. The importance of preventive medicine is emphasized and also the 
need to increase births and deorease the mortality rate. It is easential for 
the whole population to have good health, physically and mentally. To 
achieve this goal, the Government has a public health national progra.ae with 
five major components: extending the health network; training prolramae; 
prevention; malaria control; and self-sufficient drug production. Priaary 
health is a main concern of the new regime. One of two village health 
workers is assigned to every 10 to 20 families. The workers are responsible 
for matters concerning hygiene and must report on the health needs of each 
family to the village nurse. 

Every village has two to three village nurses who are responsible for 
hygiene, drug distribution, reports on births and deaths, morbidity rate and 
immunization. At the village level, a first-aid service is available. At 
the commune level, there is a dispensary with 5-10 beds and a staff of three 
to five including one commune nurse, one auxiliary midwife and one 
traditional practitioner who are responsible for primary health oare. At the 
district level, there are hospitals with 30-60 beds and an obstetric and 
paediatric department starfed by a medical assistant. To ensure that primary 
health care works for the benefit of the working people and the production 
scheme, the responsibilities of the Government and the local authorities have 
been defined. The Government is responsible from the district >to the upper 
level while the local authorities take charge of the lower level. There are 
three to five health committees at every level. Each person has a COBaon 
responsibility. The group meets to discuss a programme or a plan and when 
they agree it is up to the individual to implement it under his or her own 
responsibility, and this assures success in the extension of the publio 
health network infrastructure. 

1.11 Hacao 

Haoao is a small territory with full administrative, economio, 
financial and legislative autonomy. With 263 350 inhabitants, the small 
peninsula reaohes, in some locations, a density of about 42 000 people per 
square kilometer. According to the language and place of birth, 96J of the 
population are Chinese. Due mainly to the population density, tuberoulosis 
is the main oause of mortality; however, a change to non-epidemio diseases 
has ocourred, especially malignant tumours and cardiovasoular diseases. 
Neuropsyohiatrio disease is also increasing. 
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There was a rapid increase in recent years of first-aid activities by 
the Health Department and additional medical staff were recruited in 
accordance with the needs, but still there was slow improvement in the 
efficiency of preventive activities and health promotion, and due to the 
reduced emphasis on sanitary education and promotion, community behaviour has 
improved very little. In order to improve preventive medicine, there is a 
need to imbue agents of sanitary education with a higher degree of 
professional and scientific competence and responsibility in a joint action 
adopting uniform international procedures. Technology is not used at its 
best and with updated scientific rules and as the sanitary problems are 
already identified, there is a basic need to revise the concept of provision 
of sanitary services. There is also a need for more and better trained staff 
and no doubt the need also to commit the community in the process, paying 
special attention to all initiatives that integrate local traditional 
medicine in the primary health assistance practices. The programae must be 
guided by staff with better qualifications and assisted by adequate 
laboratory services of their own. 

1.12 Malaysia 

Health problems are defined at the health services level by the 
morbidity patterns seen in outpatient and health clinics and in admissions to 
hospital, in the leading causes of death in hospitals and by mortality rates 
for specific diseases. At the community level, health problems are 
identified in terms of occupational incapacity, school absenteeism, the 
incidence of specific communioable diseases and by common causes of death. 

Every health worker is a health educator in his respective field of 
service. Home visits by MCH staff are intensified to high-risk mothers and 
children. The health infrastructure is being expanded and task-oriented 
training is being introduced. Immunization programmes are being extended. 
Health education and community participation in health programmes, including 
improvements in environmental sanitation, is being encouraged. Local 
committees take action to supplement government agencies through utilization 
of traditional healers and by self-medication. 

Activities are being coordinated at the community level. All new 
projects and programmes are discussed by the district action committees under 
the chairmanship of the district officer; projects proposed by these 
district action committees are submitted to the state action committee. 
Limited health projects, for example environmental sanitation, are partly 
financed by the local communities. Community leaders such as village chiefs, 
religious leaders and teachers are mobilized to possible manpower and 
financial resouroes. 

The Ministry of Health is planning a survey to determine the community 
resources whioh may be utilized to develop a country-wide oommunity health 
programme. Comprehensive new health records and improved data oolleotion 
will help to assess changes in the health status of the community. 
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1.13 New Hebrides 

In the New Hebrides, the people are comparatively wealthy as judged by 
the per capita income. The islands are comparatively underpopulated but well 
supplied with hospitals, doctors, nurses and aid posts. There is a plentiful 
supply of food and no unemployment problem as every Melanesian has some 
ground on which to grow his crops. 

