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Summary 

In resolution EB57.R27 on "Promotion of national health services 
relating to primary health care ", the Executive Board requested the 

' Director- General to report to the Twenty -ninth World Health Assembly 
on the manner in which the programme for promotion of national health 
services relating to primary health care can be expanded and made more 
effective. This report reviews the past and ongoing activities of 
the primary health care programme and indicates some planned future 
activities. An outline is provided of a recent WHO study on health 
and rural dèvelópment. The linkages between health and development 
at community level are seen as exceptional opportunities for introdu- 
cing primary health care activities. The implications of these 
linkages for national health authorities and WHO are discussed. In 

particular, the need for closer and more clearly focused relation- 
ships with other development agencies is stressed. No special action 
is requestëd'of` the Assembly in connexion with this item. 
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I. INTRODUCTION 

1. In 1975 the Director -General presented a report to the Twenty- eighth World Health Assembly 
on the promotion of national health services, in which he outlined the WHO programme in 
primary health care.1 The Assembly gave its endorsement to this programme in resolution 
WHA28.88,2 and action was taken to initiate the programme along the lines indicated by this 
resolution. 

2. In January 1976, a progress report was presented to the fifty - seventh session of the 

Executive Board which outlined the steps that had been taken following last year's Assembly. 
In its resolution EB57.R27, entitled "Promotion of national health services relating to primary 
health care ",4 the Board reaffirmed the high priority of this programme, and requested the 
Director -General to report to the Twenty -ninth World Health Assembly on the manner in which 
the programme could be expanded and made more effective. 

3. The continued attention given to this programme reflects the urgency of the problems 
under consideration, as well as providing constant pressure to seek out and implement the most 
effective courses of action available. Meeting the basic health needs of the underserved 

populations of the world will require dedicated and intensive action for many years. The goal 
of "Health for all by the year 200015 can act as a challenge to all those engaged in this 

collective world effort. 

4. The present report reviews the past, ongoing and planned activities of the programme of 
primary health care. The problem statement and the principles for action outlined in the 
Director -General's report of a year ago remain the same.l However, in 1975 the United Nations 
system and Member States have expressed renewed concern for rural development. This has 

required a more careful consideration of the relationship between health and development, which 
in turn has led to an improved understanding of the potential role of primary health care and 
other health activities in the process of development, especially as related to the rural poor. 

The present report summarizes the implications of these changes for national health authorities 
and WHO. 

5. Although special attention has been given in this paper to rural development, it is 

recognized that, in the final analysis, rural development cannot be separated from overall 

national development. Clearly, selective development is required, and WHO's priorities should 
be directed towards activities that lead to positive and significant improvements in the 
quality of life for all. Such priorities must not lose sight of the close and unbreakable 
links between urban and rural development. 

II. REVIEW OF PAST, ONGOING AND PLANNED PRIMARY HEALTH CARE ACTIVITIES 

1. During the past year, a number of actions have been taken to promote the programme of 

primary health care. Promotion activities have included efforts to obtain a wider and better 

understanding of the implications of a primary health care programme within countries, and 

efforts to obtain commitments to action on the part of Member States and of agencies and 
organizations other than WHO. 

226, 1975, Annex 15. 1 WHO Official Records, No. 

2 WHO Official Records, No. 226, 1975, p. 53. 

Document ЕВ57/20. 

4 
WHO Official Records, No. 231, 1976, p. 19. 

5 Mahler, H. WHO Chronicle, 29: 457 -461 (1975). 
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2. Following the Twenty- eighth World Health Assembly, a consultation took place between 

headquarters and the regional offices with the purpose of outlining a global plan of action 
for the Organization to follow. In March 1976, staff of the regional offices and headquarters 
considered in more detail some of the priority steps for 1976 and 1977 included in this plan. 

These discussions are reflected in this section. 

3. Within the Organization, the above -mentioned plan of action calls for efforts to develop 
within the staff an understanding of the primary health care concept. Staff conferences have 
been held; new staff are given a briefing on the programme; and relevant material and 
strategies have been incorporated in the training programme of WHO representatives and other 
senior health managers, with the participation of UNICEF and UNDP staff. Emphasis has been 
put on understanding the dynamics of community involvement, the means available to the health 
services for initiating a dialogue with communities, and the role of the health services in 

strengthening community -based activities for improved health. Obtaining an appreciation of 

the relation of the health services to the broader concerns of community and rural development, 

and an understanding of the implications for national health planning of an approach that 

requires considerable local flexibility and dynamism have also been given special attention in 

these courses. 

4. Up until now this training has been provided mainly within headquarters and the regional 
offices of WHO. It would be desirable if they could be moved into the field and made part of 
joint senior staff development efforts with nationals. Further, it would be desirable for 

such joint efforts to take place as an integral part of ongoing national primary health care 
programmes. Such training efforts are more costly. What is difficult to judge is the 

degree to which these increased costs are offset by the improved performances of the staff 
involved in the courses and by the effects in countries. . 

5. Another possibility to be explored is closer cooperation with existing training 
institutions - for example, those responsible for training health professionals. Such 
cooperation could take the form of workshops seminars, reorientation courses, refresher 
courses combined with field work, participation in rural development training courses, etc. 

6. Promotional activities continue outside the Organization. Following the presentation 
and discussion of resolution WHA28.88 at each of the Regional Committees, a series of steps 
have been taken to promote primary health care in countries and in other agencies. WHO 
representatives have been requested to discuss the principles and concepts of primary health 
care with national authorities at all levels, with members of health professional and 
auxiliary institutions, and with associations and voluntary agencies concerned with health and 
rural development. Primary health care has been the subject of several regional intercountry 
seminars. With WHO collaboration, national health officials have studied relevant primary 
health care programmes through visits to other countries. In all these activities, there 
has been an encouraging response on the part of the national health administrators concerned. 
It would seem that the promotion of primary health care has come at a propitious moment for 

many countries; the problems facing health authorities, especially in the developing world, 
require urgent attention, and many countries are accepting the approach of primary health care 
as a promising means for developing the needed response to this situation. 

7. A similar response is being obtained in the Organization's dialogue with other agencies. 
There have been discussions on primary health care with representatives of relevant United 
Nations agencies, and with multilateral bilateral and nongovernmental organizations. These 
include the Conference on Coordination and Cooperation for Health in Africa ( Yaoundé, 
25 -27 September 1975) and a meeting between IBRD, UNDP, UNICEF and WHO held in New York in 
October 1975. Nongovernmental agencies are being encouraged and supported to reorient and 
expand their activities in support of primary health care. In addition, WHO's programme of 
primary health care was presented as part of the Organization's contribution to the 

Administrative Committee on Coordination's study on rural development.1 

1 WHO's report, entitled "Health and rural development ", was part of its contribution to 

the ACC study of interagency efforts in programmes directed toward the rural poor. The 
Executive Board acknowledged WHO's contribution at its fifty -seventh session in January 1976. 
Available in English on request. 
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8. Promotional activities at country, regional and interagency level will intensify over 

the coming years as the concept of primary health care becomes better understood and is put 

into wider practice. In particular two aspects of primary health care will receive attention: 

the necessity of multisectoral action, and the methods and means of achieving successful 

implementation at community level. Country workshops, with increasing multisectoral 

participation, will continue to be the major avenue used for such endeavours. 

9. A number of countries have taken positive action with respect to primary health care. 

In several, action has been initiated as a consequence of country health programming having 

identified the need for a programme along the lines of that of primary health care. In 

others, a specific national effort has been initiated to obtain a better understanding of 

primary health care and a consensus for action. National workshops and seminars (many of 

them conducted jointly with UNICEF) have played an important role in focusing attention on 

the relevant issues and in achieving the necessary understanding. In still other situations, 

decisions have been taken regarding the need for and the training of workers at the primary 

health care level within existing health system configurations. As action at regional and 

country level intensifies, it can be expected that a greater number of countries will opt for 

developing and strengthening their primary health care programmes. The Organization will 

continue to make itself available, in whatever capacity required by Member States, to assist 

these national programmes. 

10. The Organization has the mandate and responsibility to review and disseminate 

information on the progress made by all Member States in achieving full implementation of the 
principles of primary health care. The publication of the UNICEF /WHO Joint Study on 

Alternative approaches to meeting basic health needs in developing countries) and the book 

Health by the People2 marked the beginning of this effort. Within the last year, other 

national experiences have been identified, some of which have been reported upon during inter - 
country seminars held by WHO. 

11. Other national experiences have and still are being reviewed as part of the UNICEF/WHO 

Joint Committee on Health Policy's study on "Community involvement in primary health care: 

a study of the process of community motivation and continued participation ". While the 

adoption by Member States of the principles and concept of the primary health care approach 
represents a major step forward in attaining the objective of "health for all by the year 2000 ", 

there is insufficient knowledge of the processes at community level that can enhance the 
development of successful community -based primary health care activities. Nor is much known 

about efforts required on the part of governments in support of these community -based activi- 
ties. These deficiencies were highlighted in the previous joint study and it is for this 

reason that this current study focuses on identifying some of the crucial elements of 

community motivation and organization that are necessary for the initiation and continued 
implementation of community -based primary health care activities. 

12. The preparation and presentation of national experiences will intensify as such 

experiences are identified and initiated. In addition to written reports being prepared, 

films will be produced on selected country primary health care programmes. These could be 

used for both promotional and training purposes. Much of the effort concerned with the 
dissemination of relevant information will be made in conjunction with the preparation of 
material for the international conference on the development of primary health care as part 

of national health services, which is planned to be held in the late summer of 1978 in the 

USSR, and which will be preceded by national and regional debates. 

1 Djukanovic, V. & Mach, E. P., ed. Alternative approaches to meeting basic health 

needs in developing countries. WHO, Geneva, 1975. 

2 
Newell, K. W., ed. Health by the people. WHO, Geneva, 1975. 
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13. In 1975-76 work has continued on the preparation of technical guidelines in support of 
primary health care. In this connexion, note should be taken of the "health technology" 

component of such an effort, which is examined in another report before the Health Assembly. 
The working document "Primary health workers (Working guide, Guidelines for training, Guide- 
lines for adaptation) "2 has been completed as a guideline. Other efforts have led to the 

preparation of guidelines for programme planning, formulation and implementation. 

14. The preparation of guidelines will continue in so far as they are seen to be required 
for such purposes as primary health care programme planning, staff training, primary health 
care workshops and the like. It is hoped that the guidelines can be used to assist national 
decisions and actions which will be tested in actual field situations. Such applied research 
is required for a deeper understanding of the different aspects of the primary health care 
concept. 

III. HEALTH AND RURAL DEVELOPMENT 

1. WHO's objective is to work with countries for the improvement of the health of their total 
population. In the past, the greatest emphasis has been on health services development. It 
is now apparent that this approach alone cannot succeed. While many have benefited from such 
development, the majority of the world's people have remained untouched. Their health has 
been and continues to be influenced primarily by their level of socioeconomic development. 

2. The poor in rural areas have been generally recognized as perhaps the largest single 
population group in the world that is not moving towards the goal of world health and human 
dignity for all. The level of their development is often below that required for this move- 
ment even to be possible. No matter in what terms poverty is expressed, anyone living in 
this situation cannot be healthy. 

3. The concept of "social poverty" may help in the orientation of activities required for 
development to take place in such a situation. Social poverty is the combination of unemploy- 
ment and underemployment, economic poverty, a low level of education, poor housing, poor 
sanitation, malnutrition, ill- health, social apathy and, above all, the consequent lack of the 
will and the initiative to make changes for the better. Taken together, they create a self - 
propelling downward spiral leading to ever -increasing deprivation through economic and social 
waste. Only a few of these conditions have health expressions that are likely to be improved 
by health measures alone, and all have an important, and sometimes a predominant, economic 
component. 

4. Conventional health services cannot provide the levels of food, water, housing, etc. 
required. To provide effective health services to underserved populations requires accepting 
that poverty and ill- health are so interrelated that to attack one requires doing something 
about the other. This relationship, well known to workers in the health field, has become 
increasingly recognized by agencies concerned with the development process and by many govern- 
ments as well. 

5. Within the past year the Administrative Committee on Coordination (ACC) has undertaken a 
study with the participation of certain United Nations agencies, including WHO, to examine 
existing efforts in rural development. WHO contributed to this study with a paper on "Health 
and rural development ", which described some of the relationships between health and rural 
development, especially as they relate to the rural poor (see also section II, paragraph 7). 
The positive reception given to the paper is tangible evidence that other agencies concerned 
with the development process understand the critical links between health and development. 

1 Document А29/23. 
2 

Document НМD/74.5 (Rev.1976). This is a revised version of a 1974 document entitled 
"Training and utilization of village health workers ". 
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6. The WHO report views rural development as a process of betterment in the living and 
working conditions of the poorest rural families, consisting of absolute gains in human 
welfare, minimal standards of food intake, health knowledge, skills, shelter, clothing and 
security. The central concept, the report stresses, is human growth and self -reliance. The 
report recognizes that this process cannot be sustained unless there is an improvement in the 
productivity and incomes of the rural poor sufficient to provide a surplus to change consump- 
tion patterns and sustain welfare gains. 

7. While laying stress on the concepts of self -reliance and community participation, the 
report also emphasizes the necessity of inputs from outside the community to stimulate action 
and response within the community. Community resources must contribute significantly to these 
actions so as to preclude external inputs from stifling local initiatives. It is through 
these initiatives that the self -confidence and dignity essential to a community's development 
can be fostered. 

8. There are major implications for national health authorities in what has been stated 
above. Some of the more obvious are set out below. 

(i) Health as a partner in the development process 

Within the setting of a community, especially one dominated by social poverty, those 
concerned with the health of the people have as great a responsibility for obtaining absolute 
improvements in social and economic conditions as anyone else. It is a legitimate activity 
for health personnel to seek those improvements which will most quickly elevate the community 
to a point where the problem of social poverty is removed. It is clear that if they are to 
be "partners" in development, such activities must be planned and implemented with others 
concerned with development, as well as with the people themselves. 

(ii) Development links with primary health care 

If it is accepted that the rural underserved have development exigencies that must be met 
before the more conventional health services can begin to be effective, then the authorities 
concerned with the introduction of primary health care into rural communities need to become 
sensitive to which development situations lend themselves best to the promotion of primary 
health care activities. Community crises (floods, famines, etc.) are obvious opportunities 
for linking development with the introduction of primary health care. In other cases, the 
community may have developed to the point where it can support primary health care activities 
(e.g. increased income, improved communications between the community and nearby health 
institutions). 

(iii) The necessity of multisectoral planning for primary health care and rural development 

To stimulate an effective partnership at community level, the planning at higher levels 
must be multisectoral in nature, as well as being highly sensitive to the development dynamics 
of each community. A simple aggregation of individual sector plans will not suffice. A 
process will need to be developed, beginning with the community level and working upwards 
through districts, regions, etc., whereby the multisectoral demands from below can be matched 
by the resources available to the individual sectors. 

IV. IMPLICATIONS OF RURAL DEVELOPMENT TO WHO 

1. The previous sections of the paper suggest new efforts for WHO in promoting national health 
services for underserved populations. For primary health care the identification of the rural 
poor as a priority group has significant implications, as already noted. For WHO, participa- 
tion in the rural development process through primary health care and other relevant activities 

will involve a broader, more intersectoral, appreciation. WHO's relationships with other 

international development agencies will need to be closer and more clearly focused than in the 

past. 



A29/22 
page 7 

2. At the Executive Board's fifty -seventh session, it was noted that great importance was 
being attached to rural development within the United Nations system and that a system -wide 
plan of attack on rural poverty is under discussion. WHO alone cannot eradicate poverty; 
this is a concern that will require the efforts and will of all interested governments and the 
technical aid and assistance of the entire United Nations system. WHO, as the international 
health agency, is ready to be an effective partner in this effort as it affects the health of 
populations through approaches for the development of health services, such as primary health 
care, and through multisectoral approaches in which improvements in health can be achieved by 
attacking the causes of social poverty. 

3. While the starting point for rural development is frequently a multisectoral effort to 

improve the productivity and consumption of the rural poor, there are situations where a 
health -directed approach must come first. An obvious example is that of the onchocerciasis 
areas in West Africa where a specific health -directed programme will open the way for rural 
development and a later primary health care approach. In other situations the health worker 
may be the most appropriate person to lead the way in the initial steps of community organi- 
zation and local problem- solving upon which other rural development efforts will be based. 
Such examples may increase in number as health authorities take a more active role in the 
development process. Nevertheless, for the full benefits of such activities to be realized, 
a multisectoral approach is required from the beginning. 

4. Promotional activities need to make clearer the relationships between health and rural 
development. Staff training and development efforts should become more multisectoral and 
multidisciplinary in orientation so that these relationships can be better understood by the 
programme staff of the Organization at headquarters and in the field. Existing health 
planning approaches and methodologies need to be adapted to these activities. Technical 
guidelines and material will need to be developed which provide concrete advice on the role 
of the health sector in rural development. The role of WHO in collaborating with Member States 
in the development and implementation of programmes of rural development will need to be tried 
and defined through concrete country -based programmes. WHO's interagency coordination 
capacity will need to be strengthened, as should its willingness to participate in interagency 
efforts addressed in country settings towards the alleviation of poverty and rural under- 
development, through primary health care programmes or whatever means are available. 

5. A special point needs to be made concerning interagency cooperation in health and rural 
development. WHO's commitment to primary health care is a step taken in this direction, and 
the Organization should be prepared to go further and indicate its willingness to take whatever 
initiatives it can to promote rural development, especially as this relates to increased 
equity and improvement of the condition of the most deprived populations. Steps can be taken 
to increase interagency cooperation and actions for rural development. The following 
examples indicate what could be done: 

(i) developing multi -agency task forces that would be available to work in specific 
country situations on poverty -oriented rural development programmes (planning, programming, 
etc.); 

(ii) pooling of human resources of the agencies, rather than duplicating their 
capabilities, e.g. other agencies using health workers of WHO, and WHO using development 
specialists of other agencies; 

(iii) joint training and learning so that joint field activities are undertaken by a 
United Nations "team" that has had time prior to engaging in a specific country situation 
to develop harmonious working relations; 

(iv) delegating to the members of field task forces and teams the authority to act as 
the situation demands; 

(v) reorienting the higher levels of each organization to provide maximum technical and 
administrative support to the country rural development programmes being developed with 
the cooperation of the United Nations agencies. 



А29/22 
page 8 

6. These directions, which represent a change in WHO's orientation, are concerned with 
achieving greater equity between nations and within countries. They give recognition to 

today's increasing interdependency in all aspects of life: between countries, between 
different sectors, and between urban and rural populations. There is an urgent need to put 
this understanding into practice. This is especially the case as concerns the rural poor, 
who account for the largest number of people in greatest need. 

7. The rural development process will be a difficult one for countries, for WHO and for the 
other international agencies. The process may involve or be perceived to involve the sharing 
or even giving up of some power and resources by those who now control them. The multi - 
sectoral nature of the process and its necessary decentralization may contravene conventional 
ministerial lines and bureaucratic structures. To be successful, countries, the United 
Nations system and WHO may need to change some of their thinking, perhaps some of their 
conventional organizational lines, and even some of their existing working relationships with 
each other. In the final analysis, it will be the national commitment to alleviating rural 
poverty that will define these relationships. But WHO, as the international agency in health, 
must be prepared with the right ideas, the right concepts, and the right people to assist in 
realizing national commitments and to engage fully in cooperative efforts with other develop- 
ment agencies in whatever ways are possible and feasible for improving the health of the 
people of the world. 
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(1) 

PREFACE 

This document has been prepared for submission to the World Bank (IBRD), 
and subsequently to the Administrative Committee on Coordination (ACC), as 

WHO's contribution to the ACC assessment of the views and efforts of each UN 

and Affiliated Agency in the field of rural development. The document is 

largely analytical in content. It is not intended as a position paper, nor 

does it reflect final and official policy positions and views of the 
Organization on the subject of rural development. These have yet to be 

formulated and submitted to WHO's governing bodies for approval. 

Terms of reference governing WHO's contribution to the ACC assessment were 

formulated on 14 July 175, in consultation with Mr Leif F. Christoffersen, 

Chief, Rural Development Division, IBRD and Mr A. Z. M. Obaidullah Khan, Special 

Consultant for the ACC assessment, IBRD. They were based upon the specific 

guidelines given to WHO by Messrs Christoffersen and Khan. 

The terms of reference are two -fold. First, they call for a qualitative 
analysis of the linkages between health and economic improvement in rural areas 
of developing countries. The analysis should be made within the framework of an 
overall approach to development in general and to rural development in particular. 
It should lead to the identification of elements of a strategy for rural health 
development, and should conclude with WHO's operational definition of rural 
development. The analysis should be based upon a careful sifting of the evidence, 
and an evaluation of experience to date, in those fields of health intervention 
which are most conducive to rural, economic and social development. 

The terms of reference call, secondly, for WHO to examine its role, structure 

and programme process, and the implications of these for rural development. This 

appraisal should deal particularly with WHO's functions, structure, programming 
system, planning methodologies, and its experience with - and views about - inter- 

agency planning and coordination. In addition, the terms include (a) an indication 
of the proportion of financial resources currently expended by WHO on technical 
cooperation activities that are of benefit to rural populations, and (b) a 

description of WHO's present and future programmes and activities related directly 
to rural development. 

Chapters I through IV contain an analysis of the problems and an outline 
of a strategy for rural health and development. Chapter V is addressed to WHO's 
role, structure and programme process, and Chapter VI discusses future policies 
and programmes. Attached to the report are annexes which present (a) the 

statistical data on which our analyses are based, and (b) background data on WHO's 
organization, programme structure and 1075 expenditures on technical cooperation 
activities of benefit to rural populations. Finally, the report is accompanied by 
a series of "Technical Background Papers" which assemble available evidence and 
analyse major issues in each field of intervention considered to be of high priority 
for rural health development. 



Chapter I: HEALTH, POVERTY AND RURAL DEVELOPMENT 

Introduction 

Large proportions of people in poor countries of the "Third World" do 

not benefit from overall socio- economic development because they lack 

opportunity to achieve minimally good health. Conversely, the social and 

economic levels of living of these people are so low that ill- health is an 

inevitable and constant condition of daily life, for there is an absolute 

consumption level below which it is impossible for an individual or a family 

to be healthy. Poor health is a major condition of poverty and a key factor 

in the perpetuation of poverty in the Third World. 

Gunnar Myrdal has pointed out that the transfer of money income from 

"haves" to "have nots" would not by itself do much to relieve poverty.1 What 

is needed is basic improvement in the quality of life of the poor, i.e. in the 

actual conditions under which poor people live and work. Throughout most of 

the Third World, these conditions add up to a syndrome of helplessness: 

disease, malnutrition, undernutrition, high fertility, illiteracy, shelterless - 

ness, under- employment and low income all interact cumulatively to close off 

avenues of escape. In addition, poverty involves a lack of access to social 

and economic services, lack of hope for the future, lack of willingness to risk 

new initiatives, lack of security. These reinforce each other: poor health and 

poor nutrition increase mortality, which encourages more births to achieve 

familial security and survival; lack of knowledge worsens nutrition and health; 

ill health induces malnutrition by interfering with appetite, digestion and 

absorption of foods; poor housing or lack of access to piped water endangers 

health. 

The first part of this chapter outlines some of the characteristics and 

dimensions of poverty in the Third World. The second part suggests elements of 

an approach for alleviating rural poverty. 

Health and Poverty in the Third World: An Overview 

Health 

In recent decades, many developing countries have experienced improvement 

in health conditions along with general socio- economic development, although 

this progress is difficult to document precisely. Whilst a variety of diseases 

continue to menace these countries, some have been greatly reduced and one - 

smallpox - has been virtually eliminated, thanks to mass campaigns of eradication 

and control. Mortality, in consequence, has declined.2 If the historical trend 

offers some grounds for satisfaction, the current situation amongst the poor of 

these countries nevertheless remains desperate in terms not only of the pattern 
and incidence of disease, but its duration, severity and outcome as well. 

Foetal, Infant and Child Mortality 

Foetal Death. The incidence of late foetal death (after the 28th week of 

pregnancy) is reported in developed nations to vary between 10 and 15 per 

1 Address to the International Health Conference, National Council of Health, 

UsA, 1974 

2 
The Determinants and Consequences of Population Trends, Population Studies, 

No. 17, United Nations, New York, 1953 and United Nations Demographic Yearbook, 

1973. New York, 1974 



2. 

thousand live births. Examples of late foetal death rates for the Third World 
are: Mozambique 52.7, Senegal (Dakar) 36.9, and Mexico 16.23. 
As with neonatal mortality, foetal mortality is linked to increasing age of the 
mother and higher birth order: both work to the detriment of the foetus, who 
in the developing countries is as likely to be the fifth born as he is to be the 
first, and to have a mother whose period of reproductive activity extends in 
practice far beyond that generally found in the developed world (see Annex "A ", 
Tables 1 and 2) . 

Infant Mortality. The first year of life is the most hazardous, yet the 

infant of the Third World often starts this period with the handicap of low 
birth weight: many studies have shown average birthweights to be significantly 
below those found in developed nations. Birthweight is strongly associated with 
the height of the mother, thus maternal nutrition, even prior to pregnancy, is 

important. The relevance of nutrition during pregnancy has been widely studied. 
For example, the provision of additional food to pregnant women in two Guatemalan 
villages resulted in an increase of mean birthweight from 2960 to 3220 grams.4 
Apart from malnutrition, diseases which debilitate the mother also retard the 
growth of the foetus - resulting in lower birthweight. Thus, the high incidence 
of disease in adults in the Third World also acts to the disadvantage of the 
infant: with one factor reinforcing the other, the overall infant mortality 
rate in the less developed regions in the world has been estimated (1965 -69) at 
140, or more than five times higher than the overall rate of 27 in the more 
developed regions. The least developed countries or regions have rates in excess 
of 200, or more than 20 times higher than those in some developed countries.5 

Child Mortality. As a child passes infancy, problems of malnutrition begin 
to surface as the balance of his dietary intake often shifts prematurely from 
maternal to external sources. A second peak in mortality occurs in the age group 
of 12 to 18 months (whereas, in developed nations, the period of life from one 

through four years is a relatively safe one). Although data on mortality in the 
age group 1 -4 (child mortality) are even more scarce than data on infant mortality, 

such figures as are available indicate that, as compared with a rate of child 
mortality of one per 1000 for developed countries, rates of the order of 50 per 
1000 are not in common in the less developed countries. In other words, the 

difference in mortality levels for this age group is much greater tha for infant 

mortality, between the less developed and the more developed regions. 

