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1. INTRODUCTlON 

Under the chairmanship of Dr Mohammad Isa, Director General of 
Medical Care, Ministry of Health. Indonesia, a full day was spent on 
technical discussions concerning "Innovations in primary health care" in a 
wide variety of comn~unity settings in the countries of the Region. Dr U Mya 
Win was elected Rapporteur. The annotated agenda approved by the Regional 
Committee was the basis of discussion, which was planned as follows: 

(1) Review of some innovative approaches in primary health 
care in countries of the Region; 

(2) Analytical review of country experiences in 
extension/expansion of the innovative approaches from 
pilot areas to country-wide application; and 

(3) Formulation of conclusions and recommendations. 

The basic purpose of these discussions was to analgse a wide range 
of examples of innovations in primary health care in the Member States, to 
identify the circumstances surrounding the initiation and maintenance of 
these innovations, as a basis for encouraging countries to expand these 
innovations both in the scope and in terms of numbers of communities that 
are involved. 

2. CHAIRMAN'S OPENING ADDRESS 

In his opening remarks, the Chairman sought to focus the attention 
of participants clearly on the task they were expected to accomplish. He 
suggested that the examples of innovations described in the Working Paper 
(SEA/RC37/15) should be considered together with any other examples that 
were reported with a view to identifying the specific factors and 
circumstances that enabled these innovations to take root and establish 
themselves. An attempt should be made to identify as clearly as possible 
factors that determines why some of innovations succeed while others do 
not. These examples could throw light on how to expand the approaches so as 
to cover a wider range of populations. 

If we are to reach the goal of health for all by the year 2000, 
total dependence on the conventional delivery systems may not be enough and 
it is therefore important that communities and bureaucracies be encouraged 
to be as innovative and as creative as possible and that all of the 
resources available within the community itself be mobilized as completely 
as possible. The great value of these innovative approaches is that they 
provide examples of the active involvement of the people. But, the Chairman 
observed, people will make such innovative contributions only when they are 
totally convinced that they are of positive benefit. 

The Chairman concluded his introductory remarks by asking delegates 
to describe innovations in primary health care at the country level and 
then to use these aa a basis for seeking answers to five critical questions: 

(1) Development Process: Why, how and under what circumstances 
did the innovation commence? 
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(2) Resource Utilization: What resources were needed and 
where did they come from? 

( 3 )  Role of the Community; What specific roles did the local 
communities take in initiating and sustaining the 
innovation? 

(4) Social, Economic and Cultural Characteristics of 
Communities; Is innovation easier in s m e  types of 
communities and contexts than others? and, 

(5) Role of Government:What positive, supporting roles did 
Government play? 

3. REVIEW OF EXPERIENCES OF COUNTRIES IN INNOVATIONS 
IN PRIMARY HEALTH CARE 

Each of the five questions noted above was approached through a 
substanttal review of experiences in innovations. 

4. ANALYTICAL REVIEW OF INNOVATIVE APPROACHES 
IN P R I W  HEALTH CARE 

4.1 Developmental Process 

The group considered the various aspects of developmental process, 
starting with the factors that led to innovation, and agreed on specific 
factors, which are described below. 

One factor that led to innovation was a unique geophysical situation 
of the country or a community. Nepal is a landlocked country and Maldives 
is a sealocked country, and these characteristics have led to the 
development of mobile health teams, introduction of walkie-talkie radio 
communication or shortwave radio transmission and similar innovations. In 
Maldives, again, because of its unique high water table, latrine 
development was different from that in other countries. 

A limitation of resources was another factor that was responsible 
for innovative approaches. For instance, in Thailand, drug cooperatives had 
emerged, aua income-generatine activities were undertaken in Indonesia. 

Availability of technology was also a factor responsible for 
producing innovations. In Thailand, for example, people constructed jars to 
collect rain water instead of using water tanks. 

Scarcity of human resources is overcome by training and utilizing 
the appropriate people in the community. Monks in Thailand, imams in 
Bangladesh and school teachers in Maldives were trained and utilized to 
deliver primary health care. The training of school etudente in Indonesia 
as "mini-doctors" and utilizing them as agenta of change in health etatus 
was noted. 