However, the infant mortality is high at 100 per 1000 live births; the 
crude birth rate is 45 per 1000 and crude death rate 20 per 1000. The 
greatest morbidity is caused by sores, scabies, malaria and intestinal 
parasites with tuberculosis, filariasis and leprosy following a long way 
behind. The greatest need is for maternal and ohild health, in particular 
maternity services, care of the under fives and immunization and for 
caaaunity services such as health education and environmental sanitation. To 
fill the need for community service workers, the village sanitarian sch .. e 
was started in 1976. Delivery of health care is by rural based field 
workers, both multi-disciplinary (male and female nurses) and 
uni-disciplinary (health inspectors and village sanitarians). Supervision is 
by national or district-based medical officers, public health starr and 
medical assistants who tour rural institutions regularly. Lack of transport 
present some difficulty. The quality of health servioes at the ca.lunity 
level is very variable. Generally, communities take little initiative in 
supplementing the services provided although this position should t.prove as 
the village sanitarian scheme gains momentum. 

Malaria, tuberculosis and leprosy control are of particular ooncern to 
the Condominium Rural Health Servioe and an overall immunization progr ... e is 
being implemented. The effeotiveness of centrally initiated activity is 
limited by political and administrative fragmentation and uncertainty. 

1.14 New Zealand 

New Zealand's 3.1 million population is served by approximately 1600 
general practitioners who form the basis of the country's primary health care 
service. These doctors are renumerated in the main from fees charged their 
patients for each service provided with the Government paying a variable 
subsidy for each service. In the case of accidents, the Accident 
Compensation Commission also pays a fee to the doctor and the patient is not 
then required to contribute at all. Primary health care is also provided by 
the Department of Health through 18 health districts as well as by 29 
hospital boards, some local authorities and many voluntary organizations. 
Coordination and integration of these services is all too often laoking. 

As a generalization, communities have conoepts about their health 
problems similar to those of health professionals. There is little 
acoeptance of disease or reliance on traditional beliefs exoept in some 
immigrant groups and amongst some Maori people. The criteria .ost often 
cited by communities as indicators of health problems relate to the shortage 
of doctors, the inadequate service provided by them, their attitudes and the 
expense involved in seeing them. 
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In some areas of high health needs health assistants have been required 
and work for the Department in the community. They are not trained but often 
come from Polynesian or other ethnic groups and related best to their own 
people. Some local authorities employ staff working in the community, either 
social workers or advisers on a wide range of problems. 

In the development of community health programmes since most .f New 
Zealand's important health problems relate to multifactoral environmental and 
life-style conditions, rather than to diseases with simple oauses, greater 
emphasis is being placed on health education. Expansion of primary health 
care teams working from group practices is being fostered. Small groups of 
general practitioners are being encouraged to work from health centres or 
group practices as leaders of teams of allied health professionals. The 
Government subsidizes the employment of practice nurses by the dootors and 
there are now over 500 suoh nurses. Some health oentres also have sooial 
workers, dietitians, oooupational therapists and physiotherapists, and most 
of these are employed by local hospital boards. 

Many voluntary organizations exist in New Zealand either for specifio 
health problems (cancer, family planning, multiple sclerosis), or for 
specific groups of people, for example the Maori Women's Welfare League and 
the Aged Peoples' Welfare Councils. Other groups exist to help patients with 
transport, meals and house-keeping. Community representatives are elected to 
local hospital boards and local authorities and to some advisory c~ittees 
at the national level. 

The Department's Management Servioes and Research Unit is initiating, 
coordinating and adVising about many community health programmes. At present 
the Government gives high priority to the development of community health 
programmes and most funding oomes from this souroe. Hospital board finance 
is used in an inoreasing amount for community health projects. Voluntary 
organizations rarely receive financial support from the Government and raise 
their own funds. Almost all community programmes are an integral part of the 
existing health system and separate systems of referral and supervision are 
not required. Increasing emphasis is being placed on the rational use of 
resources and the coordination of existing servioes. 

1.15 Papua New Guinea 

In the Papua New Guinea National Health Plan the follOWing criteria are 
used to define health problems: morbidity and mortality rates, ease of 
preventive measures, susceptibility to treatment, cost of treatment, 
communicability of the disease, pain and suffering and residual disability, 
economic cost and social disruption. Generally, it can be said that where 
contaot with Western culture is minimal, old traditions and mythology 
continue and oauses of illness are attributed to disrupted relationship with 
the spirits and to magio. 

The role of the health worker as an agent of ohange is recognized and 
they are trained in health eduoation teohniques. The Institute of Health 
Eduoation trains special health eduoators who provide oontinued support in 
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the planning and delivery of the health education component of all their 
activities. A prerequisite for a successful breakthrough is acceptance of 
the individual by the community; for this certain personal qualities are an 
advantage together with cultural affinity and knowledge of the leadership 
pattern in the area. 