Adult Life Expectancy 

• Even assuming the obstacle course to adulthood is passed, the citizen of 

the Third World can generally expect to live five to twenty years less than his 

counterpart in the developed countries. This fact is of special significance: 

life expectancy is one of the most sensitive indicators of health status. It 

correlates highly with a number of forms of morbidity and debility, and thus can 

United Nations Demographic Yearbook, 1973, New York, 1974 

� Lechtig, A: et al., Influence of Food Supplimentation on Birthweight in Rural 

Populations of Guatamala. Report Presented to IX International Nutrition 

Congress, Mexico, 1972 

5 UN Document E /CONF. 60 /CBР /14, submitted to World Population Conference, 1974 

� UN Demographic Yearbook, 1973 
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indicate the broad extent and severity of a nation's health problems. 

Expectancy or Additional Years of Life at Age 20� 

Males Females Males Females 

Chad 26 32 USA 4q.8 57.0 
India 37 36 Sweden 53.5 58.5 
Kenya 43.0 45.7 France 50.5 57.7 

Morbidity and Mortality 

Death is only the tip of the iceberg that measures human suffering. There 
is core pattern of disease which affects the poor in the Third World, especially 
in rural areas where it is fostered largely by a hostile environment. These 

communicable diseases interact synergistically with malnutrition to constitute 
the major causes of morbidity (and mortality) amongst the rural poor. Diarrhoea) 
diseases are estimated to cause approximately 10 per cent of all deaths in the 
developing countries. Air -borne diseases, including pneumonia, influenza, 

measles, whooping cough, tuberculosis, diptheria, and bronchitis among others, 
remain a category of major public health importance. They account for perhaps 
as much as 20 per cent of all deaths in the Third World. Malaria and parasitic 
diseases, schistosomiasis, sleeping sickness, and onchocerciasis in particular 
affect rural populations. Four hundred and eighty -eight million people in 66 
countries live in areas where malaria is endemic.6 In some endemic areas, more 
than 50 per cent of the population are infected with schistosomiasis and the 
world total of infected persons has been estimated to total 200 million. Sleeping 
sickness is found south of the Sahara along streams and in the moist savanna zones. 
Two forms of the disease exist and both are fatal when left untreated. Among 35 
million exposed to infection, 20 million are not under regular surveillance. The 
most serious clinical symptoms of onchocerciasis are eye lesions leading to blind- 
ness. There are about 20 million people infected in the world, the largest 
endemic areas being located in tropical Africa. 

Rural Health 

Some of the factors affecting levels of mortality and morbidity in the 
Third World are listed below. A plus ( +) indicates the favoured environments 
for each of the factors while a minus ( -) indicates the one disadvantaged. A 

question mark suggests a situation which is not clear and will depend on 
peculiarities of a given country. 

Availability of medical services 

Rural Urban (Poor) 
Urban 

(not _poor) 

+ + 
Level of nutrition - + 
Literacy + + 
Availability of safe water9 ? + 
Adequate waste disposal9 
Crowding ? - + 
Proximity to animals + + 
Proximity to disease carrying vectors + + 

7 UN Demographic Yearbook, 1973 

8 
WHO Expert Committee on Malaria, Sixteenth Report Technical Report Series 

549 WHO, Geneva 1974 

9 For data on access to water supplies and waste disposal facilities, see Annex "A ", 
Table 
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Obviously the urban population which is not poor maintains a substantial 

advantage over the rural population, which generally comprises the largest 

proportion of a developing nation's populace. Between the urban poor and 

rural, the urban poor may suffer the steepest gradients of mortality and 

morbidity, except where animal -related and vector -borne diseases are of major 

importance amongst rural populations. Generally, and contrast to the experience 

of developed countries during their periods of industrialization, levels of 

health tend to be lower amongst rural populations than amongst urban ones in 

the developing countries. This rural /urban differential in health reflects, of 

course, the rural/urban differential in socio- economic conditions. 

Infant Mortality Ratesl0 

Urban Rural 

Chad (1964) 134 162 

Liberia (1970) 82 158 

Pakistan (1971) 100 138 

Turkey (1967) 113 168 
Panama (1972) 

' 29 38 

Poverty: Other Characteristics and Dimensions 

Characteristics 

According to IВRD, 550 million or 85% of all people having less than the 
equivalent of US $ 50 per capita income yearly, lived in rural areas in 1969; 
of the 750 million people living below the US $ 50 line and/or receiving less 
than one third of the national average of per capita income, over 80% were 
found in the rural sector - and represented 40% of the total rural population 
of the Third World estimated for that year (see Annex "A ", Tables 4, 5 and 6). 
Besides living in rural areas, most of the poor work in agriculture and related 
pursuits (Annex "A ", Table 7). Many are self - employed and do not enter the wage 
economy. Under- employment is widespread. The poor lack productive assets 
(land), which leads to low rates of savings, thus depriving the poor of capital 
for acquiring assets (Annex "A ", Tables 8 and 9). More importantly, food, health 
and education resources are inequitably distributed. This denies the poor access 
to obtaining the nutrition, health and skills they would need to take advantage 
of economic opportunity even if it existed. 

Lack of Land/Demographic Growth/Malnutrition. Examination of these three 
characteristics of rural poverty, in India, illustrates how they reinforce each 
other. In 1963/64, 30% of all rural households depended upon wages, mostly from 
casual labour in agriculture, as their sole source of income. Of these households, 

60% had no land and the rest had only minuscule parcels (up to I acre). .Seventg 
per cent were living at a level of consumer spending below the official poverty 
line. Of those housholds that did have small, cultivated plots of land (up to 

5 acres) 60% were below the official poverty line. As the size of landholdings 
increased, however, the consumption standard of rural households improved. But 
inadequacy of income sources, i.e. land, was compounded by overwhelming family 

10 
UN Demographic Yearbook, 1973 
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need: i.e. too many dependent mouths to feed, because malnutrition and poor 

health caused high infant mortality and thereby provided a continuing incentive 

to have as many children as possiblе.11 

In 1963/64 the average household size of the poorest 1096 of India's rural 

population was 5.9. All of these housholds were below the official poverty level. 

Average household size declined as one moved up the scale of consumption spending, 

to 3.7 members in the richest 5% of rural households. On the face of it, a 

larger household should have a larger number of productive members, as in a 
joint or extended family, and hence a larger disposable income. But the opposite 

holds. The larger the family, the lower the level of disposable income and 

standard of consumption because the ratio of dependents to earners increases.12 

Using a standard of 2,250 calories per day as the minimally adequate diet 

under Indian climatic and ocher conditions, officials found in 1960 /61 that over 

3096 of India's rural population fell below this level. Most of these people were 

trapped in one of the cycles of poverty with which malnutrition is associated: 

nutritional deficiency contributes to low productivity, which in turn leads to 

continued nutritional inadequacy and low work output. Response to economic 
opportunity or incentive would be sluggish in any event, as nutritional improve- 

ment /rehabilitation is a lengthy process. A good deal of time is needed before the 

effects of dietary deprivation in childhood can be ameriorated; often, they are 

permanent. 

Overall Dimensions 

Assuming as a poverty line the equivalent of US $ 50 per head annually 
(below which minimal standards of nutrition, health, shelter, etc. are difficult 
to maintain), one study has estimated that in 1969, 31% of the Third World's 
population fell below this poverty line (and 48% had a per capita income of less 
than US $ 75 per annum).13 Malnutrition is a real indicator of poverty: surveys 

of expenditure on food and of food intake amongst low income groups in developing 
countries show that vast proportions of adults in these groups subsist on diets 
that fall below minimal needs (Annex "A ", Table 11). Typical is the case of 
North East Brazil where 75% of families classified as rural were found to consume 
less than the minimum of nutritional requirements.l4 

The Future Incidence of Poverty. At present, the town or city in the 
Third World is an environment in which only one in five persons resides. Although 
the urban developing world is growing at an unprecedented rate, the rural 
population increases by upwards of 2% annually despite heavy out -migration to 
urban areas. Between 1950 and 1970, over half a billion people were added to 
rural areas in the Third World. That developing countries will remain rural for 

11 Dandekar, V. M. and Rath, N., "Poverty in India"; Economic and Political Weekly, 
6, 1971. Data are from results of official rural household, labour force and 
consumer surveys. 

12 Dandekar and Rath. "Poverty in India" 

13 
Chenery, H., Ahluwalia, M. S., Bell, C. L. G., Dully, J. H. and Jolly, R. 
Redistribution with Growth. Oxford University Press, 19 74. See Annex "A ", 
Table 10 

14 
Turnham, David. The Employment Problem in Less Developed Countries: A Review 
of the Evidence. Development Centre Studies, Employment Series No. 1. Paris: 
OECD, 1971 
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some time to come is borne out by United Nations forecasts: the total rural 
populace is expected to virtually double its 1050 size by the year of 2000. 
Between 1070 and 2000 the rural population will have grown by almost one 
billion people and will still comprise over one half of the total population 
of the Third World. Regionally, this increase will amount to a few per cent 

in Latin America, 15% in East Asia, over 60% in South Asia and 80% in Africa. 
It will amount to 50% for the Third World as a whole (Annex "A ", Table 12). 

Thus, the locus of poverty may shift to the urban setting in a number of Latin 
American countries, but out of the total numbers of people suffering the worst 
manifestations of poverty, the proportion who live in rural areas will remain 
high in Africa and Asia through the year of 2000 and beyond. 

Conclusion 

As the number of urban poor is likely to remain small relative to the 
number of rural poor, a strategy to alleviate poverty should focus on the health 
and other socio- economic characteristics of the rural poor. The available evidence 

associating malnutrition and ill- health with the causes and the symptoms of 

rural poverty points to the critical role played by ill- health in the perpetuation 
of poverty, and to the necessity for achieving good nutrition for basic health 
improvements (malnutrition renders the poor vulnerable to a host of diseases). 

Annex "A ", Charts 1 -4, depict graphically the high correlations which obtain 

between (a) health status (as indicated by life expectancy and infant mortality) 

and per capita income, and (b) life expectancy and nutrition. The analysis and 

evidence presented later in this paper suggests, further, that improvements in 
health could lead to cumulative improvement in the other conditions of poverty. 

The Economics of Poverty 

Introduction 

Recent analyses of the economic causes of poverty (especially those of 

Adelman and Morris) should lay to rest the credibility of economic growth and 

"trickle down" policies based on assumptions from neo- classical and structuralist 

economies. These findings, moreover, might provide a framework for a reorientation 

of development policy in the future. 

Some Determinants of Poverty 

The prevalence of poverty in the Third World correlates most highly with 

the inequality of total income distribution. It appears that economic growth 

has tended to benefit only a minority of people, those who are mainly modern 

sector and urban- based.15 Growth has provided little material and social benefit 

to over a third of the populations of these countries, because it has been 

accompanied by increasing inequality in the distribution of inccme and of other 

benefits. Rapid economic growth even appears to induce a greater income inequality 

and incidence of poverty in countries at the lowest levels of development (highly 

dualistic economies, low average income, etc.). One study suggests that in 

several countries which have sustained high rates of economic expansion, estimated 

income growth has been concentrated in the upper brackets and the relative share 

15 
Between 1054 and 1068, real growth of GDP and of per capita output averaged 

4.8% and 2.4% per annum, respectively, for these countries as a group. Since 

1060, average per capita income in the Third World has increased by roughly 50%! 
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of total income accruing to people in the lower 40% bracket or group has 
declined (Annex "A ", Table 13). Consequently, one authority calculates that 
the poorest 60% of the populace of 43 developing countries has received an 
average of only 26% of total income (Annex "A ", Table 14). Amongst 66 nations, 
Third World countries appear to have a higher, estimated degree of income 
inequality than the Socialist and developed nations: in all of the former, the 

share of total, estimated income received by the lowest 40% income group averages 
12.5% and in half of these countries it averages only 9% (Annex "A ", Table 15). 

In many developing countries the middle income group also receives disproport- 

ionately low shares of total income. 

Wealth/Education/Health 

Analyses of variation in the size- distribution of income shares, suggest 

that the level of per capita GNP is less influential in determining patterns 
of income distribution and poverty than (a) the extent to which national wealth 
is concentrated and (b) the rate at which human resources improve qualitatively 
through education and health. Income distribution is most highly skewed and 
poverty conditions most extensive in countries where (a) control over productive 

resources is heavily concentrated in a small oligarchy, a traditional and /or 
business elite, and, as a corrolary, where public sector intervention in the 

economy is most limited, and (b) where levels of educational attainment and of 

health status are the lowest.16 Conversely, the poor appear to have benefited 

most from economic growth and income distribution has evolved most equitably, in 

countries where government has assumed a major economic role in order (a) to 

bring about a more even spread throughout society in the ownership of productive 
assets, and (b) to direct a flow of resources specifically towards improving the 

education, employable skills and health of the poor. 17 

The experiences of Cuba, Sri Lanka and South Korea, countries which span 
the ideological spectrum, show that redistribution policies can often facilitate 
rather than thwart economic expansion.18 Furthermore, when redistribution is 

16 A matrix constructed by the United Nations Institute for Social Development 
(UNRISD) shows substantially high degrees of correlation between mortality due 
to parasitic diseases, per centage dietary energy of requirements and infant 

mortality rates - and the relative distribution of total income. See Annex "А ", 

Table 16 

17 
Adelman, I. Economic Growth and Social Equity in Developing Countries. Stanford 
University Press, 173 

18 
We recognize that many national circumstances require a trade -off between equity 
and growth - as when resources must be invested in "long -gestation" projects of 

economic benefit to the poorest of the poor, and thus a measure of overall 
economic growth must be sacrificed in the short -term for the sake of the poor. 
It is also conceivable that redistribution could result in a reduced rate of 
income growth for the more privileged strata of society. However, in the long - 

run, the transformation of the poor into more economically productive citizens 
should raise the productivity and incomes of the society as a whole 
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combined with economic and social services for the poor, some evidence suggests 

with reference to the countries mentioned above and in contrast to a number 

of Latin American nations, that fertility rates of the poor might actually 

decline.19 

Towards a "New Approach" to Development 

We may still be far from knowing quantitatively how and to what extent 

education and health contribute to economic productivity, employment and income 

generation. However, we do know that the concentration of human skills and 

productive capability is just as important a cause of income inequality and 
poverty in developing nations as the concentration of physical assets. To 

redistribute physical assets without improving the productive capacity of the 

recipients of those assets would be self- defeating: land reform succeeded-in 
Japan and South К геа partly because rural people had the education to define 
their own needs and the skills and health for pursuing their own interests 

effectively. 

Conditions of the poor in the Third World do not allow us to await the 
results of further research, nor the design and testing of comprehensive theories. 

Experience tells us that the goal of development should be that of "social 
productivity ", based on policies of distributive reform where these are needed, 

rather than economic productivity for its own sake. In other words, the aim must 

be to improve the quality of daily life of the poor, and this is a social rather 

than a purely economic objective. Therefore, what is needed now is a reorientation 
of development from production through distribution and consumption: the content 

of GNP, i.e. what is produced and for whom, should take priority over its rate of 
increase. The flow of resources should be redirected - from concentration on the 

modern "growth" sectors to the traditional and rural sectors, where most of the 
poor are found. This means, in health, that we stop following traditional patterns: 
these emphasize curative services, are hospital and urban -based using technologic 
and specialised medicine, and result in national health resources and opportunities 
being distributed inversely in relation to national health needs. Rather, national 
health promotion should begin where the problem lies, i.e. in rural areas and 
amongst other underserved groups, and health efforts and resources should be 
redistributed accordingly. These efforts and resources must be integrated with 
those of the other sectors, if progress is to be made in improving the living and 

working conditions of the poor. 

The Director -General of WHO has stated: "A new approach to improving the 
material and social well -being of rural people is needed in developing countries - 
one that embraces policies aimed at improving social welfare on the most equitable 
basis possible in rural areas, and that is built into the pattern and organization 
of production. Planning to increase production should be geared to these policies, 
and production and consumption should be planned first in physical terms. By this 
I mean the provision of a minimum "package" of social goods and services, including 
health promotion, to bring about a sustained reduction of the worse aspects of 
rural poverty ".20 

l 
Rich, William. Smaller Families through Social and Economic Progress. Overseas 

Development Council, Washington, D. C. 1973 

20 
Statement by Dr H. Mahler, Director -General of WHO, to the Fifty -Ninth 

Session of the United Nations Economic and Social Council, Geneva, 9 July, 1975 
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Rural Development: Some Key Aspects 

Definition of Rural Development 

We view rural development as a process of betterment in the living and 

working conditions of the poorest rural families, consisting of absolute gains 

in human welfare: minimal standards of food intake, health, education, skills, 

shelter, clothing, security. Our central concept is one of human growth and 

self -reliance. We recognise, however, that this process cannot take root nor be 

maintained unless the productivity and incomes of the rural poor ultimately 

provide a surplus sufficient to sustain welfare gains, and to gradually reduce 
over time local dependence on the provision of resources from the "top" (government). 

In short, there must be an overall average increase in both consumption and 

output per head. This objective implies that a production increasing strategy is 

necessary but not sufficient to raise consumption of social goods: production 

and consumption gains must reinforce each other. 

Economic Aspects 

Investment 

A reallocation of public investment may be needed in the beginning of the 

rural development process, to support productivity and income growth of the poor 

by building up the latter's ownership of and access to social /human assets 
(health, education) as well as physical ones. This may require an initial volume 

of investment (a) in health and other social services, sufficient to produce real 

improvement in the living and working conditions of the poor, and (b) in the 

capital stocks owned or newly acquired and controlled by the poor, sufficiently 
greater than what the poor themselves could provide initially from their own 

savings. 

Distributive Reform 

Where the distribution of productive assets is highly skewed at the outset, 

the poor might not be able ultimately to attain a threshhold of economic self - 

support in order to sustain continuing improvement in their living and working 
conditions. In such cases, action to provide the poor initially with sufficient 
assets (land) to raise their productivity may be needed, and may involve distributive 
reform: change in the structure of land ownership and tenancy in some cases; 
resettlement and colonization in others. Past experience, in such circumstances, 
has shown that without redistribution, the benefits of investment intended for 
the poor become appropriated by - and "spillover" to - the richer and more power- 
ful groups.21 Spillovers can be large and may occur in many rounds throughout 
the life of a service or in 'estment, the net result being that conditions of the 
rural poor which were meant to be improved remain largely unchanged. 

21 
Experiences of the Community Development Programmes, the Small Farmers 
Development Agency and the Agency for Marginal Farmers and Agricultural Labour 
in India illustrate this phenomenon. See N. S. Jodha, "Special Programmes for 
the Rural Poor: The Constraining Framework ", Economic and Political Weekly, 
No. 8, 1073 
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The causes of spillover derive mainly from the existing socio- economic 
structure (wealth correlates closely with power) and to a lesser extent from 
the nature of public goods. Benefits of the latter cannot and should not be 

retained exclusively within a specified group. This is particularly true with 
health, because disease may transcend all socio- economic classes. If spillovers 
can be reduced, enough benefits might be retained by the rural poor for the 
latter to experience some absolute gain in their conditions. It is less likely, 

however, that the position of the poor relative to conditions of higher income 
groups could improve without very substantial reductions in spillover. Analyses 
indicate that reductions cannot be achieved, in any event, without an initial 
redistribution of land and other assets, with consequent changes in the structure 
of production.22 In some situations, distributive reform might not succeed 
without a weakening in the power of the agrarian oligarchy - who deny the poor 

access to land, welfare and economic services /inputs. Any alternative in these 

situations (e.g. a package of inputs "designed" to ensure that at least half of 

its benefits accrue to "targeted" groups of the poor) might amount to little mo.'e 

than a holding operation: the poor would achieve some absolute but only temporary 
gains. �3 

Rural Development Programmes 

Content 

The content and sequencing of programmes depend upon a country's political, 
economic and social circumstances at the national and local levels. Generally, 

programmes call for a multisectoral mix of policies, activities and investments 
tailored to specific characteristics and needs of the rural community: schools, 

clinics, agricultural /vocational training, social welfare services such as 
disease control, improved nutrition, widening adult literacy, maternal and child 

health including family planning and infrastructure (roads, electrification, 

22 
Chenery, et al., Redistribution with Growth 

23 
One observer, having evaluated the experience of a developing country in 

attempting to pursue redistributive policies, concluded: "In sum, the 

problems of poverty .... remain intractable, not because redistributive 

objectives were inadequately considered .... But the major constraint is 

rooted in the power realities of a political system dominated by a complex 

constellation of forces representing rich farmers, big business, and the so- 

called petite bourgeoisie, including the unionized workers of the organized 

sector. In such a context it is touchingly naive not to anticipate the 

failures of asset distribution policies or the appropriation by the rich of 

a disproportionate share of the benefits of public investment ". 

Chenery, et al., Redistribution with Growth 
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water supplies and sanitation, communications), physical inputs into agriculture 
and rural 'Industry, credit, irrigation facilites. 

Three criteria are needed for selecting and implementing activities: 
first, if the poor are to become self -reliant and to break their psychological 
dependence on the outside, they should participate in selecting and carrying 
out these activities. Second, inputs should be mutually supporting (example: 
activities to generate employment should be complemented by the skill training 

and health interventions needed to benefit optimally from the new employment). 
Thirdly, given the need for economic viability, social inputs should be those 

which are least costly and most effective, (most associated with positive impacts 
on economic productivity). 

Pricing/Delivery Mechanisms 

Economic inputs should be priced at levels - and social /economic services 
delivered in ways - which enhance their accessibility to the poor. This might 

require intervention in factor and product markets and modification or urban - 
rural terms of trade, i.e. changes in the very pricing mechanisms which have 
favoured growth of the modern and urban sectors over that of the traditional and 

rural sectors. As for delivery modes, mpst rural areas do not have much in the 

way of an institutional infrastructure.2 Two principles might apply here: 

first, community involvement and mobilization of local resources should be 
maximized. The Comilla cooperative project exemplifies one way in which local 
resources can be mobilized successfully. 25 In WHO we are developing concepts, 
policies and programme methods for delivering "primary health care" and services 
at the village level, integrated with other developmental activities. These are 

described in Chapter VI. Second, social service activities should be integrated 
with one another and with economic services in order to economize resources at 
scale and to simplify administration. The "Community Education Centres" 

established in Ujumaa villages in Tanzania, which combine non -formal education 
and training services with health promotion (maternal and child health) illustrate 

how this can be done. Another illustration: some health interventions are more 
effective when delivered through sectors other than the health services system. 
For example, it has been found in the Sudan that measures to control "man -made" 
malaria in the irrigated areas of the country, can be delivered more cost - 
effectively by local agricultural authorities (e.g. the Gezira Agricultural 
Board) as an integrated part of agricultural practice, than by the official health 

24 
The importance of designing effective delivery is illustrated in the case of 
school -feeding programmes, which have not been particularly successful in 
improving child nutrition: they constitute a palliative, "holding" measure. 
What is needed are programmes that attack the root causes of nutritional 
deficiency. But school feeding continues to be relied upon as the mode for 
delivering nutritional improvement to rural areas, simply because in this case 
there is some institutional infrastructure in place for delivery purposes 

25 
A. H. Khan, "The Comilla Projects - A Personal Account ". International 
Development Review, Society for International Development, Washington, D. C. 

No. 3, 1 ̂ 74 
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service. 

Political and Institutional Aspects 

One observer-of rural problems in Latin America has noted, aptly, that 

rural development has not occurred in many instances because politicians, 

national and local, do not want it! Everywhere, the nature of the political 

process and the distribution of political power heavily influence patterns of 

resource and income distribution. A strategy to attack rural poverty, along 

the lines we have proposed, could be perceived in some national contexts as a 

threat to the existing balance of power. It is hazardous to generalize about 

this issue, as national contexts differ so widely from one another. Neverthe- 

less, it is conceivable that in a number of circumstances, the major constraint 

on rural development could arise from political opposition to distributive 

reform, and to local participation and decentralization. 

The Politics of Redistribution 

Where broad, redistributive measures are essential but are precluded by 

political opposition (enjoined, in the case of the health sector, with medical/ 

professional opposition), governments and external aid donors are still morally 
obligated to do all that is possible to help the rural poor. We take this 

position, kngwing that the net result of such efforts could amount to little more 

than a holding operation. What is crucial, under these circumstances, is that 

rural development strategy be based upon analyses of socio-eсgnomic and political 

factors. Otherwise, objectives cannot be set realistically. b° 

The implications of setting objectives realistically - for rural health 

development and its interface with multisectoral rural. development - are 
formidable. This is because the health importance of the relative differences 
between different socio- economic groups must vary with the degree of wealth or 
poverty of that regiment of society. For those at the bottom of the poverty scale, 

the absolute amount of consumption is of dominating health importance. There is an 

absolute level of consumption below which a person or a family cannot be healthy. 
Thus, wealth or poverty is inexorably linked to health for these people and can 
be said to be properly a part of a definition of health. The absolute level is 

linked to socio- economic and environmental factors and cannot be expressed as a 

world standard. For persons or groups above this absolute level, health is 
possible but whether it is attained or not is partly dependent upon how 

consumption is used and upon other socio- cultural factors. These differences are 
of crucial importance to a health worker: both his professional actions and his 
view of economic development as a health improvement strategy should be dependent 
upon them. 