Competitions have been used to encourage the health manager to 
obtain better results in health programmee. The etratiffcrtioa of health 
centres in Indonesia and competitions organired in other countries 
connected with village health programmes were noted. 
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Voluntary resources placed at the disposal of the community were 
sometimes accompanied by technology or innovative ideas too. 

The reluctance of medical doctors to serve in rural areas in Nepal 
and the brain drain in Sri Lanka promoted the training and utilization of 
auxiliary health workers. The shortage of services in the dry zones of 
Burma was responsible for the innovative category of the "ten-household 
health worker". The high incidence of injuries caused by burns in Bombay 
stimulated a voluntary agency to start an active prevention programme. 

With better communication and transport facilities, people started 
bypassing the lower-level referral facilities in Sri Lanka and Thailand. To 
some extent this was being contained in Thailand through an innovative 
strategy called the "green line referral" system. 

Village committees were started in many countries to deal with 
health problems. In due course, these committees had to obtain expertise in 
other sectors too, such as in water supply and sanitation. The family 
health programme which originally promoted contraceptive methods for women 
was changed to apply both to men and women. 

Experiences from various countries showed many starting points that 
could be responsible for innovations in the community. The common starting 
points are listed below: 

Starting Point Example 

To solve problems 

After acceptance of 
a new technology 

After a technology 
has failed 

Use of auxiliary health workers, 
mobile health teams 

The training of traditional birth 
attendants 

The change from pit latrines to 
ash latrines in Maldives 

As an experiment or by A leprosy control programme may 
the expansion of a develop into a disease control 
programme programme and finally into a 

development programme 

Some innovations originated from the government, political 
commitment, from the highest national level led to 1984 being declared 
Primary Health Care Year in Thailand. At the intermediate level, the 
Government of Gujarat State in India approved a scheme of health centres 
and handed it over to the community to maintain the facility. 

The expertise of the technocrat or the bureaucrat in charge of 
health programmes can also lead to the introduction of innovations, such as 
biogas plant production in the village. 
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Equally, the community could make a request to start a programme. In 
Indonesia, the community asked for an income generation programme to go 
hand in hand with the health programme. 

The innovation could start from the people themselves, as in the 
case of the community health volunteers programme and the training of monks 
in primary health care in Thailand. 

Missionaries, individuals. non-governmental or voluntary 
organizations could also initiate the innovation. 

It was evident from most of the experiences reported that, although 
innovation often started from a single individual or institution, sooner or 
later all concerned people joined in continuing and developing the 
innovation approach. 

4.2 Resource Utilization 

The discussion on the utilization of resources focused on the role 
of human, financial and material resources, and highlighted the crucial 
importance of the human element in mobilizing and making available the 
financial and material components. All the examplea cited seemed to depend 
on the commitment and dedication of a highly motivated individual who 
succeeded in communicating a personal vision and enthusiasm to a group of 
people, who then took collective action. In many of the examples, the 
initiative and leadership seem t9 have been taken by highly placed 
professional health workers who were committed to the primary health care 
approach and were in a position to influence others and to initiate action 
in the community. In Thailand the experience with the "village 
self-management primary health care" scheme clearly illustrates the role of 
these leaders in initiating village-level action that became self 
sustaining when the community was provided with the technical information 
it needed to estimate its own priorities. 

The commitment of the people was the most important element 
necessary to sustain a new development strategy, and this was forthcoming 
only when they were convinced of the strategy's cultural acceptability, its 
effectiveness and its usefulness in meeting their needs at a cost which 
they could afford. In the initial stages, the common experience was that 
the resources of money and material came from government, extra-community 
or non-governmental sources. These helped to get the programe started 
until the community became aware of its value to them. Success and 
progressive growth and consolidation of the process became fiwly 
established when the community contributed its own resources - of labour. 
money, materials and facilities - to sustain efforts which they appreciated. 