Child health care, treatment for common diseases, health education and 
preventive measures, such as immunization, are delivered through aid posts 
and health centres. The aid post is the base level of the pyramid of 
skills and is staffed by an aid post orderly while the health centre is the 
next higher point of referral and provides supervision of and supplies to a 
number of aid posts. As aid posts are a community-based institution, the 
Reople are responsible for the erection and maintenance of the building and 
also to house the aid post orderly. Such action is organized through the 
local government council and elected representatives in the area. In BOae 
areas, mainly through the initiative of church bodies, local health 
insurance schemes have developed through finanoial oontributions by every 
family on an agreed basis. Mobilization of these finanoial resouroes on a 
voluntary basis not only makes a signifioant oontribution towards the oosts 
of running the health servioes in the areas but oonstitutes a aotivation to 
take an active interest in health matters. 

The national development strategy is to build primary health oare into 
the rural development prograame. However, working arrangements have not 
yet been developed and there is no point of oontaot between peripheral 
health services and other agenCies involved 1n the programme as a whole. 
The need for such oollaborative efforta to be ooordinated at all levels is 
reoognized and the establishment of maohinery to aohieve this is one of the 
tasks of provinoial governments. 

1.16 Philippines 

The health services at the oommunity level define health problems 
through the regular reporting systems of the Rural Health Units, hospital 
servioes, and to a limited degree, the private health seotor. 
Environmental health status is mainly observed in teras of availability of 
potable water, human and solid waste disposal systems and the sanitary 
oondition of the environment. The majority of the population visualizes 
illness in terms of symptom oombination as their oriteria for identifying 
health problems. Traditional beliefs and acoeptance of disease play a 
signifioant role among rural oommunities. 

Aotive partioipation by recognized oommunity leaders through 
oonsultation and through the harangay health worker by the oommunity in the 
planning, development and iaplementation of health and health-related 
programmes and projects is ourrently being developed through a multi-agenoy 
approach. A re-struotured health oare delivery system 1n the rural areas 
is being ourrently undertaken by the Rural Health Units of the Department 
of Health. Many of the tasks that traditionally belonged to physioians and 
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nurses have been delegated to the midwife who is now a resident of the 
barangay with her own sub-center. The new system would require one 
physician, public health nurse and sanitary inspector for every twenty 
thousand population and the re-trained midwife would cover a population of 
five thousand. 

To develop the necessary abilities of the community at large and 
community leaders in particular, heavy reliance will be placed on 
non-formal education. Community health workers will be trained in or as 
near as possible to their work environment by specially developed trainers' 
modular instruction packages. The training programme is task-oriented and 
centered toward nutrition, health and population problem reduction in terms 
of the specific role that this type of worker will play in the health oare 
delivery system. 

1.17 Singapore 

The Government provides health care to the people through the Primary 
Health Care Services, the secondary health care services (hospitals) and 
tertiary services for highly specialized treatment. The Primary Health 
Care Services are provided through a network of olinics situated at 
strategic areas throughout the island republic, providing therapeutic Or 
CUrative servioes for walk-in patients; preventive services for maternal 
and child health, family planning and the School Health Services. The 
three services for therapy, maternal and child health, family planning and 
sohool health developed under different administrations, but in July 1976, 
the dichotomy of administrative responsibilities was removed with the 
creation of the Division of Primary Health Care Services. This single 
administration has enabled health activities to be reoriented and 
reorganized to provide a comprehensive primary health care service at the 
peripheral clinics. 

The current major health problems of Singapore include: infectious 
diseases especially venereal diseases, tuberculosis and food-borne disease; 
malaria is limited in the main to imported cases; cardiovasoular conditions 
especially ischemic heart diseases, hypertension and cerebrovasoular 
disease; malignant diseases; oesophagus, cervix, oolon, reotum; neonatal 
jaundice and accidents. 

At the oommunity level, the criteria used by the people for defining 
their health problems may be quite different and the community does not 
always view health problems in terms of specifio diseases. 

Attempts to bridge the difference in the peroeption of health problems 
between the community and health personnel are constantly being made 
through regular health eduoation sessions at the maternal and ohild health 
centres, as well as through mass health campaigns. Mass media are also 
used in health education; for example, in bringing home the undesirable 
effects of tobacco-smoking, drug addiction and the importanoe of the 
prevention of road accidents. 
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The health status of the community is affected not only by the 
availability of health care but also by socio-economic factors and by the 
environment. As the success of community health programmes depends on the 
effective collaboration of all relevant sectors of the community, community 
participation is being actively solicited. Joint programmes, such as the 
Home Nursing Foundation, have been initiated by cooperation between the 
community and the governmental Primary Health Care Services. 