Thus, in setting objectives for rural health development, the following 
questions arise: how much absolute gains can be reasonably expected to be 

26 
The consequences of not approaching rural development within such a framework 
have been demonstrated by a number of regional development schemes in both 
developed and developing countries: large flows of resources (amounting to a 

net transfer of more than 2% of GNP in one Latin American country) have been 

diverted from the more prosperous areas to backward rural regions, but have 

made little impact on rural poverty, because the political structure in the 

recipient regions was dominated by the agrarian oligarchy 
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achieved in rural health? Will they be enough to significantly improve in 

absolute terms the consumption package? What will be required in health 

technology? How much real resources are likely to be needed for different 

target levels of absolute gains (i.e. manpower, training, transport, water, 

sanitation, environmental, disease control, etc.)? And can the real resources 

required be generated wholly from within the community, partially or not at all? 

These questions raise to a level of high significance the extent to which 

consumption and production increases can be attained independently from urban 

and national developmental policies and norms. It may be the case that rural 

consumption and production gains are only possible with direct linkage to national 

policies, goals and norms. 

Outright redistribution policies set at the national level could alter the 

outcome in favour not only of absolute but of relative gains for the poor. 

But, national policy and will to physical redistribute assets to improve the 

relative position of the rural poor will be a politically explosive issue. 

Whether or not people at the bottom layer of social -economic strata in the Third 

World will be willing to tolerate the persistence of relative disparities with 

other groups, even if absolutely the bottom is better off, will be a question of 

great importance to the dynamics of social and political change in many countries. 

Local Participation 

One can take a converse view of the political constraint on rural develop- 

ment: the rural poor could be mobilized for political purposes when given 

material and social incentives. Whether this possibility obtains or not, the 

viability and momentum of rural development can best be assured if the poor are 
organized to support the process from below. Whatever form such organization may 
take - cooperatives, unions, village committees, regional associations - it 

should enable the poor to exploit their strength in numbers and to pool their 
resources, not only for the common pursuit of socio- economic improvement, but also 

for the defense of whatever gains they achieve. The initiative to organize 
should come from the poor themselves: they should perceive the causes of their 
poverty, and should share a common identity as poor people and not solely as 

members of a certain ethnic group, caste, religion, or local /regional group. 
This constitutes a further reason why the poor should become "self -reliant" and 
participate as fully as possible in developmental activities. 

The participatory and self- reliant approach is increasingly accepted in 
Third World countries. 27 In the health field, WHO has adopted the participatory 
approach as a cornerstone of its "Primary Health Care" programme, referred to 

27 
Albert Waterston has noted: "The People's Republic of China has probably gone 
further than any other . .. country in this respect. For example, when major 
campaigns were launched to control the five major parasitic diseases - malaria, 
filariasis, hookworm, kala azar, and schistosomiasis - great emphasis was 
placed on having the "masses" take specific action whenever possible, rather 
than have everything done for them by outside "experts ". A. Waterston, "A 
Viable Model for Rural Development ", Finance and Development, International 
Monetary Fund, Washington, December 1074 
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earlier. 
28 

"Participation" requires, by definition, that the poor define their own 
health and other problems on the basis of their own perceptions of this reality, 
rather than on the basis of the perceptions of outsiders - however technically 
qualified the latter may be. Qualified, technical guidance is needed, but the 
people themselves must analyse and come to grips with the causes of their own 
problems and then work out priorities for action. 

A participatory process which leads to self -reliance could take several 
forms, depending upon local decision- making traditions. For example, where a 

village structure may be fairly democratic - in the sense that leaders are 
entrusted with some authority by the people through democratic procedure - the 

participatory process might involve the people themselves in actual decision - 
making roles. On the other hand, under an autocratic structure where leaders 
have complete authority to decide important matters on behalf of the community 
on the basis say, of old tribal traditions, the participatory process could be 
one of consultation: the people would debate issues, generate ideas and would in 
general be "consulted" about major decisions, whilst fina] decisions would be 
taken by the leaders according to established custom. 

Decentralization 

The extent to which the poor themselves can take in hand their own develop- 

mental activities, depends partly on the extent to which decision- making authority 
is delegated to the local level. This implies a devolution of power both within 
and outside the governmental structure. The modalities of decentraliszation, 
(for revenue raising and for planning, budgeting and executing rural development 
programmes) must be dictated by the national /local political and institutional 
context. But whatever form it takes, decentralization must serve the interests 
of the poor, for the basic problem often lies in the existence of a local power 

structure and its linkage /alliance with the national, political and economic 
establishment. 

There is no easy answer to this problem. Redeployment of administrative 
units from the central and /or regional to the "peripheral" levels, for rural 

development purposes, has generally failed: (a) the usual bureaucratic tendency 
is to stifle local initiative; (b) the administration forms a natural alliance with 
the local power structure, facilitating "spillover "; (c) most administrations are 

compartmentalized sectorally and are not structured to plan and implement inter - 

sectoral activities such as those of rural development. The administration should, 
of course, render maximum support to the rural development process, and this may 

28 "Organizing the delivery of health care in such a way that part of the delivery 
system "belongs" to those to whom it should serve has enormous advantages. It 

can result in the tapping of local resources for health care delivery and bring 

about a different view of its nature. Ideally, this component of health care 

delivery should be under the control and administration of the consumers them- 

selves ...." WHO /UNICEF Joint Study on Alternative Approaches to Meeting Basic 

Health Needs of Populations in Developing Countries, Geneva, February, 1075 
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require the new kinds of incentives/sanctions, as well as new criteria for 

evaluating public service performance. But what may finally be needed is the 
creation of entirely new institutions controlled and run to a large extent by 

the rural poor themselves (as in Tanzania). 

Commitment 

It is implicit throughout this review of political issues, that the success 
or failure of efforts to relieve rural poverty will be determined by Government's 

commitment or lack thereof to rural development. Unless priority is granted to 

rural development, the prospects of alleviating rural poverty will remain dim. 
We recognize, moreover, that the degree of priority given by national political 
leaders to rural development - which is a long -run process - will often be the 

result of a reconciliation between long -term, potential political gain, and the 

short -term, political requirements of staying in power. 

Chapter II: HEALTH AND RURAL DEVELOPMENT: CONCEPTUAL BASIS FOR A STRATEGY 

Introduction 

Most Governments in the Third World have very limited resources. A rural 

health, development strategy geared to both consumption and production increase 

will, therefore, require difficult choices to be made between alternative means 

of achieving these goals. But as we have seen earlier, growth in human welfare 
cannot be sustained unless the rural poor attain sufficient economic viability, 

especially in the poorest countries and areas. To this end, not only should the 

social (health) and economic activities which are sleeted be ones that complement 
each other, but inputs into these activities ought to be proportioned to yield 
optimal results at the least cost. Although the interactions of health with 

economic factors cannot as yet be fully quantified, the problems are so immense 

in rural areas that we cannot wait for social science technology to advance 

further. Therefore, it is important, at this juncture, that guidance for making 

resource decisions be formulated from conceptual reasoning that is based on a 

careful sifting of all the evidence. This chapter outlines some reasoning for 
the identification of priority fields of health intervention and for the selection 
of health inputs. Chapter III presents some of the evidence available in each of 

these fields of intervention. 

Health and Rural Economic Improvement 

Health and Economic Growth 

It is recognised now that economic growth cannot be explained solely by change 
in the amounts of labour and capital invested. Even with allowance for change in 

the quality of capital inputs (technological advance), rather high proportions 
(30% or more) of variation in economic performance are attributed to a "residual" 
factor: i.e� changes in the quality of labour which affect labour productivity.29 
Better health is one change in quality contributing to the growth of labour pro- 
ductivity. 

29 See, for example, analyses of the economic growth of Western Europe, the U.S.A. 

and Canada, contained in Some Factors in Economic Growth in Europe During the 
1050's, Economic Survey of Europe, 1061, Part II. United Nations Economic 
Commission for Europe. Geneva, 1 ̂ 64. 
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A study by the International Labour Organization of differences in the rates 

of economic growth and labour productivity of fifty -two developed and developing 

countries, found that health and nutrition together were most highly associated with 
observed differences in ecnomic growth, especially amongst the poorer countries. It 

concluded that caloric consumption per head seemed to contribute more to the growth 
of labour productivity per worker than other quality improving factors (housing, 
higher education, social security benefits)30. In the next section, we examine in 

greater detail the interactions between health and economic improvement. 

Health/Economic Interactions 

In sorting out from the many health /economic interactions those which seem most 
important, one can discriminate major relationships centered around the quality of 

a nations present and future stocks of human resources. There are other, indirect 

effects the magnitudes of which can only be imprecisely stated, but which, nonetheless, 
appear to be important in pointing individuals and communities towards the attainment 
of more ambitiious social and economic goals. The feeling of well -being, the 

psychological relief from daily suffering and the energies to do things other than 
work, family and community chores, are all possible if a dramatic improvement in 
health status is experienced. They alone are not likely to transform irreversibly 

the life of the rural poor, but they are surely a necessary condition for change to 
occur in the quality of rural life. 

Human Resource Quality /Labour Productivity 

Children and adults who are "sick" have less energy and effort to perform house- 

hold chores, work, or school learning tasks than those who are not ill. If improve- 

ment in health occurs, children are able to learn and to develop physically and 
mentally, and adults can perform their household and work tasks better and still have 
a margin of effort remaining for non -work, non -household activities. By removing 
physical and mental barriers, i.e. poor health, it is argued (a) that future members of 

the work force, i.e. children, will embody more skills, strength and vitality as 
workers, (b) investments in education and training will be made more cost /effective, 
and (c) existing members of the labour force will be more receptive to acquiring new 
skills. Consumption cannot be completely disentangled from investment in a diverse 

and multifaceted good such as health. However, as more good health spreads throughout 

all working age groups, and especially in future members of the labour force, overall 
improved health can be co- joined with other social improvements such as in education. 
On this basis, the argument for a quantum jump in human capital seems well demonstrated 
by historical experience and empirical observation. 

Ill health may affect economic productivity in the following ways: (a) by pre- 
venting or retarding the settlement of agriculturally rich lands; (b) by causing 
additional consumption of current resources (food, medical treatment and services, 
etc.) which could otherwise be avoided; (c) by reducing the availability of skilled 
manpower, and (d) by increasing absenteeism amongst members of the employed workforce. 
Ill health may have a negative impact on productive capacity by impairing the pro- 
ductivity of labour. 

The argument regarding labour productivity rests on three propositions: first, 

a healthy worker can work at a more physcially demanding job than a sick one; second, 

the marginal productivity of a sick person is less than that of a healthy person, and 

30 Galenson, W. and Pyatt, G. The Quality of Labour and Economic èvelopment in 
Certain Countries. International Labour Office. Geneva, 1 °64. 
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third, a sick worker will work less time than a healthy one. The presumption: :s 

that if a sick worker were to become a healthy worker, his (her) margina: pro- 

ductivity on the same job would be increased: he (she) would be able to work more 
time and his (her) earnings would be greater. 

As in the case of the contribution which education makes to labour productivity, 

there are variables at play which we as yet know too little about. But empirical 

e•;idence accumulated to date lends enough strength to the health/labour productivity 
re�ationship, in the case of a wide variety of "sick" definitions (i.e. parasitic 
infections, nutri�icr. ]evels, communicable diseases), for cur theoretical 
conclusions to point the way to strategies for rural health development. 

Rural AEriculture and Health. Production and ccnsumption Increases are bound 

up in rural areas with the fate of agriculture. In agriculture, rural development 

encompasses the following options of production -ownership modes: (a) farmer owned 

(families, extended families, etc. perhaps no labour purchased outside), communally 

or collectively owned; (b) tenant farms /share - cropping - non - tenant owned (also 

outside labour purchased for seasonal /crop uses); (c) State collectivism; (d) land- 

less (regular and casual wage labour). Of the four modes, experience suggests that 

greater total output is associated - all things being equal - with options (a) and 

(c). In the chart below, if farm labourers were hired at wage rate (W), a peasant 

farmer would stop use at point (P) because at that point the amount of output con- 

tributed by a worker is just equal to what it costs to employ him. If option (a) 

represents an extended or peasant family farm, it would want to continue to work to 

acquire all the output possible (i.e. the В1вр1 area). Thus, if farms are operated 

only with wage labourers, total output is less. If only peasant farmers operate, 

total output is greater. If the two are mixed, the peasant farmer would always chose 

not to purchase hired labour except for special circumstances. 

Units 
of 

Labour 
Inputs 

1 

W1 
(Wages Paid 
to Hired Labour) 

Units of Output 

If one now co -joins the.health/labour productivity argument to the graphic 
description above, the result could be as follows: if Ivil is the marginal productivity 
schedule (or demand curve for labour) for "healthy" peasant farm families, one pre- 
sumes that for sick families the schedule is lower, i.e. СС1. Thus, a health inter- 
vention which improves the marginal productivity of each family farm worker results 
in a larger total output (врг1). The impact of a health intervention on the supply 
curve of hired workers (WW1) is less clear in the absence of asset redistribution 
and given the realities of land ownership in many rural areas. If WW1 is the supply 
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curve of sick workers, then an improvement in their health would raise the price 
of hired labour (the supply curve of healthy workers, following our earlier 
analysis, is presumed to be above WW1). But as his marginal productivity would 
be greater, the peasant farm operator might consider substituting hired workers 
for family workers over a greater range of output possibilities. Naturally, much 
would depend on market prices for the output. The realities are such, in rural 
agricultural areas, that total employment of healthy hired workers by the peasant 
farm family would be reduced. The anomolous situation is thus produced where a 
health intervention leads to a positive output effect (i.e. on the peasant family) 

and a negative employment effect (on the hired workers). Thus, health interventions 
unaccompanied by other asset redistribution policies or other employment generating 
opportunities will not, on balance,be sufficient alone to raise the overall economic 
levels of all. 

Under complete collectivization (option C), total output depends only on the 

average product of labour, not the marginal product. Thus, no individual worker is, 

in theory, indispensable, so one can always get the same total output. There are, 
of course, problems with option (c), but it seems to have worked especially well 
where population density is high, viz.China. Increases in average health levels 
unaccompanied by asset redistribution in such cases would largely be pointless. 
Option (a) suggests that the position of the landless can be particularly acute: 
their chances for absorption into income raising situations would depend upon a 
rapid enough expansion in output to make additional workers needed, or upon employ- 
ment in the modern sector, or upon agro- industrial developments. The existence of 

large proportions of rural populations in a "landless" status with no sustained 
employment possibilities, makes it unlikely that "trickle-down" possibilities of a 

conventional output /production expansion strategy would add up to improvement in 

rural living standards. The analysis suggests, therefore, that if health inter- 

ventions are to produce a positive economic impact, they should be accompanied by 

employment generating policies, and by a redistribution of assets where needed. 

Motivation. We view the "value" of health to a rural economy in broad terms: 

it includes mental or attitudinal elements (attitudes towards work and motivation 

for achievement and self -betterment) conducive to economic improvement. Because 

many rural workers are self -employed, their motivation is important. The rural poor 

often tend to regard life's events as pre -ordered and beyond human influence. Disease 

control and/or eradication and environmental health improvements demonstrate 

dramatically that this is not so. Health services (curative) and promotive activities 

also prove that one's own behaviour influences his (her) prospects in life. As rural 

people begin to realise their own capacities for affecting their lives, they become 

more open to innovation and change. 

Demographic Effects. Improved motivation resulting from those health inter- 

ventions which reduce mortality as well as morbidity - is the basis of the child - 

survival hypothesis: when people have a growing awareness of their own capacity to 

influence the course of their lives, this can lead to motivation for fewer children. 

When mortality and particularly infant mortality decline sufficiently, people 

experience a greater sense of familial security and hence the need for more children 

diminishes. Of course, this is a long -term process. Furthermore, health improvement 

must be part of widespread economic and social improvements, for the emergence of 

motivations leading to the demographic transition of lower death and lower birth 

rates. Empirical evidence of causal sequences in this relationship is lacking, hut 

the sequential association of economic with demographic change is well documented. 
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In rural areas, the rang: of potential health interventions is large, as 

are he potential interactions with consuа ̂tion and production. Certainly, the 

:x of activities selectеd will. differ between countries (and between rural areas 
witLin the same country), by virtue of differing social, econottie and health 

circumstances. Generally, however, interventions which are most cost /effectivе 

and conducive to economic improvement, will be those that contribute more Immediately 

and permanently to the reduction of certain medical (epidemiological) indices 

(e.g. disease and disability rates), without first needing to improve personal and 

social satisfaction. 

Investment and consumption aspects are mixed through most health interventions. 
Those curative services seen to contribute mostly to consumption, for example, may 

still impact positively on motivation, on labour quality and on other health 

related links to real resources for investment and thus for production raising 
purposes. However, the investment dimensions of health become more apparent when 
health is viewed as an integral part of the broader development context. On this 

basis, it is possible to-sort out those fields of intervention in which investment 
components seem to dominate other benefits, direct and indirect, from those in which 
consumption dominates: the former produce the more sustained, lasting and possibly 
greater health effects, in response to the profile of rural health status described 
in Chapter I. 

Historical and Other Observations 

Historical 

Historically, widespread improvements in public health in developed countries 
began with improvements in food supply and the introduction of safe water supplies 
and sewage disposal systems, which accompanied the industrial revolution during the 
late eighteenth and nineteenth centuries. As for the relative contributions to 
sharp reductions in mortality made by nutritional and environmental improvement on 

the one hand, and by medical science and curative health service on the other, the 

historical record suggests substantial impact from the former and as yet undetermined 
impact from the latter. In rural areas of developing countries, today, these 

historically first -stage changes have not yet occurred. It would appear that 
health development for the rural poor, on this evidence at least, should aim first 

at adequate food, glean water and control of faecal pollution. 

Other 

Purely "treatment" or curative activities in support of the sick are costly. 
Furthermore, the extent to which they can significantly and permanently alter 
mortality and morbidity has been questioned by the results of numerous surveys and 
studies. Example: in Ethiopia, a comprehensive, controlled study of the health 
impact of treatment services rendered by a complex of rural health centres, showed 
these services as having no significant impact on morbidity as measured by a number 
of health indicators.32 

31 
This section is based partly on the analyses and exposition contained in 
the background paper "Health Development: A General Outline ". 

32 The Ethiopian Medical Journal, Addis Ababa, July, 1967. 
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A correlation matrix of socio- economic variables from developing countries, 

compiled in 1 ̂ 70 by the United Nations Research Institute for Social Development, 
confirms What historical observation and various studies have indicated (Annex "A ", 

Table 16) Nutrition, access to safe water supplies and other environmental inputs 

correlate in this matrix most highly (exceeding 60 %) with health impacts as 
measured by infant and overall mortality rates. They also show pairwise correlation 

against income and production in excess of 60%. 

Priority Fields of Intervention 

High Priority 

The preceeding observations and our previous analysis indicate that in the 

poorest of rural areas, and on cost /effectiveness grounds, priority fields of 
intervention might generally include - but by no means be limited to - the follow- 
ing: nutrition, control of infectious diseases, promotion of reproductive health 
including fertility regulation, environmental sanitation. 

High Priority and Other Fields 

Some of the interventions in nutrition and reproductive health can be 
classified under personal health service and protection against risk activities. 
For example, in the case of nutrition, much careful effort is needed to change for 
the better a rural housewife's methods of weaning her babies and feeding her family. 
This is a personal service, performed usually by a nurse or female health auxiliary, 
at a health centre, or in the women's own villages or on visits to their individual 

homes. Other personal services which must be delivered to rural areas include: 
advice and physical examination for identifying risk factors during pregnancy, and 
other routine services for women in pregnancy, childbirth or the puerperium; routine 
checking of child growth to monitor for primary or conditional malnutrition; 
vaccinations against diseases, and advice on infant and child care. These services 
must include treatment being available where needed, because otherwise the advice 
and other services are not acceptable. A personal relationship has to be established 
between the mothers and the health workers for these services to be acceptable, and 
this relationship depends upon treatment being available when one of the family falls 

sick. Finally, personal services should include routine examinations and provision 
of preventive or curative drugs or other measures to certain groups at known 
occupational risks, physiological risks, or epidemiological risks produced by local 

social, economic or physcial conditions. 

Occupational Hazards. In tropical and sub -tropical communities farmers or 

workers in some types of agricultural conditions are particularly at risk from some 

disease or accidents. Irrigation, for example, particularly accentuates the health 

and economic problems posed by bilharzia (schistosomiasis), and by malaria. Certain 

plantation crops, such as tea, are associated with hookworm anaemia: this has been 

known for many years to reduce output per tea -picker. Other rural workers, such as 

those working in copra and forestry, suffer certain types of high accident rates 

unless these are prevented by specific occupational health measures. Protection 

against occupational hazards must often be delivered not only environmentally, but 

by specific, personal service measures. 

Treatment Activities. "It would appear to be economic and sensible to invest 

more money in preventive services when this could show a higher return to more people, 

in terms of health. However, the immediate needs in terms of health care are more 

important to the parent of a sick child than a long -term possible risk, and a service 
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feared to the lоnw -term needs, and n.;t emergency care, may ?.e '. sec: .pin 

as an irrelevance and even with anger" .» An .rportent aspect of c'.rа _• 

s «rvice is that it promotes individual satisfaction which is a prerequisite 
mental, if not: physical. well -being of rural. people and heir recept:•;ity t', 

other health promoting areas. Tn this sense, 'treatment or сaгаtive care c:afl have 

an important socio- political effect because of community satisfaction with 

health services. For reasons that are apparent from our earlier analysis (as 

well а s our disucssion of cultural /societal issues in the next Chapter), and 
as a matter of strategy, successful implementation of the more cost /effective 
or "high priority" components of a rural health programme, might not be ensured 
unless treatment activities are included in that programme. But more Importantly, 
pure treatment activity represents a vital part of consumption and social well- 
being, and hence, a vital part of the overall social goal of the strategy we have 
outlined from the beginning of this paper: improvement in the quality of rural life. 

Finally, there is evidence that, under certain conditions, a few of the 

treatments that can be made available nowadays in rural areas can produce very 
Important reductions in the mortality rates of younger age groups. In Papua, 
New Guinea, for example, the introductions of penicillin against pneumonia and 
chlorequine against malaria, through primary health care "Aid Posts ", have been 
correlated with marked declines in mortality in adults and in young children 
respectively. There is also evidence that early oral rehydration for diarrhoeal 
diseases can materially effect death rates in these age groups. 

However, it remains true that pure treatment activities are costly. The 
extent to which resources should be expended upon them depends upon (a) the level 
of economic viability of the rural poor, to' support consumption, in the programme 
area and (b) the extent to which treatment costs can be reduced through the 
"primary health care" approach to delivery modes, which we describe in Chapter VI. 
In the poorest rural areas, where at the beginning of the rural development process 
the poor have extremely low levels of economic viability, the following caution 
applies: programmes should be carefully designed so that treatment services do not 
dominate and are kept to the minimum that will engender the personal and community 
satisfaction needed for people to be willing to use the more cost /effective 
components of the programme. 

Financing of Health Services 

The provision of health services per se as part of a rural development 
strategy raises the question of how such services will be financed, especially 
in the poorest areas. In such areas, there are surely not many options for self - 
financing of services by the rural poor themselves, at least during the initial 
stages of the rural development process. The pricing of services must be 
sufficiently low to ensure accessibility of these services to the poor. Assess- 
ment of nominal or zero user charges implies some redistribution of health service 
resources. Additionally, from the point of view of the health authorities, they 
will need to place accounting prices on the provision of services to assist their 
decision -making. If the provision of services is viewed primarily as a redistribut- 
ion strategy, then the relevant authorities will have to rely on other incentives, 

» Organizational Study on Methods of Promoting the Development of Basic Health 
Services. Official Records of the World Health Organization, No. 206. Geneva, 
1973 



22. 

to the exclusion of prices (cultural, economic improvement, education, etc.) 
to see that the redistributed opportunities are not appropriated solely by 
that part of the rural population in the best position to do so (i.e. either 
by geography, income, education, etc.). If servires are to be part of 
redistribution policy, there must be mechanisms to ensure some basis for their 

equitable consumption by the most disadvantaged parts of rural populations. 

CHAPTER II: RURAL HEALTH DEVELOPMENT 

Introduction 

This chapter is in two sections. The first deals with fields of health 
intervention considered to be of priority for rural development; it draws on 

recorded experiences of association between health and socio- economic development. 
Each of these fields represents, of course, a large and diverse subject and 
can only be treated briefly here. Therefore, this report is accompanied by a 
series of "Technical Background Papers" which sift available evidence and analyse 
in detail the major issues in each field. The second section discusses socio- 
cultural aspects of rural health development, and suggests methods /procedures 
for approaching such aspects in the formulation and execution of strategies. 

Priority Fields of Intervention 

Nutrition 

Malnutrition is probably the aspect of rural health which most requires 
improvement, for it is a major contributor to a host of rural health problems. 
Even in rural areas where severe, clinically manifested forms of malnutrition 

are not readily visible, a large portion of the population suffers from under - 

nutrition. Chronic, mild to moderate forms of protein -calorie malnutrition may 

affect roughly 460 million people in the Third World, half of them children. 
Millions more suffer from disabling diseases caused by nutritional deficiences. 

Nutrition and Health 

The synergistic relationship between malnutrition arid disease is well 

documented. Malnutrition is the main contributory cause of infant and early 
child mortality in developing countries. The Inter -American Investigation of 

Mortality in Childhood in Latin America found that 57% of the children dying 
under 5 years of age had nutritional deficiency as either an underlying or an 
associated cause of death 34 Anaemia combines with poor nutrition leading to 

increased pregnancy wastage, and indirectly to maternal mortality (it makes 

women more susceptible to pregnancy complications). In Bangladesh, 45% of the 

nursing and expectant mothers (10% of the total population) suffer from protein 

deficiency and 42% from Vitamin A deficiency; 40% of pregnant women suffer from 

iron deficiency anaemia and 40% from endemic goitre 35 

Puffer, Ruth and Carlos Serrano. Patterns of Mortality in Childhood. РАНО 

Scientific Publications No. 262, Washington, D. C. 1973 

FAO/UNFPA - FAO/UN/TF 155, Report on a seminar on: "Population Problems 

related to Food and Agricultural Development in Asia and Far East ", Bangkok, 

December 1974 
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Studies in Central America have shown that children of malnourished 
mothers are already disadvantaged at birth with a low birth weight. 
Small size of the mother. may itself be a manifestation of the mother's 
childhood malnutrition .3o 

Some forms of morbidity caused by specific nutritional deficiences 
deserve special mention. Blindness caused by Vitamin A deficiency is now 

recognised as a serious health and socio- economic problem: hundreds of 

thousands of children in the Third World are totally blinded every year and 
many times that number are partially blinded. Poor health conditions, 
moreover, 1Pad to food wastage through malabsorption of nutrients or poor 
digestion/ Diarrheic processes pose a grave threat to health: diarrhea 
and malnutrition are closely linked. 

