
through its Bureau of Law and Public Relations, has continued to 
make a major effort to redraft the "Fundamental health laws" of the 
country. A national consultant was assigned the task of formulating 
the third draft of the Basic Health Act and conducting a workshop 
for generating ideas for improving the Act. In addition, other 
workshops were held on the regulatory aspects of health manpower, 
food control and decentralization of authority to the provincial 
level. All of these efforts were aimed at establishing a regulatory 
structure in support of the future national health system. The 
project also enabled two staff to attend a conference of the ASEAN 
Lawyers Association and three staff to visit institutions in other 
countries to study food control legislation. 

The Health Legislation Unit st WHO headquarters in Geneva 
supports this effort by publishing the International Digest of 
Health Legislation. In 1983 and 1984, the Digest ( 7  issues) 
referenced recent health legislation in five countries of the Region 
showing the following enactments: Bangladesh - 1 Act; India - 5 
Acts; Nepal - 2 Acts; Sri Lanka - 2 Acts; and Thailand - 35 Acts. 
This indicates either that health legislation is being updated 
rather slowly, or that new legislation is not being reported to WHO 
regularly. 

Chapter 4 

ORGANIZATION OF HEALTH SYSTEMS 
BASED ON PRIMARY HEALTH CARE 

While the expansion and further development of national health 
infrastructure has helped to increase the access of the population 
to primary health care, national health authorities have evinced 
interest in and concern for the quality of service and the full 
utilization of established facilities and manpower. material and 
financial resources. 

Alternative ways and means of meaningfully involving 
communities in the planning and delivery of essential health care 
continued to be explored by the countries, taking into account their 
socio-economic conditions, stage of development, and the nature of 



their health infrastructures. The strengthening and remodeling of 
health institutions at different levels were undertaken by developing 
additional physical facilities and by reorganizing existing facili- 
ties. In some countries, the design of a model primary health care 
infrastructure has emerged, while in a few Member States some 
experimental efforts in developing district health planning and 
management units were also made. 

By 1984, five Member States had completed Country Resource 
Utilization (CRU) reviews and prepared documents on resource gaps. 
In view of the present economic climate, vigorous and sustained 
follorup actions with bilateral and multilateral agencies by the 
national aid coordinators are needed for the mobilization of 
resources. Given the impact of budgetary constraints on expanded 
health services, studies of costs and methods of financing of health 
care were conducted in two countries. A feasibility study on health 
insurance was also completed in Indonesia. 

Applying practical strategies for health resources mobiliza- 
tion, several countries followed up earlier reviews of the resources 
available and required, as a basis for the rational use of existing 
resources and the generation of the additional resources required. 
Despite the constraints, primary health care continued to receive a 
relatively higher proportion of health resource allocation in most 
countries of the Region. 

The problem of coordinated intersectoral actions for health 
development remained, even though its importance was increasingly 
appreciated. Since central-level inter-ministerial mechanisms were 
not considered entirely adequate, ways and means of assuring 
coordination at the statelprovincial and district levels were being 
explored in order to translate agreed principles and policies into 
operational methods and procedures. 

The new thrusts of decentralizing development planning and 
administration in the countries were demanding new methods and 
procedures for coordination among various developmental activities 
at the provincial, district and local levels. The mere replication 
of national intersectoral coordination mechanisms was seen to be 
inadequate. WHO continued to support national coordination mechanisms 
for health development, as well as dialogues between government and 
nongovernmental organizations active in health work in the countries 
to stimulate coordination and complementarity. 

WHO technical cooperation in countries through the regional 
support programme was directed to the development of simple and 
practical methods for the review and evaluation of primary health 



care, the development and training of peripheral and middle-level 
health workers, innovative organization of community health care, 
primary health care models, a framework for urban primary health 
care, and the development of a network of institutions for primary 
health care and experimental design at district level in support of 
primary health care. With WHO support, a scientific working group 
met and developed a methodological framework for the monitoring and 
evaluation of primary health care for adaptation in the countries. 