The necessary resources were more easily mobilized when the new 
development strategy operated through already well established and trusted 
community organizations. This is shown by the role of Buddhist monks in 
rural Thailand and the LKMD and PICK in Indonesia. Multisectoral and 
integrated rural development projects were considered to be greatly 
superior to individual 'vertical' health programmes. This confirms the view 
that these integrated approaches tended to expand the range of resources, 
expertise and information available. The examples also drew attention to 
the major importance of central authorities in providing relevant, valid 
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and timely information, assisting community level planners and 
decisiori-makers to make well-informed plans, assisting in the technical 
training of village-level health workers; and assisting them in making 
their own evaluations and in helping them to solve new and unfamiliar 
problems. 

4.3 Roleof thecommunity inlnftiatingand 
Maintaining Innovations 

The community is the central point at which all primary health care 
activities are focused. The success of innovative approaches depends on the 
degree of involvement of the community in the initiation, implementation 
and maintenance of innovative activities in primary health care. 

The role of the community varies from country to country, depending 
on social, economic, geographical, and cultural conditions. The 
implementation of an innovation is also affected by individuals. If an 
individual is charismatic, or is a social, political or a religious leader, 
this can definitely influence the involvement of the community. 

Non-governmental organizations (NGOs) have an important role to play 
in the promotion of primary health care. But their effectiveness would 
depend on the depth of the roots that the NGO has in the community. NGOs in 
Bangladesh. India, Nepal, Indonesia and Thailand, have contributed to the 
promotion of innovative approaches to primary health care (e.g., nutrition 
programmes in Bangladesh; prevention of cancer and heart disease in 
Indonesia, India and Thailand). The activities of NGOs would be 
strengthened through joint efforts in collaboration with the governmental 
organizations. 

Organizations and institutions created by governments have 
effectively contributed to primary health care activities in many 
countries, viz., the PKMD in Indonesia, Tambon community council in 
Thailand, the panchayat community health in Nepal, and the upazilla/Union 
Health Council in Bangladesh. 

4.4 Social. Economic, and Cultural Characteristics 
in Pilot Project Areas 

Representatives from many countries presented a wide range of 
examples of innovations involving primary health care. These covered a 
broad spectrum ranging from the training of monks and other traditional 
leaders, the self-managing of primary health care by villagers, the 
promotion of ash latrines, to schemes for income generation, through to the 
use of cheap local technologies for water filtration. 

Through the aggregation of these and other examples it is possible 
to discern a number of factors, some social, some economic and some 
cultural which govern the willingness with which individuals and 
communities initiate innovative activities for themselves, or respond to 
initiatives promoted by others. There are still many unanswered questions. 
and undoubtedly these various factors operate in very different ways in the 
Member Countries, but some cautious generalizations, based on the 
experiences in the Region, may be advanced. 
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Group-related innovative activities in primary health care and other 
areas related to socio-economic development are more likely to take root 
where there are traditions at the village level of cooperative activity, 
and of a high valuation placed on local self-sufficiency. Examples of such 
cooperation and self-sufficiency were mentioned by participants from 
Bhutan, Indonesia and Thailand. 

Some forms of social structure provide a solid foundation for the 
eupport of innovations and collective self-help. Seemingly, a common 
language, set of religious beliefs, and a fairly uniform and 
undifferentiated set of social classes, provides a useful basis for the 
emergence of women's organizations, religious organizations and other 
similar groupings 'within which innovations can take collective root at the 
village level. 

Many of the innovations that were referred to involve some degree of 
financial, material and manpower support from within village communities; 
correspondingly, in many countries efforts are being made through 
innovative programs designed to improve local economic self-sufficiency. 
The examples of innovative approaches discuscled brought out the point that 
socially homogeneous communities were more responsive to community 
organization efforts. 

Poorer communities in harsher terrain were more likely to be beyond 
the reach of established health services and therefore more acutely 
dependent on support to meet their basic needs. Such cornunities are known 
to be more dependant upon their own networks of social relationships to 
help them face the hazards of their environment and so are more likely to 
accept a community organization that strengthens and reinforces their 
existing relationehips. Individuals of more affluent communities often tend 
to be more individualistic, ascribing greater confidence to their ability 
to pay for the services they need. 