Finally, an important effect of malnutrition is mental retardation 
in children - due to malnutrition during intrauterine life and early child- 
hood, combined with insufficient socio- psycho stimulation. In areas of 

endemic goitre, (which, for example, in some parts of Nepal have incidence 
rates of 100$), a high prevalence of cretinism arid deaf -mutism is found. 
Recent studies indicate that cretinism is the most obvious part of the 

problem, for in endemic areas large proportions of children have mild to 
moderate forms of mental retardation. 

The Nutritional Status of Rural Populations 

Malnutrition appears to be greater in rural areas. In India, for 
example, 8$ of rural children suffer from some degree of malnutrition. 
Per capita consumption in rural Sri Lanka was only half that of the upper 
class in Colombo, the capital city. The rural poor in Colombia, similarly, 
in the period 1052-1062, had a ,protein intake of one half the amount of 
middle class urban Colombians 

Factors Affecting Rural Nutrition 

Very few developing countries are self -sufficient in meeting their 
food requirements. Internally, patterns of food supply and cultivation may 
vary considerably. However, it is not uncommon for rural food consumption 
to be largely dependent on the production of the farmer's own land. The 

food he can raise, and the amount of cash he can get for selling his crop, 
very often determine the amount and type of foods his family eats. Some of 
the major factors affecting rural nutrition include the following: (a) lack 
of sufficient land: overconcentration of land in the hands of large owners 
leaves the rural poor with little possibility for improving their nutrition; 
(b) land use patterns: geographic /demographic factors affect nutrition 
through types of growing pattern (crop spectrum) that are deficient in 
nutrients; (c) environmental factors: draughts, floods, or any climatic 
variations /extremes (as well as crop destruction due to disease) etc.; 
(d) pre and post harvest losses: food losses caused by micro -organisms, pests, 
mouldiness, rodents, and animal diseases are frequent in the handling and 
storage of food products; (e) cash crop policies: government policies 

36 Lechtig, A., et al., "Maternal Nutrition and Fetal Growth in Developing 
Societies ". American Journal of Disease of Children, V. 12 '1, 1675 
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emphasizing cash crop production for export, to boost foreign exchange 

earnings, have often been pursued indiscriminately, with the net result of 

further impoverishing the rural poor. Commercialization of agriculture can 

result in greater use of land areas for intensive production, and thereby 

increase the unequal distribution of food resources within a country in favour 

of the urban and export sectors. Also, indiscriminate commercialization puts 

the rural poor into unfavourable competition for food with higher income, urban 

populations; (f) unselective transfer of agricultural technology: this can 

lead to genetic erosion of local seed varieties, lower protein content of high 

yield varieties (HYV) replacing higher protein content pulses and requiring 
high energy inputs (fuel, fertilizers, pesticides) available only to the rural 

oligarchies; (g) lack of a distribution infrastructure: foods other than those 

grown in the immediate vicinity are unavailable due to inadequate transportation 

and marketing systems; (h) government regulatory practices, or lack thereof, 

regarding non -nutritious products: for example, in Indonesia, a Japanese food 

seasoning with no nutritional value, has been widely purchased by poor rural 
families as a result of vigorous advertising campaigns, thereby depriving these 

families of means for purchasing nutritious foods for their children; (i) socio- 

cultural factors: traditional beliefs influence eating habits and attitudes 
toward food. For example, preferential feeding by sex also affects nutrition: 
in many countries male infants and children in low income groups are fed more 

than females. The decline of breast feeding is another important factor. 

Nutrition and Economic Improvement 

Malnutrition, through its debilitating affect on man's physical and mental 
development, is a drain on economic resources. Direct and indirect costs to an 

economy of widespread malnutrition have not yet been fully calculated. It is 

safe to presume, however, that such costs are high. A proportion of economic 
resources invested directly and indirectly in the creation and the formation of 
a country's future stock of human resources is lost, since malnutrition is a 

primary contributor to infant /child mortality and to morbidity. Losses derive, 
in the first instance, from wasted consumption (of food, medical service, etc.) 
by mother and infant. Subsequently, investments in health, education and other 
development programmes may also be wasted. Developing countries now spend 
upwards of 4% or more of their GNP on education, but the efficiency of their 
educational systems is lowered by as much as 50% by pupil attrition arid 

repetition caused partly by nutritional deficiences. 

Poor diet reduces work productivity. Malnutrition results in: (a) lethargy 
- the body protects itself by avoiding effort; (b) absenteeism due to sickness - 

malnutrition lowers resistence to disease; (c) reduced number of man -years for 
work - malnutrition debilitates; (e) reduced ability to absorb or apply technology/ 
skills 39 Many studies have demonstrated these linkages. Information from 
carefully controlled studies of sugar plantation workers in Guatemala showed that 
an increase in the workers' daily energy intake from 2,800 to 3,200 calories 
resulted in an increased work output of 25%. 

Food and Agriculture Organization, "Nutrition and Working Efficiency ", 
FFHC No. 5, 1062 

°Immink, , M., Viteri, F. and Torus, G. Calorie Supplementation, Working 
Capacity and Productivity in Sugar Cane Cutters. 10th International Congress 
of Nutrition, Kyoto, Japan, August 1075 
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A controlled study of coal production in the Ruhr gave this result: in 1939, 

miners' rations contained 2,300 work calories, leading to an output per 

miner ratio of 1.9 tons; in 1944, with 1,900 w1 oгК calories per man available, 

the production level was 1.65 tons per miner. A recent IВRD study among 

construction and rubber plantation workers in Indonesia, showed that the 

prevalence of hookworm infection was 85% and that 45% of the victims suffered 

from resulting iron deficiency anaemia. Treatment of the anaemic workers with 

elemental iron for 60 days, at a cost of US 13 cents per labourer, resulted 

in an increase of productivity of approximately 19 %. 

In Zaire, mortality amongst hired hands in the Union t'liniére properties 

in Katanga, fell from 53/1000 to 8/1000 from 1962 -1972, following measures for 

improved diets, housing and disease prevention. `4+2 Finally, in countries where 

there is a greater reliance on human strength and energy for economic output, 

as in low income countries, the effect of increased calorie intake on economic 

growth can be substantial. This finding is of particular importance for any 

rural development strategy, given the physical demands of the rural working 

environment. 

Some Conclusions 

Our analysis argues for high priority to be granted in the agricultural 

sector, as well as in the health sector, to nutritional improvement amongst the 

vast numbers of people - mostly rural - who suffer from nutritional deprivation. 
A "food policy" that reflects such priority would balance the purely economic 
imperatives of agricultural development (boosting export receipts, reducing 

trade deficits, etc.) against the goal of meeting the nutritional needs of the 
population. This may require (a) specific actions to redistribute food supplies 

per se, as part of a broader complex of distributive reform measures, (b) very 

close coordination between agricultural production policy and health interventions 

that are aimed at ameliorating specific nutritional deficiencies, and 

(c) substantial modification of existing agricultural policies and practices, 
in order to ensure that agricultural development serves specific targets of 

nutritional improvement for the poorest segments of the population. Finally, the 

important role of women in bringing about better nutrition for the family under- 
scores the urgent need for educating women in nutrition, in rural areas. 

Infectious Disease Control: Malaria and Other Parasitic Diseases of Man 

Introduction 

Parasitic diseases characteristically affect rural populations of 
developing countries. Multiple infection is the rule: in African rural areas 
one may suffer from malaria, schistosomiasis, filariasis and several intestinal 
helminths. The most important diseases in this group run a chronic debilitating 
course. Some lead to death in a high percentage of cases. 

41 
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Susceptibility to the infective agents is practically universal. 
Where the ecology is favourable to transmission, as in many rural areas 
of the Third World, a very high proportion of the population is affected. 
The lack of a safe and easy treatment aggravates the problem. Vector or 
reservoir control can be expensive and involve extensive ecological 
manipulation, while being subject to setbacks such as the development of 
resistance to insecticides. 

The Diseases 

Malaria is the most important parasitic disease. In 1973, 488 million 
people in 66 countries lived in areas where malaria is endemic. Of these, 

346 million were not covered by anti- malaria programmes.43 The proportion 
of cases among a population can be very high: in the Terai plains of India, 
parasite rates were 50 to 100 per cent before a control programme was 
launched in 1946 and reduced the figure to 5 per cent.44 In some areas 

subjected to long and intensive control programmes, the number of cases 
has been increasing at an alarming rate during the current decade. Positive 
blood slides in the South -East Asian countries now number several million. 

Schistosomiasis affects Africa, tropical America, West Asia, and East 

Asia. In some endemic areas more than 50 per cent of the population are 
infected.45 African trypanosomiasis (sleeping sickness) is found south of 
the Sahara primarily along the streams and in the savannas of the inter- 

tropical zone. The disease is characterized by fever, anaemia, wasting, 

severe headache, and somnolence. It may run a protracted course of several 

years (a form in West and Central Africa) or death may ensue in a few months 

(East Africa). All forms are fatal when left untreated. Among the 35 million 

people exposed in the moist savanna zones to the risk of transmission, at least 

20 million are not under regular surveillance. American trypanosomiasis 

(Chages disease) is found in the rural areas of a large part of Latin America. 

After an acute stage which may be lethal (particularly in children), muscular 

lesions affecting foremost the heart and the large intestine remain.46 

Diseases caused by the invasion of tissues by various types of Filaria 

worms are endemic in most warm areas of Africa, Asia, Latin America, and the 

Pacific Islands. Some occupy the lymphatic system causing elephantiasis. 

Also widely prevalent in tropical rural areas are the leishmaniases. The 

cutaneous form produces chronic ulcerating lesions; the visceral form 

(Kala -azar) is a chronic but fatal disease leading to progressive emaciation 

and weakness. 

43 WHO Expert Committee in Malaria. Sixteenth Report. Technical Report 

Series 549. WHO, Geneva, 1974. 
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Ancylostomiasis (hookworm) is another chronic, debilitating parasitosic 

endemic in tropical and sub -tropical rural areas. Its main feature is 

hypochronic anaemia. A prevalence rate of 85 per cent was @corded in 

Indonesia among construction and rubber plantation workers. 
Г 

Intestinal parasites such as Erit amoeba histolytica, Giardia iambus, 

Ascaris lumbricoides, Enterobius vermicularis, or the various taeniae, can 

affect nearly 100 per cent of rural children in developing countries. These 

cause digestive and nervous symptoms as well as malnutrition and consequent 

growth impairment. They belong to the large group of enteric diseases associate? 

with poor education and deficient environmental sanitation. 

The Economic Burden of Parasitic Diseases 

The parasitic diseases are a temendous burden on rural communities, 

their impact extending well beyond their direct contribution to mortality and 

morbidity. Their prevalence may dictate the distribution of a population: 

human occupancy of large areas of Africa, Asia and the Amazon areas of South 

America has been impossible due to malaria, trypanosomiasis, or onchocerciasis. 

In populated endemic areas, labour productivity is frequently decreased. 

Epidemics of malaria can create such havoc that crops are not planted or not 

reaped. The whole work force of a stricken area may be disabled. In 

agricultural and pastoral tropical areas where the disease is most rife, the 

peak transmission season most often coincides with the period of maximum 

agricultural activity and nomadic movement. 

A disease control programme can produce a variety of effects, including 

the improvement of labour productivity, as a result of: lower mortality and 

higher life expectancy; reduced morbidity due to anaemia, general weakness and 

the specific effects of the disease; reduced debility /disability; improved growth 

of children; reduced vector pest nuisance; improved environment through 

engineering methods and health education. 

It is obvious from the preceding discussion that parasitic diseases may 
thwart rural economic improvement. What is not so obvious but equally important 

is that rural economic development may be a precursor to parasitic diseases. Man - 
made alternatives to the ecology, or increase in population density, may lead to 
a significant and self- defeating prevalence of parasitic diseases where none or 
nearly none was previously registered. In one country, resettlement programmes 

have enabled the critical population density for African trypanosomiasis to be 

reached. Irrigation schemes in other countries have brought about a great increase 
in the incidence of schistosomiasis through the creation of excellent conditions 

for the multiplication of the species of snails which are the intermediate hosts 

Basta, C. S. and Churchill, A. (1974) 
n 

Iron deficiency anaemia and the 
productivity of adult males in Indonesia." World Bank Staff Paper No. 175, 

Washington, D. C. 
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of the parasite. The list of the number of new settlements which have been 

repulsed by malaria is long. 

Some Examples of Parasitic Disease Control and Its Benefits 

Control of Glossina is practised over vast areas of Africa to enable 

agricultural settlement in tse -tse infested country and to protect cattle 

breeding. Among similar efforts made in several countries, complete reclamation 

of some 10 950 km2 of a former tse -tse belt have been achieved in the Southern 

Rhodesia ozambique border region and 115 000 km2 have been cleared in Northern 

Nigeria. �s 

In Uganda, control of Simulium over at least 4150 km2 on the Jinja Nile, 

started in 1952 as been followed by spectacular agricultural developments 

with previously untenable land being transformed into a major producing area 

of food and cash crops. Population in the principal affected areas has increased 

between the 1958 and 1959 by 164% compared with 19% in the neighbouring 
areas.4 

Before the malaria control programmes in the Transvaal and in Natal, 30 

to 40% more workers were recruited than necessary in order to allow for a 

margin of absenteeism on account of sickness. Following the elimination of 

malaria, it was no longer necessary to maintain a reserve labour force. 

After the introduction of residual insecticides, Portugal was able to 

repeal the legislation introduced in 1938 prohibiting rice cultivation in 

certain malarious areas, with the result that surface area under çultivation 
increased to the double, making the country an exporter of rice.5u In Greece, 

as a consequence of anti -malaria campaigns and changes in agricultural practice, 
the production of rice became 15 times the average previous yiеld.5i Rice 

production is said to have also increased by 15% per acre in the first year 

after malaria was controlled in Burma and in Pakistan.52 

Onchocerciasis 

Onchocerciasis, a parasitic disease that produces blindness, is carried 

by the female blackfly (simulium damnosum). Because the larvae of the simulium 
damnosum fly are only able to develop in waters that are fast flowing, well 
oxygenated arid rich in nutrients, the fly, and thus onchocerciasis, are found 
in the neighbourhood of particular reaches of rivers and certain types of water 
courses, sluices, dam overfills and watergates of irrigation canals. This 

epidemiological pattern is reflected in the common term "river blindness ", arid 

in the fact that onchocerciasis is a disease that by definition is found in areas 
which flank water courses and which are usually very fertile. 

48 
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Onchocerciasis is particularly widespread in tropical Africa (Dahomey, 

Ghana, Ivory Coast, Mali, Niger, Togo, Upper Volta) but is also found in 

parts of Central and South America. Current estimates are that onchocerciasis 

affects 20 million people throughout the world. In the area alone that is 

covered by WHO's control programme in the Volta River Basin, out of a total 

population of 10.1 million, at least 35,000 are known to be suffering from total 

blindness, while the number of people with varying degrees of severely impaired 

vision (and in whom progressive deterioration is likely) is considerably higher. 

Epidemiological data indicate sex specific differentials: man are at far 

greater risk of intense infection than women of corresponding ages. In 

particular, the prevalence of eye lesions and blindness is reportedly much higher 

among men in their economically productive years. 

Socio- Economic Ramifications. The pattern of socio- economic liaoility 

that has emerged due to onchocerciasis has been particularly damaging: people 

affected sooner or later become incapacitated. Due to debilitation and blind - 

ness, the sufferer is unable to maintain for long any type of productive activity. 
Onchocerciasis has caused widespread migration out of affected areas: evidence 
suggests that this pattern of progressive abandonment dates back to the turn of 

the century. Desertion of riverine areas that are fertile and potentially highly 

productive has, by definition, also meant that emigrants have imposed demands 
upon other territories and communities that are often less agriculturally developed 
or stable. 

Migration is rarely a homogeneous phenomenon. The demands placed upon 

the individual and upon the family require that it be a selective process. In 

the hyperendemic and densely populated area of North -East Ghana, the ratio of 

males to females is 65:100 and falls as low as 55/60:100 in certain areas (the 

ratio for the whole of Ghana is 93:100). This reflects the emigration of young 
males, and it points to fundamental weaknesses emerging in family structure and 
in the labour force of these regions. In communities and regions subjected to 
this out -migration, economic systems of any significance rarely develop. Productive 
capacity drops with the combination of land shortage, low yields, limited and 
disabled labour. In turn, this contributes to further out -migration, a 
perpetuation of population maldistribution and excessive exploitation of basically 
non -fertile areas - which in turn lose what ability they have to support large 
numbers of people. The net result 'can represent a significant drain on national 
resources. 

The Volta River Basin Area. In the west of the Upper Volta, land with 
an inherent capacity of 20 -30 people per km2 has for several years now been 
supporting population densities of up to 100 /km2. Agricultural patterns have 
had to shift drastically from land rotation systems to those of continual cropping, 
and soil degradation and erosion have followed. Similar examples are reported 
in other densely populated upland regions of Northern Ghana, the Dgango and Lama - 
Kara areas of Togo and the Karhogo region of the Ivory Coast. The report of the 
Preparatory Assistance Mission to the Governments of Dahomey, Ghana, Ivory Coast, 
Mali, Niger, Togo and the Upper Volta, indicated that throughout this region most 
of the plateau areas coming under cultivation will continue to be poorly disposed 
to systematic farming and will necessarily prove inadequate to support any large 
economic infrastructure. 

Farm size has inevitably fallen. In parts of the Ivory Coast 56% of the 
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farms are less than 3 hectares. In North -East Ghana it has fallen to 1.28 

hectares for a family of 6 -7 people. 

Due to onchocerciasis, production losses in the region of Ouagadougou 

alone are estimated to total US $1.2 million and in the Upper Region of Ghana, 

US $1.4 million, per annum. Aging of the working population, lack of farming 
land, out -migration of young males, increasingly low levels of income and 
the deterioration in health that follows, are producing new levels of social 
blight. Community structures are being weakened by population instability, 
variable rates of reproduction and diminishing returns. 

The control programme in the Volta Basin Region calls for the implementation 
of new development projects and the repopulation of valleys that were deserted 
but are finally cleared of onchocerciasis. This will improve land/man ratios 
in the currently over - populated areas. Indirectly, it will lend itself to 

increased productive capacity of the overall population and will encourage the 
development of a rural economic infrastructure. 

Other Infectious Diseases: Zoonoses 

Many diseases which infect man's herds in rural areas and reduce his food 
supply also affect his own health, causing illness and even death. Through 
control of these diseases, veterinary public health services can contribute both 
to animal production and to human productivity in agriculture. 

The Livestock Sector. The importance of animal production, such as live- 

stock, in the agricultural sector, can be substantial in many developing 
countries. Where livestock and other animal production are important contributors 
to agricultural GDP, the zoonoses disease can thwart (a) the raising of 
agricultural productivity, income and food supplies for the rural poor and 
(b) the improving of health and labour productivity. 

The Diseases. The 200 zoonoses diseases are naturally transmitted between 
vertebrate animals and man. They vary in their medical and agricultural 
importance: Q fever is of considerable prevalence but has little or no economic 
significance, whilst Vibrio fetus and Trichostrongylus infections are of great 
agricultural and economic importance but usually constitute only minor problems 
for human health. 

Important zoonoses typically related to cattle and sheep -breeding are 

hydatidosis, foot -and -mouth disease, brucellosis, anthrax and fascioliasis. 
Control programmes have reduced these diseases in developed countries (the USA, 

Australia, New Zealand), but in Uruguay, for example, the rate of infection for 
hydatid cyst was 32% in cattle and 100% in sheep; in North Africa, the same 

disease affected between 10 and 100% of cattle; in Turkey 62% of cattle and 59% 
of sheep were affected (1960). Due to bovine brucellosis alone, the cattle 

stock losses in Latin America are estimated to total US ,% 350 million annually. 

An endemic zoonoses which also affects cattle breeding countries is 
bovine tuberculosis, causing, in South America, losses estimated at about 
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US % 150 million in a year.55 In tropical Africa, bovine trypanosomiasis is 

a major reason for under -exploitation of hydro -pastoral resources.54 Where 

swine breeding is important, trichinosis, brucellosis, foot -and -mouth disease, 
and tapeworm infection attain economic importance, as do anthrax, glanders, and 
foot -and -mouth disease in horse breeding regions. 

Economic Benefits of Zoonoses Control. Some of the benefits of zoonoses 
control include: (a) decreased farm animal death rates; (b) improved productive 
efficiency of farm animals (e.g. tuberculosis); (с) improved reproductive 
performance of animals, (e.g. brucellosis); (d) reduced expenditure on treat- 

ment aid handling of affected animals. Secondary benefits may include increased 
exports and improved land utilization (reduction of over -grazing damage from 
attempts to maintain animal output). The benefit of improved land utilization, 
in the case of bovine trypanosomiasis in tropical Africa, has been calculated at 
US % 750 million per year, i.e. the value of an additional annual production of 

115 million tons of meat derived from a supplementary cattle population of about 
120 million heads. 

Contributions to human productivity are the usual ones: decreased mortality 
amongst farming folk, better labour /productivity, savings of expenditure on 

medical treatment, improved nutrition (greater availability of animal protein). 

Reproductive Health and Fertility 

Introduction 

The fertility pattern, or more specifically the birth rate, is one of the 

main determinants of population growth rates, which in turn is an important factor 
in rural socio- economic development. Furthermore, pregnant women and young 
children are the rural population groups most vulnerable to disease and ill- health. 
The advent of effective, safe, and acceptable measures to regulate fertility, 

therefore, has led to an ever - increasing focus of attention on family planning. 
WHO has defined family planning as referring to practices that help individuals and 
couples to attain certain objectives: to avoid unwanted births; to bring about 
wanted births; to regulate the interval between pregnancies; to control the time 

at which births occur in relation to the ages of the parents; and to determine 
the number of children in the family. Family planning may be used as a measure 
for promoting healthy reproduction, and, in many countries, for reducing excess 
population growth. 

The Influence of Нealth/Мortality on Fertility 

Better health of the mother may increase her fertility to some extent and 
will certainly increase the chances for the delivery of a healthy child. Further- 
more, even modest improvements in the health status of a rural population may 
result in a dramatic reduction in infant and early childhood mortality. Hence, 
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from a demographic point of view, the short -term effect of improved levels 

of health is likely to be an increase rate of population growth. In the long 

run, however, this increase can be reduced or even reversed, according to the 

child -survival hypothesis mentioned earlier. This hypothesis states that as 

long as the proportion of children that die in childhood is substantial, there 

is no reason to expect much interest in limitation of family size, for 

children (especially sons) are considered future providers of family income. 

As experience and /or expectation of child survival increases, so does the 

practice of family planning. Studies of this hypothesis in different geo- 

cultural regions (Taiwan, Bangladesh, India, Turkey and Nigeria) are contistent 

in demonstrating its validity. Historical evidence also shows that a decline 

in death rates is followed by a decline in birth rates by a lag period of over 

50 years. Recent experience shows that the modern demographic transition is 

being shortened to a time lag of less than 25 years 55 

The Influence of Social and Economic Improvements on Fertility 

Fertility (and mortality) declines are linked with prior or concurrent 

socio- economic developments. As noted earlier, a continuum of increasing income 

levels, equitable income distribution, economic security, changing cultural values, 

better housing, widespread education and health and nutrition improvements 

create the motivation for smaller families. In one Asian country, for example, 

rapid economic growth and expansion of educational opportunities from 1952 

onwards helped to being about a decline in the crude birth rate from 39.5 in 

1960 to 24 in 1973. Increased educational and employment opportunities for 

women are seen as important (they can delay marriage). In South Korea, later 

marriage explained 33% of the fertility decline that occurred between 1957 -1961 

and 1962 -1966.57 Finally, studies of the acceptance of family planning methods 

have further brought out the numerous factors associating religious beliefs, 

superstitions and taboos with high or low fertility. 

Economic growth in aggregate terms is not, however, always a precursor to 

lower fertility. As noted earlier, low income inequality can be associated with 

fertility decline (in Singapore, South Korea and Sri Lanka). High income 

inequality countries, on the other hand, have maintained high levels of fertility: 

in Brazil, where the ratio of the income of the richest 20% of the population to 

the poorest 20% was 25:1 in 1970 (the ratio for South Korea was 5:1), the crude 

birth rate per thousand dropped only from 42 to 38 per thousand between 1958 and 

1971, despite a high level of economic growth per capita.58 

Recognizing that health improvements can and should produce balanced socio- 

economic effects, WHO has subscribed to the comprehensive socio- economic approach 

outlined in the discussion above. This approach is reflected in the World Health 
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Assembly Resolution WHA28.44 which :(a) welcomes the emphasis given in the 

World Population Plan of Action to the inter -relationships of population and 

socio- economic development and to national and international efforts in health 

and nutrition for enhanced quality of life, particularly in the rural and 

underserved areas; (b) appreciates that such a comprehensive approach to 

population, health and development in the context of national policies is basic 

to the work of many of the organizations in the United Nations system; (c) stresses 

the urgency of reducing maternal, perinatal, infant and childhood mortality and 

morbidity through the continued development and improved management of maternal 

and child health services and other aspects of family health care; (d) recognises 

the need to improve health through support to research on all aspects of human 

reproduction, including methods of fertility regulation and the impact of family 

planning on health and on optimal physical and psychocоcial development of the 

child; (e) urges Member States to take the initiative in organizing national 

follow -up activities in the health -related aspects recommended in the World 

Population Plan of Action; and (f) requests the Director -General to intensify 

activities related to family health care as part of the strengthening of health 

services and to participate fully in the development of all activities of the 

World Population Plan of Action related to health. 