Progress was recorded in the longitudinal study of joint 
UNICEF-WHO support to the implementation of primary health care 
(JSPHC) in Burma and Nepal. Initial studies in selected priority 
areas were completed in Burma. Indonesia, as well as Burma and Nepal 
and other countries, participated in the WHO/UNICEF consultative 
meeting on JSPHC held in Jamaica in July 1984. A proposal for JSPHC 
support in four districts in Nepal was consolidated and the plan of 
action was reformulated. A country profile was completed in 
Indonesia. 

An intercountry conference on primary health care networks 
was held in New Delhi to follow up on a previous meeting held in 
1983. The Conference permitted exchange of information on progress 
and problems in the development of primary health care and further 
crystallized the form and functions of a national primary health care 
network of institutions. It brought out the value of joining the 
national networks together in a regional network to share information 
and resources for their mutual benefit. The conference identified 
three main areas for action: reorientation of heath infrastructure 
for referral support and intersectoral actions, development of 
middle-level managers, and use of health research for decision-making 
in primary health care for regional promotion and support by WHO. 

The rapid expansion of the number of health facilities calls 
for logistics and supply support systems. Though the distribution of 
drugs and other supplies was an immediate priority, other components 
(e.g., communication, patient transport, and supervision) also caused 
concern. WHO collaborated in specific studies in supply and logistics 
at country level and in the sharing of views and experiences among 
countries at an interregional consultation. 

WHO collaborated in the development of a sound referral system 
with the district hospital as a key institution and, in this regard, 
supported consultations on the role of hospitals in primary health 
care. 

The rapid growth of the urban population in most countries of 
the Region has aggravated the health and sanitation problems of slum 



dwellers in several metropolitan cities. In order to promote urban 
primary health care, WHO has supported national and intercountry 
meetings. The regional colference on primary health care networks 
held in January 1985 adopted a work plan for regional support to 
urban primary health care. 

By and large, there was progress in integrated health care 
delivery. The pre-existing vertical disease control programmes were 
being integrated into the general health infrastructure, especially 
at the local level, in several countries. The rate of integration 
depended, understandably, on the strength and span of coverage by 
the health infrastructure and the epidemiological situation and 
technology of the respective communicable disease programme. 
Appropriate structures and resources were retained in vertical 
control programmes in some cases, where this was dictated by 
epidemiological or technical considerations. 

A Regional Seminar on Primary Health Care was held in Ulan 
Bator from 16 to 22 August 1984. Fourteen participants from six 
Member Countries attended the seminar, which was hosted by the 
Government of Mongolia. The seminar reviewed the progress made in 
different countries in the implementation of the "health for all" 
strategy through primary health care and noted the various problem 
and constraints faced by the countries. It made recommendations 
urging Member States to extend primary health care coverage to the 
vulnerable population on a priority basis, to accelerate implementa- 
tion of decentralization policies and improve information support for 
decision-making, to regulate or strengthen mechanisms for training 
manpower needed for primary health care and community participation, 
to strengthen development sectors for supporting intersectoral 
collaboration, and to integrate health systems research in the 
planning snd implementation process. It also requested the countries 
to strengthen their mechanisms for channelling WHO support for 
primary health care according to national priorities. The field 
visit to Huvsgul aimak demonstrated to the participants the success 
of this model project both in respect of its activities and its 
impact on community involvement and leadership at all levels. 

4.1 NATIONAL HEALTH SYSTEMS ORGANIZATION AND DEVEUIPNENT 

In BANGLADESH, the thrust of WHO'S technical support was shifted 
from the centrally located health management organizations with 
unified WHO technical cooperation to national efforts in the 
organization of primary health care. As part of primary health care 
development, WHO collaborated in planning and information support. 
Material support was given to the central and intermediate levels of 



health organizations. Administrative reforms aimed at decentralizing 
decision-making to the upazilla and union levels gave fresh impetus 
to coordinated development activities and the participation of local 
bodies in development, planning and administration. 

The Primary Health Care Management Committee, under the 
umbrella of the "Health for All" Council, revived its activities. 
The need for a permanent secretariat in support of the "Health for 
All" Council was examined by the Primary Health Care Management 
Committee with a view to enabling the Council to coordinate the 
implementation of priority health programmes. 