1.18 Republic of Korea 

The criteria used by the health services of the Republic of Korea to 
define health problems at the community level are the incidence and 
prevalence of notifiable diseases, industrial accidents and disability 
problems shown by pre-school and sohool health programmes; the prevalenoe 
of parasitic infestations; utilization of inpatient and outpatient 
services; maternal and infant mortality rates and the leading oauses of 
death. The oriteria used by the population to define health problaas at 
the community level are related to the acceptanoe of physioal and mental 
deviations from normal health whioh interfere with usuai daily aotivities. 

Kajor emphasiS is being plaoed on development of an effective and 
efficient country-wide health information system. In addition, periodio 
surveys are carried out and community level oommittees' agents are 
instrumental in bringing health problems to the attention of health . 
authorities. The eXisting government pattern for delivery of health' 
services provides for delivery of primary oare through a network of 1336 
health sub-centres at the township level. The design calls for the health 
sub-centre to be manned by a phYSician, and three health workers engaged in 
aotivities relating to maternal and child health, family planning or 
tuberoulosis control. The health sub-centres are subsidiary to the health 
oentres at the oountry level, at which level certain secondary health care 
servioes are available. Referral to general hospitals provides for 
additional secondary oare. 

Community partiCipation and intervention in matters related to health 
is achieved through the New Community movement whioh is responsible for 
health education, family planning, and the installation and maintenanoe of 
such faoilities as piped-water supplies and sanitary latrines. Mothers' 
clubs are actively involved in promoting the family planning programme, and 
in health education related to maternal and ohild health, including 
nutrition. In addition Life Betterment Clubs engage in family planning and 
they and the 4-H clubs partioipate in aotivities related to oommunity 
nutrition. Agricultural cooperatives are involved in welfare aotivities. 

The Korea Development Institute and the Korea Health Development 
Institute are primarily responsible for reoommending methods, approaohes 
and tools for use in the future planning, implementation and evaluation of 
community health programmes and expect to have defined suitable health 
indioators by June 1918. 
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1.19 Samoa 

Government health services usually cite mortality and morbidity rates 
to define health problems of the community but deaths are often 
un~er-reported and available morbidity statistics are usually confined to 
communicable diseases and inpatient morbidity. Surveys are limited because 
of their cost. The general population defines health problems by criteria 
which relate to basic needs. Water supply is repeatedly mentioned as the 
most important of these needs in many communities and also the lack of 
medical care facilities. 

The technologies used to deal with community health problems are 
simple in terms of cost, technique and organization. Two methods are being 
developed to deliver the appropriate technologies: one is to strengthen 
health services at the peripheral level by the setting up of health centres 
and sub-centres; another is to develop village health workers who are 
selected by the women's committees and trained and supervised by the 
district health personnel. These workers, when properly trained, will play 
an important role in primary health care. Women's committees are the main 
organizations which generate community participation in primary health 
care. Changes in morbidity and mortality patterns are monitored and there 
is close contact with other sectoral development authorities such as the 
departments of agriculture, education anq public works. There are frequent 
meetings with village chiefs and women's committees who can best express 
community needs. Sectoral development activities are coordinated by the 
Office of Village Development of the Prime Minister's Department at the 
national level and by the village chiefs and village councils at the local 
level. The health staff at both levels participate in the planning and 
implementation of community development projects. 

A decentralized approach is Used in implementing the community health 
programme. The community defines its health problems and selects its own 
priorities. This is accomplished during meetings of the women's committees 
and the councils. The health staff maintain a constant dialogue with these 
organizations and provide technical input in decision-making. Many 
community health activities do not require much financial support but 
active partiCipation by the community is obtained through various local 
organizations. Other health activities include development of rural water 
supplies and construction of latrines. The community provides the labour 
while financing for the purchase of materials comes from community 
contributions, government grants or from other sources. 

It is realized that community involvement has to be developed through 
a continuous educational process. Community health workers are selected by 
the women's committees and trained and supervised by the district health 
personnel. Training manuals are being developed for the use of these 
workers and a refresher training programme will also be carried out. The 
health staff involve the community leaders (chiefs, orators and women's 
committee officers) in group educational activities. Improvements are 
brought about mainly by active community participation and group effort: 
the multi-sectoral effort is well coordinated at the community level. 
Additional trained community health workers will also soon be introduced. 
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1.20 Solomon Islands 

Health services are provided through local clinics and through the 
hospital service. Each village has a local council and matters relating to 
health are discussed during the visits of nursing and medical staff. 