Health and Fertility 

As early as 1865 it was noted that mothers who have a large number of 
children have higher risks of complications of pregnancy and difficulties in 

labour that may prove to be fatal. Another factor affecting maternal mortality 
and morbidity is maternal age. Mothers who conceive between the ages of 30 and 
40 have twice the risk of dying in pregnancy or childbirth as women aged 20 to 
30. The risks increase to four or five times in women over 40. A study in 
Thailand showed that women over 35 accounted for 40% of all maternal deaths, 
though they contributed only 20% of all births. Birth order is another important 
factor. Studies from both industrialized and developed countries have consistently 
shown that the risks of infant mortality after the first child increase with 
increasing birth order, especially after the fourth child. Experience indicates 
that it is not only the number of children that leads to unfavourable health 
consequences, but also the interval between pregnancies and the mother's age at 
pregnancy. Research confirms that too short an interval is particularly 
hazardous to the child's health. 

Programme Impacts on Fertility 

Whether the main objective of a family planning programme is to reduce 
fertility, or to improve maternal and child health, evaluations of programme 
performance indicate that such programmes contribute to declines in fertility.59 
Comparisons of areas in one country show that where the programme effort and 
institutional setting are strong, the estimated number of births averted per 
thousand married couples could be three times those of other areas with weaker 
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programmes. Some very rough estimates of the extent of programme impact on 
the per cent reduction in the crude birth rate of the nation as a whole was 
10% in Korea, 18% in Singapore and 3.3% in Tunisia . 

Evaluations of programmes in the past correlated acceptance of family 

planning with high levels of income and education. More recent studies, however, 

have shown that inverse relationships between family income or educational 
level and acceptance is possible. For example, a study of IUD acceptors in 

Turkey has deп�onstrated that over one half of rural acceptors were in the lowest 
income group. 1 

As family planning activities become a part of general health service, new 
methods are being developed to evaluate their efficiency, effectiveness and 
ultimate impact, including health and demographic effects. Once the health 
objectives of these programmes are fully evaluated, we will learn more about 
effects on women's health (maternal mortality, morbidity of women of child 
bearing age, nutritional status, preventable complications of pregnancy and 
abortion), fetal health (fetal mortality, abnormal development) and infant and 
child health (neonatal, infant and preschool mortality, growth and development, 
vulnerability to disease). 

Fertility Regulation and Economic Development 

The impact of family planning programmes on economic growth has not been 
fully appraised, but many attempts have been made through economic models to 
assess possible effects. For example, cost /benefit analyses at the macro- 
economic level have attempted to define future streams of costs and benefits 
arising from a birth averted. How much income and savings would accrue accord- 
ing to different levels of fertility have been estimated: in Egypt benefits of 
a birth averted varied from 4.5 down to 1.2 times average per capita income.62 
So far, however, the application of cost /benefit analysis to this problem has 
not been satisfactory, due to the problem of assigning a monetary value to a 
child and because benefits measured in aggregate terms reflect social but not 
private returns (to the family). A conflict may exist between benefits and costs 
to the procreating couples themselves versus the benefits and costs to society as 
a whole: though the cost to society of a marginal birth may be high, the immediate 
cost to the family may be small. 

It should be noted that in countries which are sparsely populated relative 
to their resource endowments, an expansionist population policy may be considered 
conducive to economic growth. In rural areas where such man /land ratios obtain, 
and an expansionist policy is called for in order to raise agricultural product- 
ivity, programmes of family health must be tailored specifically to reducing 
the ill effects on health of high levels of fertility. 

60 
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The issue of economic benefits of family planning cannot be isolated 

from the recognition of number and spacing of children as a fundamental 

human right of couples, irrespective of the effects on demographic trends, 

and /or economic growth. Family planning services must be viewed as important 

elements in health development. 

Fertility in Rural Areas 

The factors which influence fertility do so within a different framework 

in rural areas. Those aspects of development which combine to motivate families 

to limit their size may be weaker for rural families, who are less likely to 

expect children to survive past the fifth year, or to expect economic security 

in the future. The multiple variations of interaction in rural areas, between 

population growth and economic growth,as compared with urban areas, underline 
the need for different approaches both for assessing the problems and for 

designing programmes. 

Environmental Sanitation 

Since the lack of safe, potable water, the lack of waste disposal facilities 

and poor housing are main causes of disease in rural areas, programmes to remove 
these deficiencies have often proven to be more cost -effective than treatment of 
environmentally related diseases. 

The Diseases 

The incidence of water -associated diseases depends on climate, sanitary 
habits and facilities, culture, education and many other factors. These diseases 
have been classified as follows: (a) those related to poor sanitation (lack of 

water and/or sewerage, inadequate personal hygiene); (b) waterborne diseases 
(water is a passive vehicle of the infecting agent); (c) water -based diseases 
(a part of the life cycle of the infecting agent takes place in an aquatic animal); 
(d) water- related diseases (infections transmitted by insects that breed in 
water). Some belong to more than one group. The spread of a number of communicable 
diseases transmitted by sources other than water is facilitated by poor housing 
as well as lack of sanitary facilities for waste disposal. Tuberculosis is one 
example. In many tropical countries leprosy and American trypanosomiasis are 
also associated with poor housing. Some of those communicable diseases already 
listed among the water- associated diseases may also be included in this category. 

Magnitude of the Problem 

The magnitude of rural health problems in the Third World which can be 
prevented through environmentally -based interventions, is indicated in terms of 
the incidence, prevalence and mortality rates shown in the Technical Background 
Paper dealing with Environmental Sanitation. These show, for example, that in 

many developing countries,enteritis and other diarrhoeal diseases are among the 
five leading causes of death and are usually one of the two leading causes of 
death of infants and toddlers. 

One way to illustrate the severity of this rural health problem is to 

examine at random some of the facts of national situations. In Lesotho, a 
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country which is predominantly rural, only 10 -15 per cent of the total 

population has some sort of safe means for the disposal of their body wastes. 

It is estimated also that roughly 12 per cent of that country's population 

are typhoid carrieгs.63 In Nicaragua (over 60 per ent of the population is 

rural), it has been calculated that 80 per cent of the population suffer from 

intestinal parasites, due primarily to contaminated water supply. A review of 

mortality statistics reveals that enteric and other diarrhoeal diseases are 
the leading causes of death and account for a large number of that country's 

hospitalizations and outpatient visits.б4 In Panama, where waterborne disease 
is the leading cause of death in children under five, and a major source of 

morbidity and mortality in older children and young adults, only 33 per cent of 

the rural population had a potable water supply available to them, and 75 per 

cent of this supply was in the form of communal wells (1967). There were 12 

sewerage systems in the entire country in 1967, serving 26 per cent of Panama's 
population; of the total rural population in that year, only 36 per cent had 

latrines or septic tanks for excreta disposal 65 By 1980 only a quarter of the 

rural populations in the Third World are expected to have access to reasonably 
safe water supplies and sewerage facilities. 

The Impact of Environmental Measures on Health 

It has not been possible so far to identify and quantify all of the 
social, economic, cultural and environmental factors involved in the reduction 

at source of these diseases. Despite this problem, a considerable body of 
evidence has accumulated which shows that more and better water and other 
environmental improvements can be associated directly with better health. 
Examples: in Japan, a survey in 30 rural areas revealed that after the instal- 
lation of safe water supplies the number of cases of communicable, intestinal 

diseases was reduced by 71.5 per cent and that of trachoma by 64 per cent, while 
the death rate for infants and young children fell by 51.7 per cent. In a 

series of villages in Uttar Pradesh, India, after water supply and sanitation, the 

typhoid fever death rate decreased by 63.3 per cent, the dysentary death rate by 
23.1 per cent, and the diarrhoea death rate by 42.7 per cent. During 1960 through 

1965, surveys and cross -sectional studies of diarrhoeal diseases carried out by 
WHO in Mauritius, Venezuela, Sudan, United Arab Republic, Sri Lanka, Iran and 

East Pakistan (now Bangladesh), showed that with the availability of safe water, 
the rate of reported diarrhoea decreased. A similar decrease in the isolation 

rate of bacillary dysentary organisms was observed. 

Overall reductions in dysentary, typhoid, scabies, trachoma, and 
conjunctivitis were also reported in villages in Uttar Pradesh, India, during 
1766 -1968, following upon the installation of piped water. A controlled field 
study carried out by WHO in four rural communities of the central Philippines, 
between 1968 and 1972, showed (a) that the provision of sanitary facilities for 

63 Memoranda of the Health Planning Committee, Ministry of Health, Maseru, Lesotho 
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human waste disposal can reduce the incidence of cholera by as much as 68 per 

cent, while the provision of a safe water supply can decrease it by 73 per 

cent, (b) where both toilets and water supplies are provided, the incidence 

can be reduced by as much as 76 per cent and (c) that in the long -run, 

sanitation can be both more effective and less expensive than immunization in 

the control of this disease. 

Epidemiological models demonstrate that whilst a single mass vaccination 

can reduce the incidence of typhoid fever considerably, this gain is lost 

after a few years. On the other hand, the incidence of typhoid fever can be 

decreased to a new level of stability when the transmission of the infection is 

reduced by improved sanitation. Since the effect of sanitation is long - lasting, 

it gives better results than vaccination. 

The Association of Environmental Measures with Economic Improvement 

Environmental health measures are associated with economic improvement in 

two ways: through producing direct benefits to economic activity per se and 

through contributing to improved health and hence to worker productivity. 

Direct Effects on Economic Activity. The introduction of potable water 

supply systems can result in short -term economic benefits to rural communities: 

the possibility of limited irrigation of garden plots; fish farming in 

reservoirs constructed for the local potable water supply; the provision of low - 

cost facilities for livestock watering in relatively arid areas or in areas with 
a very dry season. Long -term benefits are difficult to identify, for in most 

developing countries rural water supply programmes have been in existence less 

than 10 years. 

Economic Effects of Better Health. Although causal relationships cannot be 

satisfactorily quantified for the purposes of benefit /cost analysis, the evidence 

to date does point to a positive association of environmental sanitation with 
economic improvement, of the kind already mentioned: (a) reduced worker absentee 
rates; (b) improved vigour and therefore productivity of workers; (c) decreased 
loss of earnings by members of families caring for others who are ill; (d)'de- 

creased loss of future output and earnings due to reduced mortality of adults; 
(e) avoided loss of investment in children due to prevented mortality and 
morbidity; (f) savings from avoided expenditure on medical care and medicaments. 

Some studies have calculated the value of the time spent by water carriers 
in rural areas to obtain the water. The argument is that women, for example, 
would be able to spend the time saved in more directly productive activities. 
Of course, given the significant underemployment which exists in rural areas in 

developing countries, the opportunity to increase earnings and output may be 
relegated to those seasons in which planting, cultivation and harvesting make 
labour, on a temporary basis, a scarce resource. Liberating children from water 
carrying duties might allow, them to attend school more regularly and to take 
better advantage of existing investments in education. 

Other Effects 

Environmental health programmes can have a positive macro -economic effect 
if the programmes are large enough in relation to total national output. If the 
programme is partly financed by government out of new taxes and user charges 
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which would otherwise have been spent on consumption, then the result is a new 
shift from short -term consumption to investment. This shift could have a 

positive effect, over a longer period of time on overall economic growth. 
Moreover, if the government funds are raised by taxing economic output or income, 
then the rural sanitation programme might result in a redistribution of income 
from urban to rural and from higher to lower income populations. 

Health Behaviour /Socin- Cultural Dimensions of Rural Health Development 

That health and disease are universal phenomena is a sine qua non: in 

one way or another, to different degrees and at various times, all individuals 
are exposed to them. It is equally a sine qua non that all health services are 
directed toward the reduction of disease and the improvement of health. Why 
then should the health of rural people present as it does, problems of a quite 
specific nature? Why is it that strategies for rural health development must 
increasingly recognize the particularly;° of the people and regions to which they 
are addressed? The answer lies partially in the fact that while health and 
disease theoretically observe few barriers, it has long been known that they 
follow quite specific epidemiological patterns, and that these in turn reflect 
not only geographical, climatic and environmental factors, but also the social, 
behavioural and cultural features of the populations in question. It has also 
been observed that different peoples in different settings perceive health 
differently, evaluate disease and affliction according to distinct criteria, and 
subsequently respond to their evaluations with correspondingly different 
therapeutic interventions. 

How groups define health usually parallels an evolutionary process of 
adaptation to the physical and social environment, the characteristic state of 
health of the group or community and the attitudes to life, death and the 
supernatural that have resulted from this. In the absence of some understanding 
of these phenomena, programmes of rural health development will inevitably 
encounter fundamental problems of acceptance. 

The Rural Environment 

Rural populations are chiefly characterized by their geographical 
dispersion, relative isolation and their traditional life styles; consequently, 
they are increasingly distinct from their urban counterparts. While this is true 

of all rural populations, it is particularly so in developing countries where, 
because of underdeveloped communication systems, there is little exchange of 
ideas and knowledge between rural and urban communities. 

Within such rural communities, social change necessarily progresses at 
a slow pace and often precipitates resistence from those whom it involves. The 

family, the village, or the community, can, under such circumstances, take on 
proportions of identity, ingroupness, and mutual obligation which may not be 
evident in other settings. 

In order to promote rural health development it is essential that those 
who plan and implement health programmes be sensitive to these issues. It is 
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fundamental that they acknowledge that within such rural settings there are, 
however simple, functioning systems which represent to the rural community 
a long process of adaptation to their environment. Rural health development 

which is planned from the outside will inevitably be seen as a violation of 
the existing, traditional system. Because the poor have such limited 

alternatives for development, the essence of rural health/development may be 
to provide increasing alternatives, i.e. other choices than traditional ones. 
Perhaps one of the erroneous assumptions in development in the past has been to 

replace existing options rather than to provide additional ones. 

Perceptions of Health 

What is already known about the relationship between culture, health and 
disease, suggests that no one model is likely to emerge. Perceptions of health 

and illness vary from one setting to another and from one group to another. To 

some in rural Sumatra, for example, the fact that they are constantly immersed 

in a primeval forest environment has led to an acceptance of skin diseases arid 

injuries that among another group in another setting would be tantamount to 

abnormal. In rural areas of North Africa, hookworm was often regarded as a 
natural state of affairs and certainly not one which justified public health 
intervention. Similarly, the fact that among peasant communities in parts of 
rural Egypt illness has traditionally been associated with pain and discomfort, 
has meant that bilharziasis and other parasitic diseases havé not been perceived 
as requiring treatment. In Thailand, the Bang Chan are exposed to malaria, 
tuberculosis and a wide range of intestinal diseases, but since these cause 
death only rarely, they are not viewed in themselves as important health issues; 
only when sickness prevents work do the Bang Chan consider themselves ill. In 

another country, meanwhile, ... "Blood is made by the digestion of good food ... 

from every 40 drops of blood one drop of semen is formed. This semen, the source 
of a man's strength and of his sense of well- being, is stored in a reservoir in 
his skull .... The amount of well- formed semen which a man carries is an 
indication of his state of health ...."65 While such variations, and many more, 

exist, it is noteworthy that the theme of disability is a constantly recurring 
one, and that the degree to which the individual is able to maintain a high level 
of functional integration in the society and pursue his work is often the 
criterion used for personal and social assessment. 

Perceptions of health that emerge in different settings are, in turn, 

reinforced by a host of ideas and notions about the cause of illness and the 
appropriate treatment. These range from the magical (sorcery, breach of taboo, 
spirit intrusion and soul loss) to physical /environmental influences (hot /cold, 
body fluids, cosmic forces) and the "scientific" or western (germ theory, etc.). 
To rural people with strong cultural traditions that have not hitherto been 
modified by exposure to exogenous systems, the concept of the evil eye and the 
hot /cold disbalance may have much more meaning than a germ theory and cause - 
effect relationships that can neither be observed, have no grounding in the 
societal traditions and which cannot be countered in the customary fashion of the 
society. Different belief systems, however, frequently co- exist. For example, 
people in Latin America who hold beliefs about hot -cold disbalance, evil eye and 
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mal aire may also accept the idea of microbios; people in North America who 

accept the germ theory, nevertheless believe that a chill or draft will cause 

the common cold, or that sin or uncleanliness will cause cancer. 

Just as these different definitions and explanations of health and disease 

have evolved, so, however rudimentary, have intervention strategies and 

personnel structures. In varying degrees of elaboration, indigenous medical 

systems are found in most societies: healers, training procedures, medicinal 

recipes and preparations, as well as behavioural remedies of one type or another. 

It is equally well -known that environmental conditions, patterns of behaviour 

and culturally defined actions also affect health and thus that the epidemiology 

of disease varies considerably between groups. For example, beliefs and 

resultant practices vis -à -vis water purity affect the prevalence of water -borne 

diseases. Dietary practices and exploitation of particular food products 

similarly influence nutrition. By the same token, social stratification patterns 

influence task appropriations, allocation of sanitation work, etc. 

Difficulties arise when the introduction of health measures based on an 

alien belief system about the cause of disease, conflicts with established 

beliefs and /or social patterns that have formed the core of everyday life of 

rural people. Rural health /development is planned change and planned change can 

lead to undesired and sometimes counter- productive results. In one study of 1254 

families in 25 villages in an Asian country, only 10% of villagers knew that 

water could be purified by boiling. Nearly half of them attributed common 

dysentery to excessive heat. Only з% had latrines and only a third of these 

people used the latrines regularly: men objected to the use of latrines because 

of the distance from the field; women objected because of their desire to stroll 

in the field and gossip with other women. The records of failure to attain 

objectives for change are legion in number. Careful provision for the whole 

process of change, in particular the introduction and diffusion of innovation, 

must be an essential part of any strategy for rural health development. 

The Lacunae in Mural Health Innovation 

To the experienced public health worker, examples as illustrated above 

have become obvious. The literature is replete with instances of cultural 

factors obstructing the introduction of health measures, the rejection of health 

workers and the apparent preference for ill health in a traditional context over 

good health in a modern, technological delivery system. But it is also important 

to note resistence features in the donor agency culture. Frequently, donor 

agencies have by their own bureaucratic measures tended to unwittingly impede 

the process of change: they have promoted solutions in agricultural technology, 

health technology, etc. in the conviction that this is the principle or sole 

solution to people's problems, ignoring how people define their own problem and 
solutions. This pattern is frequently reinforced by bureaucratic rules and 

regulations. Too often, planners conscious of cultural resistence to the 

acceptance of change, have posed the question "how do we modify the attitudes 
and behaviour of people so that our services become acceptable "? Less frequently 

is the question posed "how might our services be modified so that they are 
acceptable to these people as offered "? Another consideration: the extent to 

which donor agencies have insisted upon substitution of "their truth" for 
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existing practices and beliefs. Little tolerance is shown for the co- 

existence of modern medicine and traditional practices. To sum up, equal 

attention should be given to the resistence aspects of both donor and 

recipient cultures in defining what are the likely constraints on the 

achievement of rural health objectives. 

The question remains: what can and should be done to promote economically 

rational, socially acceptable and politically feasible health improvements 

amongst the rural poor? At the risk of belabouring the obvious, we suggest 
the following principles: 

(a) the first step must inevitably be to acknowledge that health 

improvement could in likelihood be delivered be nothing more than the most 

simplified system or technique; 

(b) the second step is to recognise that all communities are potentially 

different, not only in their social and economic profiles, but also in terms of 

the epidemiological bases of their health situations. Accordingly, each 

situation must be viewed as possibly calling for a potentially different approach; 

(c) the third requirement is an acknowledgement that while the "germ 

theory" will not necessarily be evident or appreciated by all people, all people 

do have some awareness of their specific problems and have, in one way or 

another, evolved specific and time - tested mechanisms to meet their problems; 

(d) the fourth step is to recognise that while socio- economic differentials 

are inevitably wide and levels of educational development equally varied, there 

are in all communities persons who can and should become the focus of all health 
intervention strategies. Not only are they likely to be socially acceptable, 
but they are likely to bring to the problem a far deeper understanding of the 

complexities of community motivation and constraints; 

(e) that indirect approaches to health can be as effective as direct 
approaches, represents a fifth conditional assumption. 

Now to Go About Innovation 

Health improvement, as an integral part of developmental change, obviously 
calls for the health specialist to be part of a broader team of workers 
representing such backgrounds as social sciences, economics, agriculture, etc. 

Focal to all these, however, must be a broad range of community representation - 

informed sources who are both reliable and respected in the community. Together 
they should elaborate simple phased procedures that allow for continual 
monitoring and, more importantly, modificiation. It cannot be overemphasised 
that there are no set procedures; trial and error, step by step innovations, 
are inevitably superior to rigid, blanket -type ones that fail because of a single 
component malfunction. These procedures should be designed so as to be under- 
standable and manageable by' those to whom they are addressed. They should, 
moreover, be structured in such a way as to encourage initial anticipation and 
then reinforce continued participation through appreciable feedback, i.e. the 
participants should be able to see and appreciate what is happening and the 
benefits that accrue from it. 
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Community development, communications and health education are inseparable. 
All cultures, all communities, have designated teachers, be they religious, 
warriors, or basic medical practitioners. To them should go responsibility for 
motivation and education. 

How can key figures in a community be discovered, communicated with and 
involved? How are values, beliefs and attitudes to health to be assessed and 
the results utilized? Once again, the key may well be simplicity: sophisticated 
measures are for sophisticated settings where there is an understanding of them 
and willingness to accept them. Village religious leaders, spokesmen, local 

social scientists and social workers should be involved in the description of 
institutional and social barriers that are likely to be encountered; they should 

define the salient, cultural value systems as they particularly, but not 

exclusively, relate to health, and should elaborate on who are the ones to whom 
health matters are ordinarily designated. The results of such inquiries should 

serve as the foundation for new strategies. 

To conclude, rural health development projects should, in their initial 

stages, include a basic study of the social and cultural parameters of the health 

problem as part of any epidemiological profile. They should also seek to satisfy 

immediate needs and from these progress to more long -term goals. Finally, rural 

health improvement can be delivered through existing channels and in accordance 

with existing beliefs just as well as, if not better than, through sophisticated 

personnel and theoretical argumentation. But, to repeat, the small scale approach 

may be far more effective than economically expensive and geographically expansive 

programmes. There are no package methods or techniques available or desirable. 

Common sense, sensitivity and "small town" thinking are likely to be the most 

effective measures. 

Chapter IV: RURAL HEALTH DE'iTELOPМENT: AN OPERATIONAL DEFINITION 

Introduction 

This chapter deals with two, operational aspects of the definition and 

strategy of rural health development which we have elaborated so far: the target 

group concept and the formulation of programme objectives. 

Target Group 

The Concept 

The "target group" concept has been used by various national and inter- 

national agencies as a basis for operational definitions of programmes to 

relieve poverty. A "target group" may be defined as ".... a group of people 

who are not only all poor but also relatively homogenous with respect to the 

effect a given set of policy instruments might have upon them. This approach 

requires that the definitions of target groups should, as far as possible, reflect 

causes rather than symptoms of poverty ", Using criteria of assets and employment, 

for example, a target group could be tenant farmers, or small farmers, or the land-. 

6 Chenery, et al., Redistribution with Growth 
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less. The concept has the advantage of lending a specific focus to programmatic 
action for concentrating resources and inputs on the poor. 

"Target Groups" in Rural Health Development 

IBiD uses the target group concept in rural development, distinguishing 
on а broad scale between poverty and non -poverty groups in the rural populace 

according to income and other economic criteria. Although health conditions do 
constitute both a cause and a symptom of poverty, income and other economic 
measurements could not always be sufficient nor appropriate in many cases for 
target groups in rural health development. 

The health concept is one of specific risk. Those groups of the population 
living or working within a defined geographical area who are particularly 
exposed to a certain degree of risk of contracting, or severely suffering from 
a certain disease or health hazard, must consitute the "target group" for any 
programme to reduce that risk. Therefore, in health (a) population at risk will 
not necessarily nor even usually correspond to a single socio -economic group, 
and, (b) for rural health interventions to be effective and sustained, they must 
be extended to the limits necessary to optimally control or eliminate the disease 
and health condition. The design and execution of a rural health intervention 
must always allow for the "group at risk" concept. This could, in some 
circumstances, lead not only beyond "target" rural groups in poverty, as defined 
by economic terms, but even beyond the rural population as a whole. 

In certain cases, e.g. diseases produced by mosquito vectors or by pollution 
of the water supply, the whole population of a defined geographical area may be 
the target group for a programme of control or prevention. In other cases, such 

as protein -calorie malnutrition, there will be physiological groups at greatest 
risk, such as young children and pregnant women. Within these groups, risk may 

be concentrated in certain social, educational or economic subgroups and be 
virtually absent in others: e.g. families of cash croppers are often worse off 
nutritionally than those of farmers on a mixed subsistence - cash economy; 
children whose mothers can work for wages are sometimes worse off nutritionally 
than those whose mothers stay at home all day. In some cases, high risk of 
certain diseases is associated with certain rural occupations, and in others with 
certain local, ecological conditions. 

Preventive and promotive health programmes aim at reducing the most 
important of the various risks operating upon a community's members. For 

epidemiological and operational reasons, in communicable disease control it is 
not feasible to withhold protection from any group at health risk within a 
geographically discrete community, merely because that group has certain economic, 
social or other characteristics. Ethical considerations also should bar any 
such discrimination (although, in practice, political, social and economic factors 
throughout the world still override the ethical obligations for equity in health, 
to which all health workers and Ministries of Health should be committed). 

Operational Definition of Rural Health Development 

According to our operational definition, it is only possible for health 
target groups to coincide with those defined by socio- economic criteria in 
certain cases. Many health risks by their nature must be defined by geographical, 
ecological, demographic or other qualities which define the pattern of occurrence 
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of disease. Health related interventions must follow these health risk 

parameters, even if to do so is to depart from the strict confines of the 

target group defined in economic terms or in other ways. This fact, however, 

should not detract from the essential compatability of rural health development 

with rural development generally. But it may mean, in some cases, that inputs 

into the health component of a rural development programme /project, may have 

to be applied geographically beyond the confines of a programme /project area in 

order to reach the entire, identifiable (and where possible, quantifiable) group(s) 

at risk. 