An interesting experience from Indonesia was that the poorest 
communities that were settled in arid environments in rural areas were not 
particularly receptive to purely health-oriented projects. In these 
villages, communities displayed a greater willingness to participate in 
income-generating activities, and were receptive to health promotion 
efforts only after their primary concerns were met. 

This experience reinforces the view that total and integrated 
development activities are more rewarding than individual or unisectoral 
efforts and that such multisectoral development approaches offer the health 
sector an invaluable point of entry into community development efforts. 

Evidence from many countries - Burma, Maldives, Indonesia and 
Thailand - suggests that the degree of leadetship provided by eovernment 
agencies, certainly in the initial phases of an innovative programme, is 
critical. It seems that a productive cllmate for innovation ie created 
where governments take the initiative, demonstrate the effects of the 
initiatives they have taken, and then devolve decision-making down to the 
grassroots as quickly as possible. Allied to thie is the willingness of 
authorities to use snd involve the lacal leaders - social, religious end 
political - in support of the innovations. These experiences suggeet that, 
where the gap between the governors and the governed is quite narrow, a 
more productive climate for locally-inspired self-help is created. 
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The structural and functional features noted may be used 
analytically to determine whether local, pilot projects have a chance to 
take root at a regional or national level. Thus, where social structures 
are similar throughout a country or a large region of a country (e.g., the 
Maldives, Bhutan, large parts of Java or of Thailand), the potentials for 
going to the national level are greater. 

4.5 The Role of Government 

What was the role of the government, if any, in helping 
initiate or maintain such activities? 

Is there a well-recognized governmental, political commitment 
to support such activities? 

From the discussion it was clear that all the Member Countries have 
the commitment to the goal of health for all by the year 2000 through the 
primary health care approach. However, on some aspects, such as utilization 
of traditional medicine, there are some differences in the policy adopted. 
This needed to be looked into closely in order to develop an appropriate 
approach. 

Experiences cited in the discussion showed a wide range of 
reactions, as most of the innovations from communities in small homogeneous 
countries will easily be absorbed into the national system while in the 
bigger countries with heterogenous different socio-economic structures, the 
spread and expansion of the innovations will be limited. Experiences 
undergone by an NGO that operates on a small scale and that has a 
specialized, unique structure, can be rarely be employed in another area, 
even though they can serve as examples for further investigation and 
research. 

Is the attitude positive or negative? 

Most of the examples cited in the discussion manifested positive 
attitudes to innovative approaches, although some negative attitudes may be 
found initially when people do not understand and are not acquainted with 
the new approach. For this reason, the pilot project stage is still an 
essential, preparatory stage before implementation. It is needed to provide 
information to all concerned as well as to permit the correction of weak 
points found during the assessment of the pilot project. 

It is evident from the preceding descriptions and comments that 
government support is an indispensable component in stimulating innovations 
in primary health care. All the experiences that have been reviewed, 
suggest that there are three initiatives that are of critical importance: 
(1) the commitment of funds and other resources to initiate the innovations 
and get them going; (2) the willingness of the government to decentralize 
administrative procedures so as to permit community-level decision making 
this also needs to be backed up by the government's willingness to allocate 
resources to enable the country level organizations to implement its plans; 
and (3) governments must promote coordinated intersectoral action at the 
community level. 
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5. RECOMMENDATIONS 

(1) WHO should stimulate Member States to develop innovative 
approaches in primary health care. 

(2) Support should be given to promote and strengthen research in 
the application and expansion of innovative primary health care approaches. 

(3) WHO should support the evaluation of the innovative approaches 
in primary health care in the Member States. 

(4) Support should be given to provide a forum to facilitate the 
sharing of experiences of these innovative approaches in primary health 
care among the Memger States. 

( 5 )  Innovative approaches, being micro- or mini-research 
interventions in the delivery of primary health care, should be built into 
the delivery of the health care system, and as such should continue to be 
supported by WHO and the Member States. 

(6) WHO should collaborate with Member States to explore the 
feasibility of developing an information system comprising human resources 
available at the village level for training elsewhere. 

(7) WHO should collaborate with Member States in utilizing all 
available communication media, particularly software, for conveying health 
messages to the people. 