In spite of economic and resource constraints, a relatively 
high proportion of the national health budget continued to be spent 
on primary health care. The Third Five-Year Plan (1985-1990) lays 
stress on the development of family health services, nutrition, and 
essential health care, with augmented economic support for primary 
health care. 

WHO supported primary health care workshops at the district 
level in order to strengthen the national primary health care 
network. Assistance was extended through an intercountry project to 
ascertain the effectiveness of primary health care workshops and to 
carry out operational research. This led to a substantial increase 
in the understanding of the primary health care delivery process and 
the mechanisms in the districts where the workshops were held. 

WHO support was provided for further strengthening the repair 
and maintenance facilities for electro-medical equipment. Work 
commenced on a survey of medical equipment in local institutions and 
hospitals and was followed by repair activities. A project for the 
maintenance of electro-medical equipment was approved by the 
Planning Commission. Two assistant repair engineers were awarded 
fellowships for training in the repair of laboratory equipment. A 
teach-in workshop in the repair and maintenance of hospital . equipment was also conducted. 

In BHUTAN, primary health care was being developed as a 
unified and integrated health care service for the people using all 
levels of the national health system, from village health volunteers 
to basic health units and district and regional hospitals. The basic 
health unit is the linking institution in the health system for the 
delivery of integrated health care. 

WHO supported the development and strengthening of health 
systems based on primary health care in a variety of ways, including 



the formulation of the health plan, review of health resources 
requirement, design of a model district health development proposal, 
and the setting up of planning and information units in district 
health offices. 

The Government's policy of decentralization helped to 
strengthen the development of integrated health care in the 
districts with the involvement of the district administration in 
health management. It also promoted greater intersectoral 
coordination at the district level. 

In BURMA, primary health care reached full coverage in 83 
townships as a part of the People's Health Plan (PHP). The management 
and supervision of hospitals were strengthened through the develop- 
ment of hospital manuals and inspection systems with support from 
WHO. A national committee routinely reviewed the implementation of 
the People's Health Plan, and periodically re-examined the instru- 
ments used. Evaluation workshops on health care were also conducted 
at all levels with WHO technical support to enhance national 
capabilities of conducting in-depth reviews of primary health care. 

The linkage between health and development was well 
recognized, and development projects in other sectors were examined 
for their effects on the health of the population. Coordination and 
collaboration among various sectors were effected through the close 
involvement of People's Councils in monitoring the implementation of 
the People's Health Plan. 

Integration of health care was achieved through the People's 
Health Plan, which provided for a variety of community health 
workers to deliver health care with strong support and supervision 
from the township level. 

The primary health care referral system was improved by 
strengthening station hospitals and laboratory facilities with the 
aim of providing specialist services at some township hospitals. The ' 
200-bed hospital in Rangoon, built with a grant from the Government 
of Japan, was completed, and the project to build a new 600-bed 
hospital to replace Rangoon General Hospital was being implemented. 
WHO supplied seven ambulances equipped with basic resuscitation 
equipment, which provided the nucleus for an ambulance service. The 
Central Medical Store Depot transport fleet increased its delivery 
mechanism more expeditiously. The Rangoon warehouse was equipped 
with cold-storage facilities, and two further warehouses - in 
Mandalay and Moulmein - were also fully functional. WHO supported 
the strengthening of staff capability through fellowships. It also 



supported the training of staff in the the maintenance and repair of 
electro-medical equipment. 

In the DEMOCRATIC PEOPLE'S REPUBLIC OF KOREA, the section 
doctor system at the g s '  rural community hospitals as well as in 
urban areas has responsibility for families assigned to them for 
curative, preventive and promotive services. District and provincial 
hospitals are also used as referral and supervisory institutions. 
The central hospitals are the apex institutions for referral support 
as well as for research. WHO supported the strengthening of the 
technical competence of the health personnel, mainly through 
fellowships and staff expertise. 

In INDIA, the Minimum Needs Programme, with its thrust on 
improving the quality of life and services to people, remained the 
sheet-anchor of primary health care. The strengthening and expansion 
of primary health care facilities continued, especially for the 
underserved areas and populations. The Seventh Plan adopted specific 
physical targets in this regard. 