Thus, in summary, on a policy level, the overall inter- sectoral strategy 

for rural health development which we have outlined would carry WHO one step 
further in focussing its programmes on the rural sector per se. On the programme/ 

project level, specific identification of rural health strategies and groups at 

risk rust, be determined by careful, prе- intervention assessment - done by the 

people in rurаl areas and by public health specialists. 

Ob jecti.ves 

Inter -Sectoral Character of Goals /Strategy 

Formulation of a rural development programme requires that explicit goals 

be set for consumption and production increase, in order to allocate resources 

most efficiently and effectively. Health components of such programmes must 

serve the attainment of these goals. Thus, specific objectives of rural health 

development form an integral part of the social and economic goals. Economic, 

agricultural and social development strategies must be designed to help achieve 

priority health objectives, while these priority health objectives must themselves 

have been selected on the basis of their contribution to the rural development 

programme's overall goals. Consequently, as regards rural health strategies, 

nutritional programmes, for example, will need to be based upon carefully planned 

agricultural, marketing and educational changes; fertility regulation strategy 
should be based upon educational, social, cultural and economic changes; 
environmental health and communicable disease control upon specified agricultural, 

ecological and behavioural changes, and personal preventive and promotive health 

services upon behavioural change by the public as well as upon institutional 

innovations for providing health care. 

It also follows, from our previous analysis, that strategies for rural health 

development should fulfill certain inter - dependent policy criteria. First, they 

should be the most cost -effective strategies that are feasible under local 
circumstances. Second, they should improve directly the physical and psychological 
capabilities of the present and the future, economically active population groups 
amongst the rural poor. Third, they should help increase general social 
satisfaction among the maximum possible number of the rural poor, in order to 
stimulate individual and social desire for further economic growth. Fourthly, 
they should serve as a mechanism for redistributing to the rural poor health 
resources concentrated on urban centres and the rich. Fifth, they should reduce 
social, psychological and functional dependency of the rural poor on centrally 
institutionalized health facilities and of health workers on urban -orientated 
services and careers. 

Measures of Performance 

The final aspect of our operational definition is the question of how to 
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measure programme performance against objectives. In health, one has few 

measures of final output, and those currently in use leave much to be 

desired as ways of monitoring programme performance. In rural communities, 

one should also mention that the cost of new information is high and the 

availability of existing information is sparse. Generally, we should be 

governed by the rule of economy: the return from the use of the information 

should exceed its cost of collection. Yet, means will be needed for 

determining, inexpensively, the extent to which health interventions are 

impacting. 

Conventional epidemiological measures tend to underestimate the fully 

realised impacts of health interventions. The analogy of the stream is relevant 

here: if the upper portion of a stream is cleared, say of pollutants, the benefits 

accrue not only to the users upstream, but downstream as well. Thus, a health 

interven-Lion may both improve life expectancy, by reducing mortality, but 

simultaneously increase productivity and indirectly, income. One could not 

attribute the entire increase in income to the health intervention, nor could one 

disaggregate the determinants of income so as to isolate the health effects. 

Empirical work in the style of Denison (Edward Denison, The Sources of Growth) 

has yet to be so precise. Consequently, the typical epidemiological measures 

(health status) for evaluating the performance of a rural health programme or 

project will understate impact, and strictly economic measures, such as income, 

could overstate the impacts. Considerable research is now underway at IBRD and 

the United Nations Research Institute for Social Development, on analytical 

structures in rural development and on measurement of progress at the local level. 

Perhaps better and cheaper methods will be produced, but until then the monitor- 

ing of impacts will have to rely heavily on conventional, epidemiological measures. 

Statistical studies in which these conventional measures have been regressed 

against income have shown strong associations. Yet for programmatic and planning 

purposes, regression analysis, forced to use national aggregates mostly, has 

failed to yield results that would suggest appropriate health investment 

allocations: that is, that an X% increase in income is associated with an Y% 
improvement in nutrition and vice -versa. Micro -analytical studies (Malenbaum in 

India and Mexico and Knowles in Chile) have produced somewhat better results - 

and surely it is at this level, perhaps at that of the nuclear family unit, that 

new research should be centered. However, it will be some time before such studies 
produce useful measures of performance and specific enough associations between 

variables necessary for project monitoring purposes in rural health development. 
This is not to imply, however, that in the meantime available measurements - 

inadequate as they are - should not be used to monitor project execution. 
Simultaneously with promoting research towards the production of more appropriate 
measurements, we should design monitoring systems to obtain systematic feedback 
from each project experience in rural health development. 

Chapter V: WHO: ITS ROLE, SТtUCTuRE AND PROGRAMME PROCESS 

Introduction 

How WHO responds to the challenge of relieving rural poverty, given the 
elements of an effective strategy for rural health development, depends on 
(a) WHO's role in international health, (b) its structure and (c) its programme 
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process inclusive of its planning/programming methodologies. This chapter 
deals briefly with each of these topics. 

Constitutional Role of WHO 

The World Health Organization was established in 196, "to act as the 

directing and coordinating authority on international health work. "б8 WHO 
was not conceived by its founders as a supra -national organization, but as a 
community of Member States, designed to develop health policies and to undertake 
collaborative work in the health field. At the same time, WHO was brought into 
relationship with the United Nations as a specialised agency within the terms of 
Article 57 of the Charter of the United Nations. 

Article 1 of WHO's Constitution provides that "the objective of the 
World Health Organization ... shall be the attainment by all peoples of the 
highest possible level of health."69 Thus, the elimination of inequalities in 

health is a constitutional purpose of WHO. The constitutional functions of WHO 
include the coordination of international health work and the provision of 

assistance to governments upon request. 

Developing Countries 

As a direct result of their interpretation of the Constitution, the policy 

organs of WHO have directed the Organization's work toward peoples of those 

developing countries which are most deficient with regard to health and socio- 

economic development, with increasing emphasis on rural areas. In 1761, the 

Fourteenth World Health Assembly initiated a series of activities in favour of 

the newly independent and emerging States, most of which were subsequently 
identified as the "least developed among developing countries ". In 1962, the 

Fifteenth World Health Assembly authorized the Director -General to implement an 

accelerated programme for assisting the least developed States. In 1967, the 

Twentieth World Health Assembly, realizing that the requirements of some develop- 

ing countries exceeded their resources, requested the Director -General to develop 

measures for special assistance to developing countries.70 Finally, in 1775, the 

Twenty- eighth World Health Assembly decided in resolution WHA28.76 to ensure a 

substantial increase, in real terms, of technical assistance and services for 

developing countries from 1977 to the end of the Second Development Decade in 

1980.71 This decision was taken in the context of consideration of (a) the 

United Nations Declaration/Programme of Action on the establishment of a New 

Economic Order, and (b) awareness of the tremendous difference in health standards 

between developed and developing countries and of the lack of human, material 

and financial resources of the developing countries to cope with their health 

problems, and to build their national health services. 

Rural Areas 

WHO's constitutional concern for peoples most deficient in terms of health, 

б8 
Basic Documents, Twenty -fifth Edition, page 2, Constitution of WHO, Article 2(a) 

69 Ibid, Article 1 

70 Handbook of Resolutions and Decisions, Vol, 1, page 10, resolution WHA20.50 

71 Off. Rec. W1d 11th Org., No. 168, Annex III 
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plus the fact that a large proportion of the population, particularly in rural 
areas of developing countries, has no, or insufficient, access to health 
services, led WHO's Executive Board to express the conviction, in resolution 
EB55•R16, that priority attention should be given to primary health care at 
the community level, as part of a comprehensive system including preventive, 
curative, promotive and rehabilitative services for the entire population of 
countries.72 Thus, in summary, to the extent that rural populations represent 
underserved peoples deficient in terms of health, they are of major constitutional 
concern to WHO. 

Organizational Structure of WHO 

The main organs of WHO are the World Health Assembly, the Executive Board, 
the six Regional Committees and the Secretariat. The Assembly, WHO's supreme 
governing body, meets annually and is composed of delegations of Member States. 
It determines WHO's overall policies and programmes. The Executive Board is a 

non -political, technical organ, whose thirty members are designated by as many 
Member States but act in their individual capacities as Board Members and not as 
representatives of their countries. Board Members meet twice yearly to prepare 
the Assembly's work, to. give effect to its decisions and to act as its executive 
policy arm. The World Health Assembly, the Executive Board, and the individual 
Regional Committees provide unique forums having the political and technical 
capabilities to develop consensus health policies amongst Member States in 
relation to development in general (and to rural health development in particular). 

The structure of WHO is characterized on the one hand by centralization 
of policy in the World Health Assembly and Executive Board (with ultimate 
executive responsibility being vested in the Director -General and his 
Secretariat), and on the other hand, by decentralization of programme management 
among the geographical regions. WHO's activities are largely decentralised to 
six regions, each with its own Regional Committee composed of representatives of 
Member States and Associate Members in the region concerned. Each region has its 
own Regional Office headed by a Regional Director. WHO's six regional offices 
are located at Brazzaville for Africa; Washington for the Americas (the Pan 
American Sanitary Bureau with six zone offices in Brasilia, Buenos Aires, Caracas, 

Guatemala City, Lima and Mexico City; New Delhi for South East Asia, Copenhagen 
for Europe; Alexandria for the Eastern Mediterranean, and Manila for the 
Western Pacific. 

WHO assigns "Representatives" to those countries which request them. The 

network of WHO Representatives' offices at country level covers from 45 to 50 
countries at any one time. In addition, WHO has health projects in as many as 
140 to 150 countries during an operating period. Technical cooperation activities 
and services to governments may be provided by all levels of the Organization. 
For budgetary and managerial convenience, projects are presented at several 
distinct levels: field management of projects and country programmes at the 
country level, regional office management of inter - country and regional projects, 

72 
Off. Rec. Wld. 11th Org., No. 223, pages 10 -11 
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and headquarters management of inter -regional projects. The regionalization 

and multi -level project management structure of WHO place a premium on 

integrated planning and coordination. Of all the organizations in the UN 

system, WHO has the smallest per centage of staff at headquarters. This 

decentralization reflects WHO's orientation towards cooperation with countries. 
As a consequence of its constitutional mandate, WHO has few functions or 

programmes that are not closely related to assisting governments to meet the 
health needs of their people. 

Programme and Project Planning Process 

WHO General Programmes of Work (Five /Six -year Plans) 

WHO's Constitution requires the Executive Hoard to submit a "general 
programme of work" covering а Lpecific period to the World Health Assembly for 
consideration and approval.75 Planners in WHO always need to maintain a longer - 
term perspective when preparing programme proposals, and in that sense maintain 
an informal "rolling" plan. However, for purposes of setting targets and 
evaluating performance, the Organization has found it useful to fix specific 

time periods for work programmes. The longer -term perspective afforded by five 
or six year plans is essential to the integration of health planning with the 

longer -term development efforts of members of the UN system. To date, the 

Assembly has approved five general programmes of work covering 1952 -1956, 
1957 -1961, 1962 -1066, 1967 -1972 and 1973 -1977. The fifth General Programme 
of Work outlines the major health problems confronting the world, defines the 
role of WHO in international health, and sets the principal programme objectives 
for the period under four principal headings: strengthening of health services, 
development of health manpower, disease prevention and control, and promotion 

of environmental health. In the Sixth General Programme of Work, covering 

1978 -1982, increasing emphasis will be placed on the relationships between health 
care and socio- economic development, and on the inter -action of health with other 

social services and other sectors. 

Annual Integrated International Health Programme of WHO 

The Director -General must prepare annual programme budgets for approval 
by the World Health Аѕѕеmblу.7k These establish targets and allocate resources 

for the short -term within the context of the general programme of work. The 

annual programme budget covers all external contributions expected for specific 
health programmes and projects carried out by or in collaboration with WHO. 
Extra- budgetary sources of funds, may include the United Nations Development 
Programme, the United Nations Fund for Population Activities, the Voluntary 
Fund for Health Promotion, Funds in Trust and others. Together these constitute 

what is termed the annual Integrated International Programme of WHO. 

73 Basic Documents, Twenty -fifth Edition, pages 8 -9 

74 Basic Documents, Twenty -fifth Edition, pages 10, 13 and 14 
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This form of presentation is well -suited to multi -sectoral, collaborative 

programming showing the interface between health programmes and programmes 

for other development. 

Biennial Programme Budgeting in WНO 

In the interest of better planning and more effective utilization of 

resources, and in order to conform with other agencies in the UN family, the 

Twenty -Sixth Assembly voted in May 1973 to delete the annual budgeting require- 

ment from WHO's Constitution. When this constitutional amendment has been 

formally accepted by two- thirds of the Member States, WHO will adopt a biennial, 

short -term programme budget cycle (beginning in an even year, such as 1978/79). 

The adoption of common budgeting cycles by WHO and the UN system could facilitate 

joint planning efforts in rural development. 

WHO has recently started to work on new form of programme budgeting 

intended to relate the work of WHO to explicit objectives, and to provide an 

integrated system of planning, monitoring and evaluation at all echelons within 

the Organization. The new system will be oriented to the health "output" of 

WHO: i.e. what the Organization does in terms of the objectives sought (rather 

than the "input" of internal functions and objects of expenditure). The system 

will help define health targets and will provide for subsequent measurement of 

target achievement. To this end, activities have already been presented in a 

"Programme Classification Structure" based largely on the major objectives of 

WHO's General Programme of Work. 

Development of WHO Programmes of Technical Co- operation 

WHO's decentralization requires close coordination between headquarters 

and regional offices in the development of programmes for technical cooperation 

with governments. Headquarters supplies planning assistance and policy, 

technical and administrative guidance. The Regional Directors, Regional Offices 

and WНO Representatives are responsible for developing regional programmes and 

projects to assist governments. Due to the new emphasis on country health 

programming, the role of WHO Representatives in planning, negotiating and 

monitoring projects at the country level is becoming more important. WHO's 

Constitution stipulates that the Organization assist governments, upon request, 

in developing their health programmes. WHO obtains agreement for all projects 

in which WHO provides assistance under its Regular Budget to governments. Such 

agreements are followed by a Plan of Operations that describes the specific 

project, and includes a time schedule, details of inputs of the participants 

and other conditions. 

Consultations are held with governments, and their requests for assistance 
are sent to the WHO Regional Offices. Requests are formulated as specific 
programme /project proposals by WHO Representatives and Regional Advisers working 
closely with the governments concerned. Based upon consideration and resolutions 
by the Regional Committee, the Regional Director makes any adjustments which may 
be appropriate and sends the Regional Proposed Programme and Budget Estimates 
with his recommendations to the Director -General in Geneva for approval. The 

Director -General's Proposed Programme Budget Estimates are then examined by the 

Executive Board and forwarded, together with the Board's comments and resolutions, 
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to the World Health Assembly. The Assembly reviews the Proposed Programme 
Budget Estimates in committee, and then votes to approve the Regular Programme 
Budget level under eleven broad appropriation sections. Assembly approval 
constitutes an authorization to incur obligations for the appropriation and 
amounts voted. 

Programme Selection Criteria 

The volume of worthwhile projects /programme proposals submitted to WHO 
normally exceed available budgetary resources. This places a premium on 
(a) promoting collaborative solutions to health problems, by attracting external 
resources, and (b) applying criteria to the selection of programmes /projects/ 
activities. WHO criteria pose the following questions: Is the problem of major 
health importance? Are there positive multi- sectoral implications? Is there 

a strong rationale for WHO involvement? Will the activity contribute toward 
attainment of programme objectives? Who will benefit? How will they benefit 
in terms of health, social and economic development, and how will this be 
measured? How does the proposal compare with alternative solutions in terms of 
cost /effectiveness? How objectively can effectiveness be measured? Will it 

lead to development of broad national programmes? Does it provide for appropriate 
adaption of the technology involved to various national contexts? Naturally, 
selection criteria are constantly evolving. For example, the concept of target 
populations is evolving from a concept of populations most at risk for a 
particular disease or infirmity, to include such factors as insufficiency of 

health services. 

Planning Methodologies 

Country Health Programming (СИP) 

An important methodology for planning health development and programming 
health and health- related activities is that of Country Health Programming which 
is now under implementation in a number of countries. CHP plans and programmes 

the country's own health investments and provides a sound basis on which WHO's 
programmes of technical cooperation with and services to a country can be 

developed. It will also serve as the health sector input to UNDP country pro- 
gramming. CHP is a national process. It is inter -sectoral and multi -disciplinary 
in nature and WHO's assistance, when required, is limited to support in 

methodology and procedure. CHI aims at the systematic analysis of alternative 
health strategies and solutions, and their formulation in specific health invest- 

ment programmes. The СИР process begins with an analysis of baseline information 
on socio- economic conditions using urban and rural economic, demographic, health 
status, human, material and financial resources, and governmental, community as 

well as other institutional information (a detailed description of present and 
future policies, strategies and activities for rural development is considered 
essential in most developing countries). СHP identifies clusters of programme 

areas that deserve priority attention, defines alternative national strategies, 

analyses the feasibility, costs and effectiveness of these alternatives, and leads 

to the definition of corresponding health development programmes, some of which 
might require more detailed project formulation. Insofar as CHP is a national 

process, concerned with the total country picture, it will be brought to bear on 

the health aspects of the rural development process. In 1976, national staff, 
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WНO Representatives, and regional and headquarters' staff with experience in 

CHP will undertake a review of countries' experience in CHP in order to 
further improve this methodology and its adaptation to country situations. 

Health Project Planning and Management 

WНO is further developing methodologies for health project planning, 
management and evaluation. Methodologies have been developed for systematic 
analysis of the health problem, socio- economic and developmental environment 
of a project, planning the project, scheduling human, material and financial 
inputs, directing and controlling operations, and evaluating target achieve- 
ment and effectiveness on the basis of predetermined criteria. WHO, concerned 

with the need to adapt, rather than ado•t, technolo:ies to the various national 
contexts and local conditions of countries, is testing simplified, realistic 

approaches to project development, particularly at the community level in rural 

areas. WHO is also promoting communication between Member States of their 
experience with different methodologies adapted to local conditions. This 

experience in health and related sectors will make a valuable contribution 
toward the planning, management and evaluation of rural health development 
projects /programmes in the future. 

Inter -agency Planning and Co- ordination 

WHO participates in programme planning consultations with other organizations 
within and outside the UN system. WHO participates fully in the implementation 
of the prior consultation procedures recommended by the Economic and Social 
Council (ECOsOC) in Resolution 1549 (XLIX) on the basis of an agreement reached 
in the Administrative Committee on Coordination (ACC). WНO circulates the 
Director -General's Proposed Programme and Budget Estimates document to all 
organizations of the United Nations system simultaneously with distribution of 
the document to WHO Member States, and requests comments. The programme and 
budget proposals of other organizations received by WHO are circulated within 
WHO and are reviewed to avoid overlap of activities as well as to develop mutual 
action in areas of common concern. Comments are exchanged with other organizat- 
ions, and comments received from other organizations with respect to the WHO 
Proposed Programme and Budget Estimates are submitted to the World Health 
Assembly in connexion with the Assembly's review and approval of WHO's Programme 
and Budget. WHO participates in at least two hundred such meetings each year, 
for the exchange of programme information and coordination of programme efforts. 
The WHO share of these joint activities and financial requirements is included 
in the Director -General's Programme and Budget Estimates. These include planning 
and coordination activities with the UN, UNDP, UNFPA, UNEP, UNICEF, FAO, ILO, 

UNESСO, UNHCR, UNDRO, UNEO, IAEA, UNCDF, UNIDO, UNOTC, WMO, WFP, 'MC', ICAO, UN 
Regional Economic Commissions, I{D, AFDB, ASDB, 'DB, various Governmental and 
non -governmental Organizations, foundations, universities and public and private 
institutions concerned with health and socio- economic development. Some of 
these, such as the UNDP Inter -Agency Working Party on Rural Development and the 
FAO /ILO /UNESCO Inter -Secretariat Working Group on Rural Education and Training, 
have been concerned particularly with rural problems. 

WHO has expressed the view, previously reported to the Administrative 
Committee on Coordination, that (a) many of the meetings held, such as those 
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referred to above, have been insufficiently oriented toward operational planning 

among agencies and countries, and (b) that the prior consultation arrangements, 

as practised so far, have not yielded the results originally intended.5 WHO 

has expressed the belief that the focus of prior consultations should be shifted 

from programmer planning documents (which are necessarily broad in nature) to 

individual fields of activit of multi -organization concern, and to the 

elaboration of lines of specific action. Inter -agency planning should aim at 

finding common, programming mechanisms at the country level for inter- agency 

contribution on a multi -sectoral basis to development. The objective of this 

endeavour should be to forge between the United Nations system and developing 

countries a new concept of social /economic programming which would be directly 

relevant to a country's own development objectives. We believe that inter - 

sectoral programming for rural development should be a process that is largely 

national in effort and initiative and that joint UN agency endeavours should 
proceed in this spirrit. By improv�цg their own capacities for development 

programming, developing countries will be in a better position to judge what they 

require of the United Nations system. The system will then have to adapt its 

global programmes and technical assistance accordingly. 

WHO Technical Co.operation Benefiting Rural Populations 

While WHO has contributed to rural health improvement in many countries 
throughout the world, it has not as a general policy targeted its work towards 
the rural sector per se. Nevertheless, a significant share of WHO's technical 
assistance /cooperation with and services to governments is of direct benefit to 

rural populations. 

In WHO, target populations have frequently been defined in terms of 
populations at risk, such as mothers and children, or persons at risk for a 
specific disease, such as smallpox, irrespective of whether the persons at risk 
live in rural or urban communities. In this sense, WHO's targets have often 
been clearly specified in medical or social terms, but not necessarily in economic 
ones. Insofar as the experience of WHO and Member States have increasingly shown 
that rural populations in developing countries are among those most deficient in 
terms of health, the work of WHO has been increasingly directed towards activities 
of benefit to the rural populace. 

Since the programme budget estimates and financial, expenditures of WHO have 
never been classified on the basis of rural and urban populations served, it 
is not possible to quantify the degree to which WHO assistance has been directed 
toward rural beneficiaries. However, in order to obtain an idea of the rural 
orientations of WHO's work, an informal sample was taken during 1275 at all 
echelons of the Organization and in more than 100 countries. The basis for the 
sample and the results obtained are outlined in Annex "С ". 

The sample suggests, on the basis of total returns, that about 75% of 
technical cooperation expenditure from all sources (WHO's Regular Budget, UN 
funds, other sources), budgeted by WHO in 1975, were believed to benefit rural 
populations, while 25% benefit urban populations. Training of auxiliary health 
workers and vector borne disease control were most oriented toward rural 

ACC Document, Coordination /R.1079, 10 March 1975 
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populations, while family planning and environmental hygiene (including water 

supply and sanitation) were less oriented toward the rural sector. The share 

of WHO rural assistance financed by different sources of funds was not uniform 

for the different technical areas sampled. 

The implication of these sample figures, subjective and incomplete as 

they are, would seem to be that the orientation of WHO toward the health of 

rural populations is already consistent with a major new emphasis by the United 

Nations community on rural development. What must be explored, therefore, are 

the modalities of joint action with other UN agencies under alternative 

strategies for rural development. 

Implications for Rural Health Development 

The concern of WHO for the health of rural populations derives from a 

constitutional commitment to countries and peoples who are most deficient in 

terms of health. This fact, coupled with the inseparability of health from 

social and economic development, constitutes a mandate for WHO to collaborate 
in rural development. 

Insofar as major rural development efforts require the coordination of 

inputs of international health work, WHO is uniquely constituted to contribute 
to such efforts. Where rural health policies are needed as an integral part of 
rural development policies, WHO offers through its World Health Assembly and 
Regional Committees the political forums necessary to develop consensus policies 
in rural health. 

The regionalization of WHO, the network of WHO Representatives' offices 

and operational activities in most developing countries of the world, backed 
by an infrastructure technically competent in health, offers a ready framework 
for collaboration in the health -related aspects of rural development work, for 
use by Member States, the UN system and external donors. 

The longer -term health programming process of WHO, as well as the adoption 
of biennial budgeting cycles in common with the majority of organizations in the 
UN system, could facilitate joint planning in rural development. WHO's criteria 
for health programmé selection and evaluation are increasingly oriented toward 
relationships between health improvement and socio- economic development. 

Country Health Programming is a planning methodology under constant review 
and development by WHO, and has been introduced in several countries. It can be 
brought directly to bear on rural development as part of a national planning 
process, with inputs from the UN system and external sources. Project Systems 
Analysis, Health Project Planning and Management methodologies developed and 
used by WHO can be made available to collaborative efforts in rural development. 

Inter -agency planning and coordination capabilities must be fully explored 
with a view to finding common programming mechanisms, particularly at country 
level, for inter -agency contributions to rural development. 
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CHAPTER VI: THE WAY AHEAD 

Introduction 

This chapter describes those programmes and activities of WHO which 

are directly related now - and will be so related in the near future - to 

rural development (in view of the broad framework of the strategy for rural 

health development which we have proposed). They include programmes /projects/ 

activities which are now on- going, those which are included in our 1976/77 

Programme Budget and those which are proposed for the 1978/79 Budget. The last 

section of the chapter explores future policy and programmatic options for WHO 

in the field of rural development and in relation to the UN system. 