Extensive programmes for the control of tuberculosis, leprosy, malaria 
and malnutrition and for family planning are initiated by the Ministry of 
Health. These programmes are supported by the local community through the 
local councils who, with government aid, finance local projects; voluntary 
community labour is also utilized. Intensive programmes of health education 
are being carried out. 

1.21 Tonga 

Health problems are defined through the collection of mortality and 
morbidity data. Infantile diarrhoea and gastroenteritis are major problema 
and upper respiratory infection is most prevalent in the winter .anths. The 
com.unity sometimes fails to relate health problems to health needs, 
especially with diseases which do not cause immediate disability or death. 
Diseases like tuberculosis, leprosy and congenital deformity may put a 
strong community stigma on those concerned. 

Regular village inspections are made by health inspectors in 
collaboration with community leaders. An active programme of health 
improvement is being implemented through strengthening the basic health 
service and encouraging community participation. Health eduoation is 
strongly supported. Publio health nurses and health inspectors work closely 
with the community leaders. 

Women's community organizations have been a feature of community 
activities for many years. The Tonga National Voluntary Women's 
Organization was formed during the preparatory plan of the National 
Filariasis Control Programae: this organization has taken an active part in 
the initiation of community support for health promotion and in generating 
community responsibility for some aspects of health progra.aes. 

1.22 Trust Territory of the Pacific Islands 

The Government, through its Department of Health Services, provides 
virtually all the medical care that is available in Micronesia since there 
are no private practitioners, private hospitals or pharmacies. Delivery of 
health care is a function of medical officers, dental officers, sanitarians, 
nurses, health assistants and other allied medical personnel. However, many 
of these staff are expatriate and are thus transient. Primary health care 
services to the outer islands is essentially a function of health 
aSSistants, frequently called health aides, nurses and medex. Field-trip 
ships are scheduled to visit each populated island once a month with a 
health team and medical supplies aboard and these are being improved. 
Medex, nurses and health assistants are rotated to the district hospitals 
for constant re-training and for learning new techniques. There are 
currently 154> dispensaries in operation mainly in the outer islands reacte 
from district centers. 
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1.23 Socialist Republic of Viet Nam 

Following the 1965 revolution, there were many severe health problems. 
Famine, epidemic typhus, smallpox, cholera, plague and malaria took a heavy 
toll of life. The health infrastructure was rudimentary and was 
concentrated in the cities: the rural population, which amounted to 90% of 
the people, had little or no medical or health care. Infant and maternal 
mortality rates were very high and the expectation of life was low. The 
health situation in rural areas was made worse by widespread illiteracy, 
ignorance and superstition, especially with regard to sanitation and 
nutrition. 

A progressive health approach has now been developed based on 
coordination of all the sectors and the active cooperation of the people. 
Infant and maternal mortality rates have fallen dramatically and the birth 
rate has also decreased. The rural health network is based on the village 
and district level and fully integrated with services at the provincial and 
central levels. 

The main feature of the rural health network, which is the baokbone of 
the health service of the country, is the mobilization and active 
partiCipation of the population, especially at the commune level. The 
community, with the support of the State, is developing the basic rural 
health network and is assuming responsibility for its operation. 
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CRITICAL ISSUES IN THE IMPLEMENTATION OF PRIMARY HEALTH CARE 

The problem of providing adequate, relevant, needed and affordable 
health care for people is universal. We believe, that regardless of 
prevailing cultural patterns and political structures, health is no longer 
accepted as a charity but more and more is demanded as a right by the 
people. The realization of this belief that health care must be universally 
available, so that all will enjoy a level of health that will be conducive 
to a high social and economic productivity is in this Region still in an 
early stage of development, exoept for a few oountries. 

There is a cl08e relationship between the health status of the people 
and state of socio-eoonomic development in any given oountry. As peroeived 
from a world-view perspeotive appropriate to the growing interdependenoe of 
mankind, important international problems will have a bearing on the 
ohanging socio-economio and political soene in any given country. There oan 
be no doubt that the direction in which the socio-economic and politioal 
situation in the countries in this Region will ohange, will be affeoted by 
international developments, beoause the oountries are vulnerable to the 
impact of outside forces. 

While any disoussion on health as related to ohanging sooial and 
economic trends has to be oonsidered at the local level, the national level 
and international level, th~ local and national levels are where effective 
solutions to health problems and development have to be sought, while the 
international level serves as a component to support those solutions. It is 
within this framework of international collaboration that the oritioal 
issues in the implementation of PHC at national and local levels should be 
disoussed. 