Being an integral component of the Twenty Point Programme, 
primary health care benefited from close intersectoral coordination 
and collaborstion within the Cabinet and the Planning Commission. 
Coordination committees interacted between the Ministry of Health 
and Family Welfare and other related ministries, such as those of 
Education and Social Welfare. 

In INDONESIA, targets established for social development gave 
a new direction to the development of primary health care. 
Preferential allocations of resources reflecting this orientation 
were made from both national and international sources to the less 
developed of Indonesia's provinces. Resources from the Ministry of 
Health and health-related ministries were focused on reducing infant 
and child mortality through integrated health care. 

WHO'S special collaboration with the integrated family health 
package of services in the four districts of two provinces was 
supporting national efforts for integrated micro-planning, functional 
arrangement, training, logistics, budget, micro-supervision and 
monitoring at the community level. The high level of commitment and 
strong support to the strategy gave promise of human resource 
development in the communities. 

The health facilities increased considerably. The number of 
health centres rose from 5 353 to 5 403 during rhe period under 



review. The number of health sub-centres also rose from 13 636 to 
14 136, compared with a total of 8 386 in 1980. The number of 
hospital beds increased to a total of 134 705 in 1984, including 
31 119 beds in private hospitals. The average ratio of hospital beds 
to population was quite satisfactory but there was still considerable 
variation in the distribution of these resources. The World Bank 
gave support to the expansion of health facilities for primary 
health care in three provinces, while a UNDP/CMO project supported 
the development of primary health care, including the improvement of 
health facilities, in Irian Jaya. 

In MALDIVES, the health infrastructure was expanded by the 
addition of three regional hospitals and Male's Central Hospital was 
expanded in its capacity. The 23 health centres in the atolls were 
supplemented by 4 epecialized clinics (malaria, filaria, tuberculosis 
and leprosy) and 175 family health workers spread throughout nearly 
all major islands. Mobile teams for providing health care to the 
atolls were launched. WHO continued to support the training of 
health workers through fellowships and the assignment of experts. 

The National Socio-economic Interim Plan for 1984-1986 also 
defined the role of the health sector vis-8-vis other sectors, and 
mechanisms for coordination among sectors. To improve logistic 
support, inter-atoll and inter-island transportation was improved. 
Mobile teams supplemented the static health services and were 
serving the remote islands. 

In MONGOLIA, the health service delivery from intersomon, 
somon and brigade hospitals and from feldsher units constituted the 
network of national health system organization and its development. 
The aimak hospital is the centre for referral support and the 
network was supplemented by services from mobile teams where 
necessary. 

A model primary health care delivery system was being 
developed in five somons of Huvsgul Aimak. A baseline study on the 
health situation of the project area was completed, followed by a 
study on the utilization of medical and paramedical staff in rural 
health institutions. The project made satisfactory progress; the 
primary health care network was developed, the somon hospital was 
strengthened and more mobile services were establiehed. A radio 
communication system between the somons and brigades was planned in 
order to enhance the capability of the network. 

A preliminary proposal for developing model primary health 
care in Gobi-Altai Aimak has been formulated. 



In NEPAL, integrated health services were being extended by 
the gradual absorption of health posts into the programme. The list 
of district health offices to be established was approved by the 
Government and the existing district health offices were streng- 
thened. The main thrust of health development was on expanding the 
coverage under the community health leaders scheme. At the same 
time, the ayurvedic system was being expanded to fill in the gaps 
remaining in the health system. 

The National Development Council and the Planning Commission 
are the central coordinating agencies for all sectoral development 
plans including health. At the district level, the panchayat and the 
chief district officer are responsible for intersectoral coordi- 
nation. 

Health services were fully integrated through the district 
health offices in six districts, and close collaboration with verti- 
cal programmes continued. Integration was evaluated in-depth with 
WHO support using survey methodologies to assess health awareness, 
services rendered, and the performance of the health workers. 

Alternative approaches to the delivery of health care to the 
people using available resources in other sectors and institutions 
were being studied with WHO collaboration. Material support and 
logistics and supplies were strengthened through studies on the 
enhanced production of drugs, promotion of local production, and the 
construction of stores. 