Primary Health Care (РНС) 

Considering that "a large proportion of the population, particularly in 

rural areas of developing countries, has no access, or insufficient access, to 

health services ", WHO's Executive Board resolved in January, 1775, that 

henceforth, priority should be given to "...primary health care at the community 

level ".76 This endeavour aims at reaching rural people with a health care service 

which is accessible, acceptable and self -sufficient, consisting of basic medical 

and nursing activities to meet the essential health needs of individuals, families 

and communities and to improve the quality of their lives. The system is based 

on local recruitment and local training of villagers as health workers, who will 

remain in their own community to deliver basic health care after relatively short 

training periods. РНС assumes that the achievement of better health is a goal 

that is a natural part of the life of every citizen individually as well as that 

of societal 

Objectives and Essential Features 

The broad objectives of РHС may be enumerated as follows: 

(a) to develop in rural communities a maximum degree of self -reliance 

vis -à -vis their ability to improve their own health; 

(b) to maximize the contribution to health of "inter -sectoral" activities 

at the grass -roots level (e.g. activities related to agriculture, education, 

housing, etc.); 

(c) to extend to a maximum degree the effective coverage of services 

provided by the organized health services system; 

The key features of this approach, i.e. what characterizes РНС when it 

is implemented, are as follows: 

(a) Primary Health Care activities developed at the rural community level 

respond to the felt developmental needs of the community (health or otherwise); 

(b) these activities make maximum use of local resources available including 

indigenous healers and traditional birth attendants; 

WHO Executive Board, EB55.R16, 27 January 1975 
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(c) the health technologies utilized should be adapted to the stringent 
manpower and cost limitations characteristic of rural communities; 

(d) Primary Health Care activities should be planned and implemented with 
a maximum involvement of the rural community. Through this process the 

organization of the community should be strengthened especially as it relates to 
health aspects of community development; 

(e) the health services should be strengthened so as to provide needed 
support to primary health care activities especially as it relates to technical 
supervisory, referral, logistical and training aspects; 

(f) the governmental support of local PIC activities should be provided in 

a manner to enhance a more equitable distribution of national resources available 
for rural health development. 

It cannot be overemphasized that to be effective, PIC requires operational, 

technical and institutional support from the intermediate level of the health 

services system. This calls for integration, which in turn requires that the 

resources of the health services system be redistributed into PIC activities and 
facilities serving the rural areas. 

РНС in Practice 

The elaboration of concepts, objectives and programmes for РИС draws upon 

a number of successful, national experiences already underway. These experiences 
have shown that health personnel can help a rural community develop itself by 

strengthening its agriculture, creating new job opportunities, improving housing 

conditions, etc. In doing so, the health of the community is improved through 

better nutrition, increased income and an improved environment. As well, the 

initiative of the health sector is rewarded by a greater receptivity to the 

preventive measures and advice offered by the services and a more effective 
utilization of available health services and facilities. 

National experiences have further demonstrated that indigenous health 
manpower can be trained so that their practices can be made less dangerous and 
more effective. This is one means available for reducing the direct costs of 
operating health services. Other means illustrated include the rural community 

supporting the capital and operating costs through active participation in the 
building of facilities, managing of activities and paying for local staff. 

In order for a rural community to express its needs in a meaningful manner, 
an organizational mechanism of one form or another is required e.g. local health 
committees, use of surveys planned and taken by the community itself, etc. In 

the experience to date, such mechanisms have inevitably been established as an 
integral part of the РНС activities which are implemented. Those who have 
described these experiences have stressed the importance of a rural community 
being able to participate actively and with a shared responsibility in the 

identification of the priority needs to be satisfied. Without this, it is unlikely 

that any activities can be realized subsequently that will be accepted by the 
community. 

The role of the health services has been quite clear and of prime 
importance. Local РНС activities always require trained personnel and, depending 

on the specific activities involved, often require back -up supervisory, 
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logistical or referral support. Both training and back -up support require 

experienced educators, administrators and technical personnel whose job it is 

to provide this support in an efficient and effective manner. 

The government's role in the support of the PIC approach takes two forms - 

one policy, the other resources. National policy must express itself strongly 

on the need to implement this approach. The so- called "national will" must be 

sufficiently clear as to motivate local and intermediate level administrators 

to provide an active support to this initiative "from below ". National resources 

must be provided to make feasible the supporting activities of the health 

services. As well, such resources can and should be used to make more equitable 

the resources available for rural health development generally. By giving direct 

support to health development of the poorest rural communities, the government 

can help assure that the initiative from below will yield sustainable results. 
Without this assurance, the risk of failure and of a deepening crisis may arise 

to such a level as to dangerously undernine all of the government's good 

intentions and strong will. 

WНO: Programmatic Initiatives and Directions 

The PIC approach and proposed WНO programme were presented to the Twenty - 
eighth World Health Assembly in May 1975, and approved by Assembly in Resolution 
WHA28.88. This resolution invited Member States to consider developing РHС 
programmes and requested the Secretariat to support national efforts through 
promotional activities, through transfer of appropriate technology and through 
operational assistance at the country level. It requested the Director -General ... 

"to promote and assist in the development of primary health care activities 

with the active participation of different socio- economic sectors, and through 
the use of different entry points, e.g. national development planning, rural and 
other inter -sectoral development activities ". 

As a consequence of these decisions, and in recognition of their broad 
organizational significance, the Director - General set up early in 1775 a 

Steering Committee and authorised several fact - finding missions to Regional 
Offices. Inter- divisional and inter -disciplinary working groups were convened 
in the Regions and at HQ. In June 1975 an HQ/Regional Consultation was held in 
Geneva during which an organization -wide plan of action was set forth and guide- 
lines were fixed for Regional plans of action and for specific preparatory 
activities to be undertaken during the remainder of the year at country, regional 
and HQ levels. 

The activities already initiated include the dissemination of information 
advances and experiences in Member States relevant to meeting the urgent needs of 
the rural poor; preparation of manuals to serve as guidelines for the planning 
of PIC programmes in general and for the training of primary health care workers 
at the rural community level; screening and reporting upon available reference 
material that describes ongoing РНС activities in technical detail; and the 
conduct of country and inter -regional programmes concerned with implementing the 
РНС approach. 

As a further consequence of resolution W1Á28.88, activities were also 
initiated to encourage countries and other organizations to adopt and support 
the РНС approach. Meetings with other international agencies such as UNICEF, 

FAO, UNDP and IBRD are being held to find improved ways of providing support to 
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national PIC programmes. For example, a conference on Health Co- ordination 

and Co- operation in Africa was held in Уаоundé in September which included 
participants from UNDP, UNICEF, IBRD, UNFPA, FAO, UNEP, OECD and WFP. A meet- 

ing was held in New York in October with UNICEF, UNDP and the IBRD. Non -governmental 

agencies are being encouraged to reorient and expand their activites in support 
of РНС. 

In addition, various entry -points have been identified as being particularly 
appropriate for the initiation of national РНС programmes. Country Health 

Programming invariably leads to identifying the needs of the rural poor as being 

of high priority. In a number of countries, the approach of РНС has been selected 

to meet these needs. In other situations, PHC activities have been made an 
integral part of rural community development programmes. In still other instances, 

already existing health service programmes have been reoriented and made more con- 

sistent with the principles underlying the РНС approach. 

In addition to the establishment of focal points and teams in WHO Regional 
Offices, the subject of primary health care has been examined comprehensively by 
several WHO Regional Committees. Plans of action for WHO's African, Eastern 
Mediterranean and South East Asian Regional Offices have been prepared and some 
countries have already taken steps to initiate РНС programmes (e.g. Sudan, 

Thailand). 

To initiate РНС programmes in a number of countries, WHO is promoting and 
supporting projects aimed at developing new types of front -line health workers 
to meet the basic health needs of rural populations. For example, projects in 

Iran and Indonesia are being implemented to train and put in place two new -type, 
front -line health workers: (a) the primary health care worker (usually female) 
for maternal and child health, family planning or child spacing and nutrition, and 
(b) the primary health care worker (usually male) for sanitation, water supply, 
vector control, immunization and other priority health interventions. Thus, the 

primary health care approach underlies WHO's strategy in each of the future 
programmes in fields of high priority for rural health development, outlined below. 

Future Programmes in Fields of High Priority for Rural Health Development 

Generally, WHO's programming for the future takes place in a multi -faceted 
setting: WHO's role as the directing and coordinating authority on all inter- 
national health work; priorities enunciated at the 1974 World Population Conference 
and the 1974 World Food Conference, which have been adopted by WHO and stressed 
by the Director -General as requiring speedy follow -up; experience gained from past 
approaches, and activities of other agencies and bodies. Specificallу, as 
illustrated above, it is the primary health care approach which could provide a 
framework in a number of national contexts, for the formulation and implementation 
of high priority programmes for rural health development. The content of WHO's 
present and future activity in each of these fields of intervention is summarized 
in this section. 

Nutrition 

Actions to control and prevent malnutrition need to be undertaken both at 
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the national or regional level, and at the family village level. The 

programme in which WHO is and /or is planning to cooperate with member 
governments includes the following areas: 

(a) national food and nutrition policies and plans: Aid in the design and 

implementation of the health component of such plans; in the establishment of 

nutritional targets and the analysis of nutritional implications of alternative 
approaches for socio- economic development or of specific sectoral plans in 

economics, agriculture, education, health, etc; 

(b) nutritional surveillance: A system of practical, operational and 

continuous monitoring of the nutritional situation of the population, partic- 

ularly of the more vulnerable groups in rural areas, will be developed as a 
basis for planning and evaluation of actions, and as a method for early detection 
of possible serious deterioration; 

(c) nutrition in basic health services: At the rural family level, control 

of malnutrition is dependent on the improvement of the diet using locally avail - 

able or produced foods. Direct personal contact between health workers and 

the rural poor, and active involvement of the population will be promoted through 

Primary Health Care, in order to implement nutritional measures most effectively 

in rural areas; 

(d) control of specific nutritional deficiencies: The health sector will 

assist in taking direct action at the local rural level in measures such as 

development and utilization of adequate weaning food mixtures (home made or 

industrially produced), food fortification and specific nutritional supplement- 

ation to control specific nutritional deficiencies, as well as contributing via 

food legislation and control (including labelling and advertising); 

(e) development of national competence: In most developing countries a 

constraint on significant improvement of the nutritional situation of the 

population is the scarcity of qualified personnel. Advisory and other services 

as well as direct support will be much more effective when countries can evaluate 

their own rural situation and can develop and implement locally applicable solutions. 

Support for training personnel and for local applied research is where WHO, in 

cooperation with other international agencies, will plan an important role. The 

training of local personnel is the first and most important step: it includes 

the training of specialists, which cannot be done at the national level in all 

countries but should be done where the problems exist and be extremely practically 

oriented. In countries with similar cultural and ecological conditions, multi- 

national centres for training and research could be established. The training of 

non- specialized personnel (the actual local workers) as well as some specialised 

personnel at the intermediate level (such as trainers and supervisors of the local 

personnel) should be done at the national level, but a nucleus of specialists 

would be required for this task. 

Control of Infectious Diseases 

A multisectoral approach is often required in the control at source of 

many of these diseases. One such approach through water management has been 

used for agricultural development, power and water supply and health improvement 

leading to higher rural living standards. Water management by drainage or water 

impoundment can assist in the control of insect -borne diseases such as malaria, 
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some filarias including onchocerciasis and some helminthic diseases such as 

schistosomiasis. On the other hand, water impoundment and irrigation may lead 

to an augmentation of vector or host breeding and to aggravation of disease 

transmission. It is anticipated that WHO and cooperating agencies will intensify 

studies on all aspects of water management for the improvement of rural living 

standards including disease control. Such approaches should exert considerable 

influence on rural development, but for certain diseases hindering advancement 

in rural areas, more specific measures must be applied. For prospects of the 

Organization's positive impact on community well -being in rural areas, advances 

are required in the measures used to control the diseases through chemotherapeutic 

and immunizing agents, and by way of improved means of vector control using 

biological rather than chemical methods. 

The recently inaugurated WHO Special Programme for Research and Training in 

Tropical Diseases is oriented specifically to encourage the development of new 

approaches in drugs and immunizing agents to combat a number of parasitic diseases: 

malaria, schistosomiasis, filariasis including onchocerciasis, trypanosomiasis and 

leishmaniasis. The control of certain diseases such as malaria, filariasis and 

African trypanosomiasis must at present depend on control of the vector by the use 

mainly of insecticides. 

In certain respects, the impact of the antimalaria programme on the improvement 

of rural conditions reached its zenith a few years ago when the malaria eradication 

activities were extended to many millions of people. Due to these activities, 

consisting of twice or thrice yearly visits by health staff spraying the interior 

walls of dwelling houses, and the regular fortnightly or monthly visits of local 
community health staff to each house to enquire into and treat fever patients, a 

noticeable health impact occurred. The spraying also had some effect in reducing 
other diseases, particularly visceral and cutaneous leishmaniasis and plague; 
initially it may have also affected the incidence of Chagas' disease and some fly - 

borne infections. The expansion of the originally single purpose activity of malaria 
surveillance to multi- purpose by workers with additional training, is now a recognised 
method for bringing primary health care to the rural poor. With the possible 
approaches through immunization against malaria and increased community involvement, 

a renewed effort may be expected within the next decade. 

Mention is made elsewhere of the onchocerciasis control programme in seven 
countries in the Volta river basin area in West Africa supported by UNDP, FAO and 
IНRD with WHO as the executing agency, and how this programme may be expected to 
greatly influence rural development in this area on a long -term basis. WHO expects 
to collaborate with the other donor agencies and with national governments in the 
socio- economic development phase of this programme, by assisting with the design 
and execution of the health components of the rural development programmes /projects. 

Closely related with the onchocerciasis control programme in West Africa is a 

new inaugurated UNDP Project with WHO in association with FAO as executing agencies, 
on the epidemiology and control of trypanosomiasis in the moist savanna zones of 
West Africa. If it is successful in developing a feasible methodology of control, 
this programme will further rural advancement in this zone through increased animal 
husbandry and the opening up of areas of human resettlement. Although difficulties 
have been experienced in the control of the invertebrate snail host of 
schistosomiasis (with the exception of rural areas in China and Japan), some 

advances have been made in the development of safer and more acceptable chemother- 
apeutic agents, the widespread use of which could markedly assist in alleviating the 
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ill health associated with this disease (especially that due to Schistosoma 

mansoni). 

Family Health/Fertility Regulation 

WHO considers that family health is at the core of primary health care. 

Thus, we are focussing programme efforts on development of strategies for 

extending comprehensive services to rural mothers, children and families most 

in need in the rural areas of developing countries. Basic to this is the further 

consolidated, multi -disciplinary approach built up in the past few years, in 

which technical expertise has been drawn from the fields of research, maternal 

and child health, nursing and midwifery, nutrition, mental health, health 

education, health statistics, non -communicable diseases, and others. 

Projects being developed in rural areas emphasize the training and 
utilization of auxiliary personnel in the delivery of services. They are key 

health workers in providing information, education and motivation to the population 

in family planning, as well as, in most countries, in providing the contraceptive 

methods themselves. 

Furthermore, in order to better meet the health care needs of the rural 

poor, WHO is encouraging programmes for the training of rural traditional midwives 

or birth attendants (TBA). The general aim is to enhance the TBAts contribution 

to MCI and FP in collaboration with community leaders and health service 
personnel, and to reinforce existing traditional beliefs, values, skills and 

practices that contribute positively to health care. Guidelines prepared for 

the development and implementation of a strategy for collaboration between the 
health services, the TBA and the rural community, as well as guidelines for the 

training of the TBA, will be followed -up at the level of primary health care to 

ensure that training programmes are continuously adapted to changing rural needs 

and that the TBAs are receiving the support and guidance that is required. 

Efforts are being made to apply the systematic approaches of health project 
management to the planning, implementation and evaluation of the family health 

projects, particularly for those being developed in rural areas where resources 

are scarce, and organizational and administrational problems for extending 

coverage are most acute. 

One particularly promising element of these approaches is the concept of 

high -risk groups. By identifying and paying special attention to such groups, 
it should be possible to concentrate and sharpen the impact of the limited human 

and material resources available for health care. Collaborative studies are being 
developed to identify high -risk factors and to gain experience in their application 

for management of patients and of the health service.. 

Further strengthening is required of the health education component of 
family planning programmes, since community understanding of and participation 

in such programmes is still probably the weakest link in the chain. A concerted 
effort in this direction has been started in the past few years in collaboration 
with IW, UNICEF, UNESCО, FAO, IPPF, and other bilateral and multilateral agencies 
and organizations engaged in family planning and population dynamics, and this 

effort is now gathering momentum. Further, innovative approaches to family 

planning education for the rural poor which could be implemented within the health 
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services, and which would increase community participation, are being explored 
and developed. 

Research activities in human reproduction and family planning will continue 

to search for improvement of existing methods of fertility regulation and the 

development of new ones, as well as to explore alternative strategies for the 

provision of family planning care. Work is in progress, for example, to develop 

methods of fertility regulation suited to women in rural areas with poor health 
delivery systems - such as long -acting or self -administered contraceptives. 

Environmental Sanitation 

There are a variety of modes of technical assistance WHO and other inter- 

national agencies can offer in promoting environmental improvements. The 

necessary research and development is presently directed toward low -cost technology, 

low cost innovations, preventive maintenance and the mobilization of rural material 
and manpower resources. WHO's assistance will be in: (a) reporting loca]. 
experiences with various technologies indigenous and imported, for the benefit of 
other potential users; (b) encouraging inter -disciplinary studies, since 
constraints to progress are frequently social or cultural rather than solely 
technical or financial problems; (c) requesting collaborating institutions to 

take into account local conditions in the preparation of training manuals and 
criteria documents; (d) supporting the translation of WHO publications into local 

languages, and (e) promoting in -house training of workers at various levels and 
the exchange of technical personnel between institutes. 

Tasks of WHO's programme related to rural sanitation are many- faceted. 
Education of people at all levels, including policy makers, to gain interest in 
the problem and support for action is of major importance. Transferring inform- 
ation, and producing technical publications aimed at engineers and technicians 
will continue to be part of WHO's programme. In addition, training national staff 
for the establishment and management of a national data system, and assisting 
national specialists in preparing simple manuals for village health workers and 
assistant sanitarians, are important future needs that will be met under WHO's 
currently programmed activities. 

Studies of the existing situation and immediate needs of a sector in 
relation to rural water and sanitation facilities as well as the sector's relation 
to the total development effort are an important tool in planning. These will 
continue, under currently programmed activities, to serve as an important mechanism 
for improving the Organization's ability to assist countries in rural sanitation 
efforts. They will be accompanied, as heretofor, by: (a) pre - investment studies 
for other environmental health improvements, such as in housing projects and food 
hygiene control schemes; (b) socio- economic studies, including behavioural studies 
of factors controlling individual and community investment of resources in community 
hygiene, domestic hygiene and personnel hygiene; (с) full utilization of WHO's 
epidemiological and other resources for pinpointing "high- risk" rural areas, 
populations and situations and in recommending priority investment shcemes; and 
(d) considering the utility, both short and long -term, of using indigenous and 
"disused" technology, in all rural projects. 

A manual describing simple methods for the examination of drinking water 
and suitable for rural health workers who do not have ready access to a water 
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testing service,Is to be prepared for publication in 1977. WHO will continue 
assisting countries in the planning, organization and implementation of 
procedures and systems for drinking water quality surveillance to contribute to 

the reduction of water-borne or water- related disease in rural areas. "Before- 
and-after1 data is needed to justify the efforts being made and projected in 
rural water supply and sanitation. 

An Integrated Approach to Rural Water Supply /Sanitation 

The gap between the modest requirements of rural dwellers for simple water 
supplies and sanitation facilities and the ability of developing countries to 
meet these needs has been a continuing joint concern of both these countries and 
the external agencies assisting them. Simply expressed, the rate of progress in 

this sector has been minimal with the result that the gap is, in many developing 
countries, increasing. 

The constraints to successful achievement of national goals for the sector 
have been identified. The major obstacles are institutional (a multiplicity 
of government agencies with sometime conflicting objectives), lack of trained 
manpower (from managerial expertise to village level workers), inappropriate 
technology (including the unrealistic transfer of sophisticated technology 
more appropriate to industrialized countries) and the lack of community motivation 
and participation (sometimes characterized by misguided paternalistic government 
policies). Financial constraints,while existing in some developing countries 
apply less to development funding than the willingness and ability of rural 
communities to make available the money and material for continued operation and 

maintenance of existing installations. 

Recognizing the need to assist and support the efforts of developing 
countries to eliminate or minimize these constraints, a group of international 

organizations is, after a lengthy period of study and consultations, considering 

an Integrated International Programme (IIP).77 The IIP is planned to operate on a 

global scale through a network of collaborating government agencies and institut- 
ions at international, regional and national levels. The programme proposes that ... 

"action should be linked with a global concept of rural development and not be 
sectorial in its orientation; however, the sectorial aims should be defined to 

serve as a realistic basis for the proposed action ":?8 The rationale for this 

concept is the recognition that failures in the past have been often due to the 

"unimaginative use of all the assets available in rural areas ". Specific 

objectives of the IIP nave been defined as follows: 

(a) promotion, support, conduct and evaluation of technological, adaptive 

research projects in the field of water supplies and sanitation in rural areas; 

(b) promotion, support and conduct, at the regional, national and local 

levels of activities to train the manpower required in the field; 

(c) study, develop and promote methods and procedures for the organization, 

administration, operation, maintenance and financing of rural water supply and 

77 The Ad Hoc Working Group on Rural Potable Water Supply and Sanitation comprised 

of WHO, UNDP, IBRD, UNICEF, IDRC, UNE? and OECD 

"An Integrated International Programme to Accelerate the Provision of Water 

Supply and Sanitation in Rural Areas of Developing Countries ", October 1975 

(Doc. АHWG /75.1) 
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sanitation programmes; 

(d) establishment of a system to collect, store, analyse, evaluate and 
disseminate information that will contribute to the improvement of these basic 
services; 

(e) formulation of techniques and the preparation of informational 
materials to be used for increasing the motivation and participation of the 

community in these programmes; and promotion of a greater understanding of the 
impact of these programmes on economic and social development; 

(f) distribution of the techniques and knowledge developed by the 
Programme to individuals in the countries who direct, execute, and advise on 

programmes in water supply and sanitation in rural areas; 

(g) further development and strengthening of the network of regional and 
national centres according to need; 

(h) help countries to develop a water supply and sanitation programme in 
pilot zones of sustained and intensive action for rural development. 

This programme, planned to begin in 1976, is expected to operate over 

10 to 15 years, the minimum period required to make the desired impacts. The 

draft programme and budget will be presented at a meeting in WHO headquarters 
late in November, 1975. This meeting will be attended by participants from 
both developing and developed countries as well as representatives from the 
international organizations which form the Ad Hoc Working Group. 

WHO and Rural Development: Policy and Programmatic Options in Relation to the 
UN System 

WHO faces a broad range of choices as to the course it should follow in 

its future policy and programme in rural development. This section attempts 
to articulate what some of the main options might be. 

The Present 

WHO has yet to draft more specific and definitive policies for its future 
course of action in rural development. However, such policies will be formulated 

soon and thence submitted to the Organization's Governing Bodies for final 
decisions. In the interim, it is important to emphasize that WHO stands ready 
to review - in response to requests from the UN system - those components of its 

1976 /77 Programme and of its proposed 1978/79 Programme Budget that are directly 
related to rural development, for purposes of joint planning/programming. 
Modifications in these programmes which might be needed for joint planning/ 
programming would, of course, have to be submitted to WHO's governing bodies 
for approval. 

Future Options 

The list of options below is hardly an exhaustive one. Furthermore, 

there are advantages, disadvantages and implications for WHO's internal structure 

and programme process, which are connected with each option. These must be 

considered, but in another contect, i.e. when the Organization formulates its 
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policies for submission to its governing bodies. Our purpose here is merely 
to articulate some of the major possibilities. The options fall under two 

broad categories: a unilateral and /or bilateral course of action, and a 

multilateral course of action. No one option is mutually exclusive with another: 
WHO's future course may involve a combination of one or more of the alternatives 
listed. 

Unilateral /Bilateral 

The unilateral approach would involve WHO working essentially on its 

own with each country. In such a case, WHO would assist technically with the 
planning, evaluation and/or execution of the health component of a country's 

rural development programme. Other UN and multilateral /bilateral agencies might 

also input into the same programme, but WHO would be involved in joint planning/ 

programming of this external assistance only to the extent requested by the 

country concerned and/or needed for purposes of programme coordination and 

coherence. 

Bilaterally, WHO could participate with another agency such as FAO, ILO 

or IBRD in the pre -planning through the execution stages of a rural development 

programme /project. Example: WHO could handle the health component and all health 
aspects of a sector study /evaluation, of a project identification exercise and /or 

project preparation and appraisal of an ID project. On the execution side of 

an ID project, WHO could be responsible for technical assistance and/or project 
monitoring in relation to the health components and aspects. 

Multilateral 

Assuming WHO and the UN systems opt for full collaboration, there are a 

number of modalities of joint action. At the broadest level, WHO and the UN 
system might opt for development of broad common policies for rural development. 
Under this option, the UN system would be viewed as a forum on rural development, 

promoting common principles and policies. WHO's participation in multilateral 
action, under this alternative, would be largely limited to participation in 

conferences and other exercises aimed at the purpose stipulated above. An example 

of one such conference would be the forthcoming World Conference on Agrarian Reform 

and Rural Development. 

A second, multilateral option would be that of participation in the 
planning and execution of a UN system -wide plan or strategy for rural development. 
The first stage of such an exercise is already scheduled by the ACC. However, 

a level of greater specificity for joint action than the ACC's task force approach 
would require the establishment of joint planning mechanisms among the UN agencies 
at central or regional levels, in order to formulate strategies for subsequent 
implementation in different countries. This second option for multilateral action, 
furthermore, could be divided into two sub -options: (a) joint planning and 
programming at the global or international level, and (b) joint planning and 
programming restricted to the country level and conducted in all developing 
countries. 

A third multilateral option could consist of a UN system -wide experiment 
with developing countries in joint planning and programming, in which WHO would 
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participate. This option could also be divided into two possible sub -options: 

(a) concentration of the experiment in one country only (e.g. Kenya), and 

(b) concentration of the experiment (to develop strategies suitable for a range 

of different situations) in a series of different developing countries - 

selected on the basis (a) of countries interested in participating in such a 

programme and (b) a carefully drawn typology of rural poverty and development in 

countries of the Third World. 