The term PHC evoked a variety of conoepts and definitions among us. 
These differenoes in perception stem not only from varying personal and 
professional baokgrounds and interests but also from the particular sooial 
and politioal systems of oountries. 

To facilitate disoussions and arrive at findings, conclusions and 
reoommendations, the following working definition of PHC could be used as a 
starting pOint, if aooepted by the Conference. 

"A PHC programme is an intimately linked group of activities, olosely 
and effectively ooordinated with the SOCial, eoonomio and related health 
servioes to help individuals, families and oommunities deal with the 
many-sided problems of living, in particular with health problems. The 
programme is part of a responsive and accountable health service system. It 
reoognizes and gives form to the dynamio and reciprocal interaotion 
necessary between health and sooie-eoonomio factors; between the provider 
and the consumer, promoting personal and community responsibility and 
involvement in their own health oare. PHC stresses the importance of health 
promotion and development, increasing the capability of individuals, 
families and communities to live a healthy life, without overemphasizing 
treatment of disease." 
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It is clear from the above definition that PRe is not meant only for 
the poor, rural or urban, or only for developing countries, but we believe, 
that properly approached and developed, PRe is applicable to any situation 
in developing as well as developed countries, to improve the quality of life 
of the people. 

The provision of health and social services has been of vital 
importance in many countries in the Region. Improvement in health, water 
supply. diet and education can improve the welfare or quality of life of the 
population, particularly in the rural areas. There are also sound econoaio 
reasons for introducing these services, since better health, reduoed 
domestic chores, and higher levels of education can contribute to boosting 
productivity through increases in the quantity and quality of labour. 

Planning of a health service, however, poses by far the most difficult 
problem of resolution between economic, social and technioal choices. The 
financial, manpower and organizational resources for effective delivery of 
health service are often limited. Given that resources are limited, bow 
should additional financial, organizational and manpower resouroes be raised 
from within the communities; again, in particular, in rural areas where they 
are relatively less developed than in urban areas. 

Are such resources likely to be mobilized more easily if the services 
to be provided lead to measurable impact on productivity or if they generate 
substantial enthusiasm and interest for development programmes? Row can low 
cost delivery of service be organized? Is greater participation in planning 
and implementation of programmes more conducive to low cost delivery of 
services? The relationship between cost and partiCipation is, of course, 
related to the nature of service and the degree of technical input required 
in planning and implementation. 

Establishment of priorities is necessary, particularly in view of the 
discrepancies between demand for health services and availability of 
resources. It would appear that the allocation of resources to specific 
health services may quite effectively be linked to the additional resources 
which could be generated through community participation. In practice 
health programmes have often been implemented primarily with central 
resources and with little regard for utilizing grassroot support. It is 
useful to examine the extent to which the "top down" and the "bottom up" 
strategies of development provide different lessons in planning and 
implementing health programmes: both approaches seem to encounter analogous 
problems in providing health services. It is also useful to examine the 
extent of the modifications in the present health service delivery syst .. to 
respond and accommodate PRe, which is holistic in its approach. 

Because of lack of hard information, the discussion is necessarily 
tentative, but the purpose is more to raise the important issues in 
deSigning, planning and implementing PRe prograaaes rather than to provide 
definitive prescriptions. 
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To further guide and enhance the discussion of each issue, a diagram 
has been prepared which identifies the problem areas and illustrates the 
process of development of primary health care programmes. 

The following list of issues has been made on the basis of the country 
reports and discussions in the national seminars held in the Region: 

- rural and urban development 

- community involvement 

- inter-sectoral approach 

- modification of present health care delivery system 

- health manpower development 

- financing 

Further, the secretariat with your approval, has prepared guidelines 
for the groups discussions with regard to the above issues. 

With the vast experiences in health care delivery that we have in this 
Region, among the developing, developed and newly developed countries, and 
with the spirit of Technical Cooperation among Developing and Developed 
Countries, an interesting and fruitful deliberation could be expeoted. 



• 

• 

• 
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RESEARCH AND DEVELOPMENT 

Resources allocated to research and development in the field of 
established medical care have generally been inadequate to maintain proper 
identification of problems or effective monitoring of the measures designed 
to meet them. It appears likely that research and development could be 
given a very low priority in the field of PHC. 

It is important, however, that adequate resources be allooated to 
research and development in PHC. Problem identification, quantifioation of 
alternative solutions and evaluation of programme implementation in terms of 
effectiveness and efficiency will be vital if PHC programmes are to maintain 
their impetus. The matter is further complicated by lack of agreement on 
the relevant indicator variables and the appropriate methodology to apply 
them in the definition of alternative solutions. In addition, although the 
techniques of evaluation in terms of effeotiveness and efficiency have 
undergone considerable development in the field of established patterns of 
medical care prOVision, the techniques are not necessarily applioable 
unchanged to the evaluation of PHC. PHC is a dynamic process, subject to 
social and other influences which are liable to produce environmental 
changes more rapidly than is the case in established medical care systems. 
Because life-style factors are sO important in PHC programmes, research and 
development in this field must include a strong SOCiological component. The 
development of appropriate methodologies for research and development will 
be an important part of research and development projeots, especially in the 
initial stages. 