In SRI LANKA, the restructuring of the health system was a 
major undertaking in the organization and development of primary 
health care. This involved the designing and construction of new 
health facilities, provision of supplies and equipment, staff train- 
ing, and the designing of service schedules and a referral system. 
As an important orientation of the health system, district adminis- 
trations were delegated the authority to formulate annual district 
health development plans. In order to generate political support for 
primary health care, a national seminar for parliamentarians was 
held, followed by district-level seminars. 

The National Health Development Committee actively contributed 
to intersectoral coordination in implementing national health 
strategies. Priority issues and corresponding policy initiatives 
were formulated through a three-way process involving policy-makers, 
administrative and technical cadres, and the community. 

The emphasis on on-the-job training of health personnel 
contributed to the integration of health care supported by close 



supervision. Review and the redesigning of the logistics and supply 
system were undertaken wi thin the implementation of the restructured 
health care delivery system and the new organizational model of 
primary health care. 

In THAILAND, the targets achieved for district hospitals, 
tambon health centres, village health volunteers and village health 
communicators reached about 80 per cent of the total requirement. 
The Government promoted innovative approaches as related to the 
local situation. A highly flexible process was being experimented 
with, under which the provincial chief medical officer was free to 
apply locally appropriate methods to produce an agreed output in the 
framework of the national target. 

The National Economic and Social Development Board (NESDB) 
developed a broad framework for development, including eradication 
of rural poverty, employment generation and production in rural 
areas. An innovative social development project was supported by UH0 
to demonstrate the development and use of basic minimum needs (BMN) 
indicators for actual village-level intersectoral collaboration 
supporting a large measure of involvement of village communities. 

There was greater involvement of provincial health 
administrations in the organization and delivery of integrated 
health care using all forms of health resources. Local health 
administrators were participating in the work of local development 
committees to integrate health activities into development. 

Thailand declared 1984 as the year of primary health care, 
and gave special emphasis to the monitoring and evaluation of 
primary health care activities. 

4.2 HEALTH SYSTWS SUPPORT TO PRIMARY HEALTH CABX WITB 
EMPHASIS ON THE INTEBHEDIATE LEVEL 

With the expansion of health facilities and the increase in numbers 
of community health workers, emphasis was laid on the intermediate 
level of the health system to support primary health care. 

In BANGLADESH, the assignment of additional staff at the 
upazilla health complexes strengthened the intermediate-level 
support to peripheral health facilities and field workers. Health 
and family planning activities were integrated at the health complex 
level and at the level below it. Frequent and extensive supervisory 
visits by high dignitaries and health functionaries throughout the 



country helped to bring about close coordination and cooperation in 
the integrated delivery of health and family planning services. In 
order to meet the growing demand for health care for the urban 
population, a survey was undertaken to develop alternative models 
for urban primary health care. 

In BHUTAN, within the integrated health system, the district 
hospitals were being strengthened to enhance referral support to 
primary health care. The district integrated health service model 
designed with WHO collaboration was being studied for implementation. 

In INDIA, the strengthening of the intermediate level was 
attempted through operations research in the districts. WHO provided 
support to develop staff for operations research. Training was 
arranged with multi-centre cooperation in Ahmedabad and Delhi. A 
study on the monitoring and evaluation of primary health care was 
also being implemented in Himachal Pradesh with WHO support. 
Assistance was also provided to a national review of programmes 
based on primary health care. 

In INDONESIA, special attention was given to the strengthening 
of the intermediate level of the national health system. Health 
development in selected provinces was supported with external 
resources from several donor agencies and under special WHO collabo- 
ration. WHO support was given to the development of health management 
and health research. UNICEF, US AID and the World Bank participated 
in the strengthening and expansion of the provincial health system. 

In MONGOLIA, the progress achieved in the Huvsgul Aimk 
Project encouraged the Government to strengthen this intermediate- 
level health system further by expanding it to other somons and 
aimaks. National seminars were held with WHO collaboration to 
acquaint national health managers with the experience of Huvsgul 
Aimak and to improve their management skills. 

In NEPAL, plans were adopted to establish the full complement 
of district health offices in the country. Existing district health 
offices were strengthened in phases. A national workshop was held in 
August 1984 to improve the management skills of civil surgeons and 
district health officers who are responsible for the intermediate 
level of the health system. The problems of implementation and 
coordination were particularly reviewed and remedial measures were 
sought. 



The district health offices in SRI LANKA were strengthened by 
affording national officers opportunities to observe health manage- 
ment at the intermediate level of the health system in other 
countries. In two districts - Ksndy and Hambantota - improved 
planning and management of primary health care was initiated as a 
first step before expansion to other districts. Training in hospital 
management was also supported. 

In THAILAND, the provincial and district health services were 
being developed in a flexible manner through providing support to 
peripheral health institutions. 

4.3 PRIMARY H W T E  CARE AT THE LOCAL LEVEL 

Several new approaches to the organization of local health care with 
the involvement of communities were implemented, some with WHO 
collaboration. 

In BANGLADESH, the local bodies participated in the organiza- 
tion and management of health and family planning activities. In 
order to promote the direct involvement of communities, orientation 
and training in promotive and preventive health care were given to 
public leaders and the 'imams' of village mosques. Training workshops 
on community participation and for raising health awareness were 
conducted with financial support from WHO. 

In BHUTAN, there was further expansion of local health 
facilities with the addition of 12 basic health units and 7 
dispensaries. WHO supported the training of 65 paramedical staff, 
some of whom were trained in various medical diagnostic procedures, 
thus further strengthening the quality of primary health care. 
Village health volunteers continued to provide the key linkage with 
the basic health units in selected remote areas. 

In BURMA, the community health worker and assistant midwife 
constituted the team to deliver health services to the people at the 
community level. During the period under review, about 2 100 new 
community health workers were trained to serve in the new programme 
areas. Thus, all the 314 townships had a degree of health service 
coverage, with 83 townships having attained complete coverage. In 
addition, the recently created category of health workers at the 
community level - the Ten Household Health Workers - was trained in 



s i x  p i l o t  townships. Additionally, 2 180 community heal th volunteers 
were trained fo r  Rangoon and Mandalay to  work i n  29 urban wards of 
these two c i t i e s .  

In  INDIA,  with WHO collaboration, a nat ional  consultant 
prepared guidelines for  the t ra in ing  of teachers, t raining curr icula  
and manuals as  part  of a p i l o t  scheme of the  school health education 
programme. Subsidies were provided fo r  adapting the WHO Manual on 
Basic Health Laboratory Techniques fo r  use i n  primary heal th centres,  
and t ra in ing  materials  were developed fo r  use by multipurpose health 
workers. 

A meeting of nongovernmental organizations was organized to  
coordinate fur ther  the work of these organizations i n  the f i e l d  of 
primary hea l th  care. A workshop was held t o  review the findings of 
the th i rd  evaluation of the Health Guide Scheme a t  the National 
I n s t i t u t e  of Health and Family Welfare, New Delhi. 

Potent ial  NGOs have been ident i f ied  as  complementary 
resources to  support primary heal th care.  Community and voluntary 
organizations and private  medical prac t i t ioners  of various systems 
of medicine were being brought together to support the  national 
health system. 

I n  INDONESIA, with collaboration from WHO, an integrated 
package of family heal th care was launched t o  accelerate  the 
development of local-level primary heal th care services.  This 
programme e l i c i t e d  the en thus ias t ic  par t ic ipa t ion  of community 
organizations i n  the management of integrated heal th posts. 

A nat ional  workshop on the integrated family health package 
was supported i n  September 1984 i n  Cimacan, West Java, with the 
par t ic ipa t ion  of s i x  provincial teams. Operational and management 
manuals, micro-planning guidelines a t  health-centre leve l ,  and a 
manual on community par t ic ipa t ion  were also developed. A joint  
national-WHO preliminary evaluation of integrated heal th posts 
del ivering the family health service package was car r ied  out. 

A nat ional  workshop on occupational health i n  the context of 
primary heal th care was supported. 

I n  September 1984, WHO ass i s ted  i n  organizing a national 
workshop on urban primary heal th care,  i n  which representatives from 

" 10 c i t i e s  and 10 provinces part ic ipated along with o f f i c i a l s  of the 
Ministry of Health. 