It is suggested that no programme concerned with the development and 
facilitation of PHC can be effective without a research and development 
element established as an integral and ongoing part of the PHC programme. 
This presents particular difficulties: PHC programmes are, by their nature, 
community based while most research and development programmes have been 
developed as a central or regional government activity. 

Community resouroes will not include all elements necessary for 
adeqUate research and development but it is equally unlikely that they will 
inolude no such resources at all. Possible ways must therefore be developed 
to supply adequate research and development facilities to oommunity-based 
PHC programmes without compromising their essential nature or beComing, 
either explicity or implicitly, a mode of external interference with the PHC 
programme. It would appear necessary for a number of methodologies to be 
developed appropriate to different community structures and this would be an 
appropriate initial task for research and development projects. 

If it is accepted that research and development must be an integral and 
dynamic part of PHC programmes, then research and development would become 
an integral part of the six issues to be discussed in the groups. It is 
suggested that partiCipants should discuss the appropriate place and 
function of reseaoh and development in their discussion of the questions put 
to the groups and include this element in their reports and recommendations. 
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Group discussion No.1 

Issue: Rural and urban development 

It is an established fact that in health there are some minimal 
requirements for development and performance, expressed in physical, mental 
and social terms, and that these needs cannot be achieved by a majority of 
people if a certain level of general socia-economic development is not reached. 

This is the reason why, compared to what we may call the "classic 
approach" to health problems (that is to say, a mere expansion of the basic 
health services), what is commonly called the "Primary Health Carew approach 
puts an emphasis on the integration of health-related activities within the 
~der framework of activities related to socio-economic development 1n general. 

Question 1 - "Rec1procal influence on health" 

Socio-economic development may appear, in soae instances, as the beat (or 
unique) possible strategy ror meeting health object1ves; conversely, an 
improvement of the health status of the population can contribute to 
sooio-economic development. 

What are: 

(1) the socio-economic factors which influence or determine the health 
status of the population? 

(ii) the economic benefits to be derived from a community health 
programme? 

Question 2 - "Integra~ion of health programmes in rural development" 

To what extent and at what level have the health programmes carried out 
in your country been integrated in a rural development programmes? 

Question 3 - "Problems in urban areas" 

Socio-economic development may give rise to considerable prcblems or 
inequality in health care in urban areas: how ma)' these inequalities be 
recognized and met? 

Question 4 - "Changing health needs/demands" 

Since health needs, and community's demands in terms of health care 
change as the socio-economic level (and consequently the health status) of the 
population is developing, how is it possible to monitor the change 80 as to 
enable a relevant adjustment of the health progra.mes? 



• 
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Group discussion No.2 

I~: Community involvement 

The strategy of Primary Health Care can be described as an approach 
intended to correct certain imbalances which occur during the economic growth 
process. 

The objective of a PHC programme is to secure a new balance in the 
distribution of health resources by the creation of community health services 
for the benefit of disadvantaged population. 

Due to the scarcity of the financial resources available to the 
individuals at the local level, the mobilization of the communities' resources 
(in particular in terms of manpower) has emerged as the only way to stimulate 
socio-economic development in general. However, the mobilization of community 
resources has been found to be a most effective method of stimulating 
socio-economic development. 

Primary Health Care can be thus considered as a well defined part of 
community-based development strat.egy. 

Question 1 - "Community-based development" 

In your experience, to what extent is health and medical care based on a 
strategy of community development? What measures have been taken to support 
communities' development? What sort of constraints or obstacles to 
development are met at the community level? Row can these problems be tackled? 

Question 2 - "Mobilizing resources/financing" 

To what extent is the community involved in the financing of PHC 
programmes? How are community resources mobilized? 

Question 3 - "Decision-making process" 

In your experience, to what extent is the establishment and 
implementation of health and medical care the responsibility of the community 
itself? How is the community involved in the decision-making process and the 
sharing of responsibility between community health and government health 
personnel? 

Question 4 - "Structural organization/administration" 

Describe the structural organization of the community and how it has been 
adapted to the specific needs of a community health programme (as far as 
mobilizing resources and decision-making process are concerned). What are the 
respective roles of traditional organizations, political bodies and other 
institutions? 
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Group discussion No.3 

~: Inter-sectoral approach 

PHC is defined as an intimately linked group of aotivities whioh should 
be closely and effectively ooordinated with the other servioes, external to 
the health system but which exert a considerable influence on health status. 
It should recognize and give form to the dynamio and reciprooal interaotion 
neoessary between health and sooio-economio factors. 

This implies that we have not only to relate PHC to these other sectors, 
but also to coordinate and cooperate with them in practical terms to acbieve a 
greater lapaot on the health of the people. 

In some countries, the mechanism for coordination has already been 
established; in many oountries this possibility has been considered as a step 
in the right direction to avoid duplication, or even ca.petition. 

Previous experience would appear to indicate that the inter-sectoral 
approach is, by its nature, a complex process and that the initiation of a 
balanoed development programme is d1fficult. It is neoessary to have a broad 
understand1ng of factors influenoing development and of the contribution of 
the components involVed. There is no doubt that .uoh has to be done before a 
satisfactory structure can be established. 

Based on your experienoes, what are the constraints and the necessary 
modifioations of organization or system, to give rise to the inter-Iectorsl 
coordination of activities to support PHC? 

Group discussion Nos. 4, 5, 6 

~: Manpower development 

Limited number of trained manpower (frequently assooiated with inadequate 
financial and organiZational resources), can be deterrent to the effective 
delivery of health servioes. Existing health delivery systems may require 
closer sorutiny in order that more innovative approaches may be cons1dered 
utilizing existing structures within the community and maximizing oa.muntty 
resources particularly in terms of available manpower and finance. 

The identifioation of existing structures into which the delivery of PHC 
could be injected would precede oonsideration of the type of personnel 
required. Identification of training resources and establishment of the 
inter-relating areas of responsibility, spheres of operation and sources of 
renumeration, among many other faotors, would need to be aoceptable to the 
principle of oo.munity initiation and involvement. 

Manpower resouroes available to the looal oommunity may come from many 
areas; including Government, voluntary bodies, the private sector and 
traditional providers of oare. These resources must all be considered in the 
estab11shaent of an integrated oommunity-based PHC programme. 
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In the light of your own experience, identify the critical issues raised 
in the above statement and the factors necessary for successful PHC programmes. 

Group discussion Nos. 4, 5, 6 

Issue: Financing 

To some extent, a PHC programme can be considered as an economic 
investment: some costs are involved in its implementation, but it is likely to 
generate important benefits in terms of socio-economic development. 

Insofar as PHC programming has to be integrated, in all respects, into 
the national health programme in general, it is, however, necessary to analyse 
the implications of a PHC approach in terms of costs and financing. 

Question 1 

What resources can be. used for funding a PHC programme? 

(i) 

(ii) 

(iii) 

by the communities themselves. 

by the Government - from the health or from other budgets. 

by other sources - foreign aid, etc. 

Question 2 

What expenditure is involved in a PHC programme? 

(i) Expenditure involved in the launching of the programme, which could 
be distinguished from the cost of its maintenance. 

(ii) Expenditure involved in the support of the programme, which could 
be distinguished from the local community expenditure. 

(iii) Expenditure on government-supported health services which could be 
distinguished from expenditure on the community-supported services. 

Group discussion Nos. 4, 5, 6 

Issue: Modifications of present health care delivery system to "accommodate" 
pAc 

Health services and programmes are often planned at central level with 
little regard to the needs of the community, or support by the community. 

The PHC approach, however, deals with the problems existing at village or 
even at family level and examines how these problems can be solved by the 
people themselves. Thus, a PHC programme will have to be developed, for the 
well-being of the people. Community resources, including manpower will have 
to be solicited and utilized. It is necessary to examine how to integrate PHC 
into the present health services delivery system so that it could respond to 
the needs of the people. 
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The emphasis of the services should be at the periphery, instead of the 
central level and a whole new system of planning and management is therefore 
necessary. Who will initiate these services? Who will decide what is wanted 
and what is really needed? What type of health worker is needed to deliver 
the health care and how to train them? How will the new services fit in with 
the existing system? 

Needs can change rapidly. To be really effective a PHe programme should 
know when the needs change, and how it can adapt itself to these ohanges. Wbo 
will decide on a modification of tbe PHe progra.me? What information should 
be oollected to .onitor or to evaluate tbe programmes, and by wha.? 

How could the present health delivery system best incorporate PRe 
services? What changes are needed? Do we change the system or tbe concepts 
of the people in charge of tbe system? Who will decide when and what obanses 
to make? 

These are a few ideas submitted to the participants for disoussion in the 
light of their experiences. 

• 

• 

• 
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