Most of the above options raise issues as to the depth of joint involvement 

in planning, programming, execution and evaluation. Thus, an individual or 

multi -country experiment might be limited to the pre - investment planning 

phase, or include project formulation, or extend to programme or project 
implementation. The greater the range of involvement, the greater will be the 

burden placed on the carrying capacity of the UN system. Thus, choices will have 
to be made which reflect the resource limits of WHO, of the system as a whole and 
of the developing countries involved. The options listed also raise questions 

concerning modalities and mechanisms of collaboration: exchange of technical 

personnel; meetings of programme planners; joint operational research teams in the 
field; multilateral and inter -sectoral coordinating mechanisms for mobilizing 
policy, technology and resources at country, regional and central levels; new 
programme and project management structures for planning, formulation, execution 
and evaluation of programmes in rural development. The commitment of WHO and the 
UN system to rural development thus poses difficult choices between alternative 
courses of action, with implications for the structure, financial and technical 
capacity of the entire UN system. 
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Table 1 
а 

Cour try Еstјmated 
Number 
per Woman 
Ages 

Age.Specific Birth Rates Per 

Birth Rates per 1000 women in 

25 -29 30 -34 35 -39 40 -44 45 -4'9 

Women in Different Age Groups 

Total 
of Births 

surviving 
15 -49 

Age specific 
each age group 

15 -19 20 -24 

Developing 

Chad '5.1 162 268 218 159 121 60 39 

Dahomey 6.9 197 335 306 254 166 86 29 

india 4.9 145 263 244 188 128 50 20 

Mexico 6.4 105 299 314 271 200 74 21 

Developed 

Belgium 2,,6 30 165 165 97 48 14 1 

ггс' ! 7eаlaТ(' 3.5 59 231 214 119 62 20 1 

USA 2.9 71 197 163 95 46 13 1 

a The Determinants and Consequences of Population Trends, Population Studies, 
Volume 1, United Nations, New York, 1973 

Country 

Developin,, 

Chad 
Dahomey 
Mexico 
Pakistan 

Table 2 a 

Percentage of Births to 

Mothers Over Age 35 

16.2 
13.9 

18.3 
21.7 

a 

Country 

Developed 

Denmark 
UK 
,USA 

United Nations Demographic Yearbook, 1973, New York, 1974 

5.4 
7.0 
6.9 



Table 3 a) 

Coverage of Rural Population in Developing Countries 
by Water Supply and Sewerage Systems 

% of Population Served by 

Country Source Year 

% of Population Served by Community Water Supply 
Rural /b 

w/ reasonable 
access Total 

Sewage Disposal Facilities 
Urban /a Urban /a 

aural w/ 

adequate 
disposal /d 

Piped to 
House 

Public 

Standpost Total Total 
Part of Sewer 

System Total /c 

Peru PAHO 72 54 19 73 13 40 30 - 65 0 

Cuba PARO 66 76 13 89 60 79 21 - 34 - 

Haudi Arabia WHO 70 79 18 97 34 49 21 8 50 12 

Costa Rica PARO 72 95 5 10o 65 77 14 - 40 0 

Lebanon WHO 70 95 0 95 85 92 
Mexico PARO 72 68 5 73 31 56 29 - 48 0.5 
Jamaica PARO 72 96 2 98 81 86 9 - 27 2 

Uruguay PAHO 72 86 10 96 28 83 41 - 40 46 
chile WHO 72 68 26 94 9 67 28 - 38 6 

PARO 72 90 9 99 49 74 33 - 68 0.5 
Trinidad & Tobago PARO 70 83 16 90 95 96 17 - 51 0.3 
Venezuela РАНО 71 76 24 100 46 83 33 - 47 4 

Singapore WHO 70 74 o 74 - 74 93 47 93 

/a The national definition of urban and rural population was accepted by WHO statisticians. 

/b "Reasonable access" implies that the housewife or members of the household do not have to 
spend a disproportionate part of the day in fetching the family's water needs. 

/o That part of the "total" which is not connected to the public sewer system uses a household 
system of pit privies septic tanks, or buckets. 

/d It is clean neither in FIA0 or WHO tables precisely what the figures in this column 
measure; "adequate disposal" is nowhere defined. 

a)Sources: IBRD, PАнО: Pan American Health Organization, 1972 Annual Report of the Director of the 
Pan American Sanitary Bureau, Regional Office of the World Health Organization, 
(Washington, D. C., PAHO, August, 1973), page 48. 

WHO: World Health Organization, World Health Statistics 'еiоrt, Vo1.26, No.11 (Geneva, WHO, 1973). 



Region 

a 
Table 4 

Total Population and Rural Population in Poverty in 
Developing Countries, 1969 

Population 

1969 

Total Population in Poverty 

Below $50 Below $75 

per capitac) per capitac) 

Rural Populatio 

Below $50 

per capitac) 

n in Poverty 

Below $75 

per capitac) 

Developing countries in: (millions) 

Africa 360 115 165 105 140 
America 260 30 50 20 30 
Asia 1,080 415 620 355 525 

Developing countries total 1,700 56о 835 480 695 

Four Asian countriesb) 765 350 510 295 435 

Other countries 935 210 325 185 260 

Share of developing countries in: (percentages) 

Africa 21 21 20 22 20 
America 15 5 6 14 4 

Asia 64 74 714 714 76 

Combined share, relative to 

total population 100 33 149 28 41 

Share of four Asian countriesb 145 б3 61 62 63 

a)Source: IBRD Rural Development Seçtór Po1icI PaQeri Washington, DC, 1975 

b)Bangladesh, India, Indonesia and Pakistan 

c)1969 prices 



Region 

Developing countries in: 

Rural Population and Rural Poverty in Developing Countries 

Rural 
Population 

1969 

Rural Population in Poverty 

Population 
with incomes 

below $50 
per capita 

(millions) 

Population 

with incomes 
below $75 

per capita 

(millions) 

Africa 280 1о5 140 
America 120 20 30 
Asia 855 355 . 525 

Developing countries total 1,255 48о 695 

Four Asian countriesb) 625 295 435 

Other countries 630 185 260 

Share of developing countries in: (percentages) 

Africa 22 22 20 

America 10 4 4 

Asia б8 74 76 

a)Source: IBRD Rural Development Sector Polig Páper, 1975 

b)Bangladesh, India, Indonesia, Pakistan 

Population 
with incomes 
below one 

third of 
national 
average per 

capita income, 

or below $50 

per capita 

Percentage of Rural Poor 

in Rural Population 

Population 

with 

incomes 

below $50 

per capita 

Population 

with 
incomes 

below $75 

per capita 

Population 

incomes 

below one 

third of 

national 
average per 

capita 
income, or 

below $50 

per capita 

(Percentages) 

115 з8 50 41 

45 17 25 38 

370 42 61 43 

530 з8 55 42 

295 47 70 47 

235 29 41 37 

(percentages) 

22 

8 

70 



Region 

Table Ь a 

Estimates of Relative Poverty in Developing Countries, 1969 

Population 
1969 

Population in Poverty 

Population with incomes 

below $50 per capita 
plus population with 
incomes below one third 
of national average per 

capita income 

Population with incomes 
below one third of 
national average per 
capita income 

Developing countries in: 

Africa 
America 
Asia 

360 
260 

1,080 

(millions) 

75 
8о 

145 

125 
80 

440 

Developing countries total 1,700 300 6145 

Share of developing countries in: (percentages) 

Africa 21 25 19 
America 15 27 12 
Asia • 64 48 68 

Combined share, relative to total population 100 18 38 

a)Source: IBRD, Rural Development Sector Policy Paper, 1975 



Table 7 
а 

Sectoral Distribution of Income Groups_ 

(Figures in Each Еоv are Percentage Distribution Across Sectors) 

Percentile 
Groups Agriculture 

Mining and 
Industry Construction 

Transport and 
Commerce Services Other Total 

I. Mexico 

(1963) 

Richest 6 

17 

30 

Poorest 47 

19.0 

30.0 
29.0 

63.0 

23.0 

19.0 
24.0 

9.0 

2.0 

2.0 
5.0 

6.0 

19 

18 
16 

8 

37.0 

30.0 
25.0 

14.0 

- 

1.0 

1.0 
- 

100.0 

100.0 

100.0 

100.0 

Total 100 45.0 16.0 5.0 1з 21.0 - 100.0 

Percentile 

Groups Agriculture 

Mining and 

Industry Construction 

Transport and 

Commerce Services Other Total 

II. Malaysia 
(1970) 

Richest 5 

46 

Poorest 49 

9.0 

33.0 
71.0 

14.0 

13.0 
7.0 

3.0 
4.1 

2.0 

25 

24 

12 

47.о 

24.0 
7.0 

2.0 

2.0 
1.0 

100.0 

100.0 

100.0 

Total lOO 50.0 10.0 3.0 18 17.0 2.0 100.0 

Percentile 
Groups Agriculture 

Mining and 
Industry Construction 

Transport and 
Commerce Services Other Total 

III. Chile 

(1968) 

Richest 5 

19 

37 
Poorest 39 

33.0 

51.0 

57.0 
70.0 

16.0 

13.0 

14.0 
7.0 

9.0 
5.0 

8.0 

5.0 

18 
13 

8 

5 

19.0 
14.0 

6.0 

2.0 

5.0 

4.0 

7.0 

11.0 

100.0 
100.0 

100.0 
100.0 

Total 100 56.0 10.0 6.0 1о 8.0 10.0 100.0 

a)Source: Chenery, et al. Redistribution With Growth, 1974. 



Table 8 a 

Landless Farm Workers in Selected Countries 

Number of 

Landless 
Workers 

(thousands) 

Landless 

Workers 

as a Percentage 

of Active 

Population 
in Agriculture 

Active 
Agricultural 
Populations as a 

Percentage of 
Total Active 
Population 

Asia 

India h7,300 32 68 

Indonesia 5,673 20 70 

Pakistan 8,013 70 

Total 

iddle East and North Africa 

60,986 30 68 

Algeria 1,099 60 5б 

Egypt, Arab Republic of 1,865 38 55 

Iran 903 25 46 

Morocco 484 19 61 

Tunisia 210 20 46 

Total 4,561 33 58 

Latin America and Caribbean 

Costa Rica 122 53 45 

Dominican Republic 179 25 61 

Honduras 138 27 б7 

Тamaica 72 41 27 

Mexico (1970) 2,499 49 39 

Nicaragua (1971) 101 43 47 

Argentina 694 51 15 

Chile (1971) 378 66 28 

Colombia 1,158 42 45 

Ecuador 391 39 54 

Peru 557 З0 46 

Uruguay 99 55 17 

Brazil 1,237 2б 44 

Venezuela 287 33 26 

Total 9,912 35 39 

Grand total 75,459 

)Source: IBRD Rural Development Sector Policy Paper, 1975, except where indicated, 
data refer to latest year's available information in 1960's. 



India (Urban) 1960 

а 
ТаЫе 9 _ 

Variations in Household Savings by Income Groups 

1956 Korea (Urban) 1971 India (Rural) 1963 Mexico 

Income Class 
(Rs per year) 

Percentile 
Group 

Savings Income 

Rate Class Percentile 
Percentage (Rs per year) Group- 

Income 
Class 

Savings (Pesos 

Rate per Percentile 
Percentage month) Group 

Savings 
Rate 

Percentage 

Income 

Class 
(Won) Savings 

Under 1000 42 - 20.6 Up to 720 33 - 5.1 0 - 300 36.0 - 14.8 0 - 2000 - 19.7 

1000 - 1999 32.5 - 6.0 721 - 1200 30 - 0.4 301 - 500 21.0 .8 2001 - 3000 - 6.3 

2000 - 2999 10.7 - 1.0 1201 - 2400 27 + 3.9 501 - 750 18.0 8.7 3001 - 4000 + 0.2 

3000 - 3499 5.8 0.4 2401 - 4800 8 + 9.1 751 - 1000 9.0 11.6 4001 - 6000 + 5.9 

4000 - 5999 4.6 9.7 4801 and over 2 + 17.2 1001 - 2000 11.0 17.1 6001 and over + 11.1 

6000 - 9999 2.4 11.4 2001 - 3000 3.0 28.1 

1000 and over 1.5 38.1 Over 3000 2.0 38.1 

All Households 100 3.3 All Households 100 4.7 All Households 14.6 All Households n.a. 

a)Source: Chenery, et al. Redistribution with Growth, 1974. 



Table 10 a 

Estimates of Population B,e1ow 
Poverty Line in 1969 

1969 

Country 

GNP 
Per 

Capita 

1969 

Population 
(Millions) 

Population 

Mil- 
lions 

below 
$50 
% of Total 
Population 

Population below 

$75 
Mil- % of Total 
lions Population 

LATIN AMERICA 

Ecuador 264 5,9 2,2 37.0 3.5 58.5 
Honduras 265 2.5 .7 28.0 1.0 38,0 

El Salvador 295 3.4 .5 13.5 .6 18.4 

Dominican Republic 323 4.2 .5 11.0 .7 15.9 

Colombia 347 20.6 3.2 15.4 5.6 27.0 

Brazil 347 90.8 12.7 14.0 18.2 20.0 

Jamaica 640 2.0 .2 10.0 .3 15.4 

Guyana 390 .7 .1 9.0 .1 15.1 

Peru 480 13.1 2.5 18.9 3.3 25.5 

Costa Rica 512 1.7 2.3 .1 8.5 

Mexico 645 48.9 3.8 7.8 8.7 17.8 

Uruguay 649 2.9 .1 2.5 .2 5.5 

Panama 692 1.4 .1 3,5 .2 11,0 

Chile 751 9.6 ... ... ... ... 

Venezuela 974 10.0 .,, ... ... ... 

Argentina 1054 24.0 ... ... ... ... 

Puerto Rico 1600 2.8 ,., ... ... ... 

ТоТАL 545 244.5 26.6 10,8 42.5 17.4 

ASIA 

Burma 72 27.0 14.5 53.6 19.2 71.0 

Sri Lanka 95 12.2 4.0 33.о 7.8 63.5 

India 100 537.0 239.0 44.5 359.3 66.9 

Pakistan (E and W) 100 111.8 36.3 32.5 64.7 57.9 

Thailand 173 34.7 9.3 26.8 15.4 44.3 

Korea 224 13.3 .7 5.5 2,3 17.0 

Philippines 233 37.2 4.8 13.0 11.2 30.0 

Turkey 290 34.5 4.1 12.0 8.2 23,7 

Iraq 316 9.4 2.3 24.0 3.1 33.3 

Malaysia 323 10.6 1.2 11.0 1.6 15.5 

Iran 350 27.9 2.3 8.5 4.2 15.0 

Lebanon 570 2.6 ,.. 1.0 .1 5.0 

TOTAL 132 872.0 320.0 36.7 499.1 57.2 

AFRICA 

Chad 75 3.5 1.5 43,1 2.7 77.5 

Dahomey 90 2.6 1.1 41.6 2.3 90.1 

Tanzania 92 12.8 7.4 57.9 9.3 72.9 

Niger 94 3.9 1.3 33.0 2.3 59.9 

Madagascar 119 6.7 3.6 53.8 4.7 69.6 

Uganda 128 8.3 1.8 21.3 4.1 49.8 

Sierra Leone 165 2.5 1.1 43.5 1.5 61.5 

Senegal 229 3.8 .9 22.3 1.3 35.3 
Ivory Coast 237 4.8 .3 7.0 1.4 28.5 

Tunisia 241 4.9 1.1 22.5 1.6 32.1 

Rhodesia 274 5.1 .9 17.4 1.9 37,4 

Zambia 340 4.2 .3 6.3 .3 7.5 

Gabon 547 .5 .1 15.7 .1 23.0 

South Africa 729 20.2 2.4 12.0 3.1 15.5 

TOTAL 303 83.8 23.8 28.4 36.6 43.6 

GRAND TOTAL 228 1200.3 370.4 30.9 578.2 48.2 

a Source: Chenery_, et al. Redistribution with Growth, 1 



Tablella 

Nutrition Levels by Income Classes 

Family Income/ 
Expenditure Group 

Percentage 
of 

Families 

Calorie Intake 
Cals. 

(per capita) 

Protein Intake 

Grams 

(per capita) 

LATIN AMERICA 

Brazil (1960/61) 
Annual family income (new cruzeiros 

per year) 

Urban areas: 

Total Animal 

under 100 4.16 1,315 35,6 (1о.5) 

100- 249 21.94 1,788 49.1 (15.1) 

250- 499 31,48 2,227 66.9 (г5.6) 

500 -1,199 30.54 2,830 95.7 (4о.1) 

1,200 and over 11.88 3,569 119.9 (65.1) 

Total average 2,345 73,2 (31.2) 

Rural areas: 

under 100 7.94 1,755 50.0 (13.г) 

100- 249 27.30 2,267 64,9 (21.7) 

250- 499 29.68 2,577 75.9 

500 -1,199 24.56 3,144 95.4 (39.1) 
1,200 and over 1о.52 3,674 116.6 (52.5) 

Total average 2,0в3 80,6 (31,о) 

Colombia (1956 -62) 

"very poor" rural 1,535 30 (9) 

"very poor" urban 1,538 34 (15) 

"middle class" rural 2,1 38 52 (2г) 

"middle class" urban 2,183 60 (51) 

Mexico (1958/59) 
"very poor" rural 1,788 45 

"very poor" urban 1,803 51 
"middle class" rural 2,275 57 

"middle class" urban 2,331 64 

Peru (1951 -58) 
Mountain area 1,754 47 
Coastal areas 2,205 64 

Asia 

Ceylon 

Rural (1961 -66) 1,864 ц4 (8,3) 

Upper class Colombo (1957) 3,271 84 

Iran 

Landowners 2,658 74 

Urban wage earners г,132 65 

Peasants 1,842 6о 

India (1958) 

Maharashtra State 
Expenditure per capita (rupees) 

Urban and rural areas: 

0 -11 21.3 1,340 37.9 (1.4) 

11 -18 18.9 2,020 56.6 (2.6) 

18 -34 20.7 2,485 69.0 (6.6) 

34 and over 39.1 5,340 8 5.7 (11.9) 
Total average 2,100 59.7 (4.5) 

AFRICA 
Madagascar (1962) 

Income ('iii fr. per family /year): 
1- 20 

20- 40 
40- 80 
80- 130 

130- 190 

54.7 
27.7 
11.0 

3.8 
1.5 

2,154 
2,292 

2,256 
2,359 

2,350 

4703 (5.5) 
54.1 (8.5) 
53,6 (9.4) 
61.2 (15.2) 

59.1 (15.2) 
190- 390 0.в 2,342 64,6 (21.8) 
390- 590 0.3 2,456 65.4 (23,6) 
Other Classes 0.2 

UAR (1965) 

Low income class 2,204 71 (15.0) 
Middle income class 2,818 84 (18.0) 
Higher income class 3,130 98 (37.0) 

Tunisia (1965 -67) 
Dinars per person 
Rural areas: 

less than 20 8.2 1,782 
20- 32 16.2 2,157 
32- 53 30.8 2,525 
53 -102 32.4 2,825 

102 -200 10.9 3,215 
200 and over 1.5 3,150 

Total average 2,609 

a Source: Тuгnhaпъ David. The Employment Problem in Less Developed Countries: A Review 

of the Evidence. Development Centre Studies, Employment Serial No. 1, Paris : OECD, 1971. 



Table 12 
a 

Estimated Rural and Urban Populations, by Region; 

190 -2000 (in millions) 

Year 

Latin America Asia 

Total Rural Urban Total Rural Urb an 

1950 165 100 65 1,380 1,165 215 
196о 215 11о 1о5 1,65о 1,315 335 

1970 285 125 160 2,005 1,525 480 

1980 380 135 245 2,445 1,770 675 

1990 500 140 36о 2,935 1,990 945 
2000 640 130 510 3,435 2,165 1,27о 

Africa Total 

Total Rural Urban Total Rural Urban 

1950 220 190 30 1,765 1,455 310 
1960 270 220 50 2,135 1,695 440 

1970 345 265 80 2,635 1,915 720 

1980 450 325 125 3,275 2,230 1,045 

1990 585 390 195 4,020 2,520 1,500 
2000 770 470 300 4,845 2,765 2,080 

Percentage Distribution 

Rural and Urban 

Latin America Asia 

Rural Urban Rural Urban 

1950 61 39 84 16 
1960 51 49 80 20 

1970 44 56 76 24 

1980 36 64 72 28 

1990 28 72 68 32 

2000 20 80 63 37 

Africa Total 

Rural Urban Rural Urban 

195о 86 14 82 18 

196о 81 19 79 21 
197о 77 г3 73 27 

1980 72 28 б8 32 

199о 67 33 6з 4з 
2000 61 39 57 43 

a Source: United Nations, Department of Economic and Social Affairs. 
Growth of the World's Urban and Rural Population, 1920 -2000. 
Population Studies, No. 44. New York, 1969. 



Table 1:5 

Income DistribU ion ♦<nd Rats$ of 
Growth (in Real Terms) ln Selected Countries 

Rate of 

Growth of Upper 

Rate of Income Growth 

Ldwest Middle 

Period GNP 20% 40% 40% 

Panama 1960 -69 8.2 8.8 9.2 3.2 

Brazil 1960 -70 6.9 8.4 4.8 5.2 

Mexico 1963 -69 7.6 8.0 7.0 6.6 

Venezuela 1962 -70 6.4 7.9 4.1 3.7 

El salvador 1961 -69 6.2 4.1 10.5 5.3 

Phillipines 1961 -71 5.4 4.9 6.4 5.0 

Peru 1961 -71 5.4 4.7 7.5 3.2 

India 1954 -64 4.5 5.1 3.9 3.9 

Source: CКtnery, Н., Ahluпalia,_М. S., Bell, С. L.`G., Duloy, J. Н. and Jolly, R., 

Redistribution with Growth, 0aford University Press, 1974. 



Table 1/#a 

Income Distribution Estimates 1957 -1962 
(Percentage Shares by Population Groups) 

Population by Percentage Groups and % of Total Income 

Income Received by Each Group 

Country Population Groups: 0 -40 40 -60 0 -60 6o -8o 8o -10o 95 -loo 

(1) Argentina 17,30% 13010% 30040% 17.60% 52.00% 29.40% 

(2) Bolivia 12.90 13.70 26.60 14.30 59.10 35.70 

(3) Brazil 12.50 10020 22.70 15.80 61.50 38040 

(4) Burma 23.00 13.00 36.00 15050 48.50 28.21 

(5) Ceylon 13.66 13.81 27.47 20.22 52.31 18.38 

(6) Chad 23.00 12.00 35.00 22.00 43.00 23.00 

(7) Chile 15.00 12.00 27.0o 20.7o 52.30 22.60 

(8) Colombia 7.30 9.70 17.00 16.06 68.06 40.36 

(9) costa Rica 13.30 12.10 25.40 14.60 60,00 35.00 
(10) Dahomey 18.00 12.00 30,00 20.00 50.00 32,00 
(11) Ecuador 16.90 13.50 30.40 15.60 54.00 33.70 
(12) El salvador 12,30 11.30 23,60 15.00 61.40 33.00 
(13) Gabon 8.00 7.00 15.00 14.00 71.00 47.0o 

(14) Greece 21.30 12.30 34.10 16.40 49,50 23.00 
(15) India 20.00 16.00 36.00 22.00 42.00 20.00 

(16) Iraq 8.00 8.00 16.00 16.00 68.00 34,00 

(17) Israel 16,00 17.00 33.00 23.90 43.10 16.80 
(18) Ivory Coast 18.00 12.00 30.00 15.00 55.0o 29,00 

(19) Jamaica 8.20 10.80 19.00 19.50 61.50 31.20 
(20) Japan 15,30 15.80 31.10 22.90 46.00 14.80 
(21) Lebanon 7.20 15.80 23,00 16.00 61.00 34.0o 
(22) Libya .50 1.28 1.78 8.72 89.50 46,20 
(23) Malagasy 14.00 9.00 23.00 18.00 59.00 37.00 
(24) Mexico 10.50 11.25 21.75 20.21 58.04 28.52 
(25) Morocco 14.50 7.70 22.20 12,40 65.40 20,60 
(26) Niger 23.00 12.00 35.00 23.00 42.00 23,00 
(27) Nigeria 14.00 9.00 23.00 16.10 60.90 38.38 
(28) Pakistan 17.50 15.50 33,00 22,00 45.00 20,00 
(29) Panama 14,30 13.80 28.10 15.20 56,70 34,50 
(30) Peru 8.80 8,30 17,10 15.30 67.60 48.30 
(31) Philippines 12.70 12.00 24.70 19.50 55,80 27.50 
(32) Rhodesia 12.00 8,00 20,00 15.00 65,00 40.0o 

(33) Senegal 10.00 10.00 20,00 16.00 64.00 36.00 
(34) Sierra Leone 10.10 9.10 19.20 16.70 64.10 33,80 

(35) South Africa 6.11 10.16 16.27 26.37 57,36 39.38 
(36) Sudan 15.00 14,30 29,30 22.60 48.10 17.10 
(37) surinam 22,26 14.74 37,00 20.6o 42.40 15,10 
(38) Taiwan 14.20 14.80 29.00 19.00 52.00 24,10 

(39) Tanzania 19.50 9.75 29.25 9075 61.00 42.90 
(40) Trinidad & Tobago 9.42 9.10 18.52 24.48 57.00 26.60 
(41) Tunisia 10.62 9.95 20.57 14.43 65.00 22.44 
(42) Venezuela 13,40 16.60 30.00 22.90 47.10 23,20 
(43) Zambia 15.85 11.10 26,95 15.95 57.10 37,50 

a Source: Adelman, L. and Morris, C.J. "Who Benefits from Economic Development ? ", 

Paper Prepared for the EERD, Mimeographed; Washington, D.C., 1972. 



HIGH INEQUALITY 
Share of Lowest 

40% leas than 12% 

Table 15 a 

Croon- бlassification of Countries by Income Level & Equality 

MODERATE INEQUALITY 
Share of Lowest 

between 12% and 17% 

LOW INEQUALrTY 
Share of Lowest 
40,_ 17% and above 

Country (Year) 

Per 
Capita 
SNP us$ 

Lowest Middle Top 
40% 40% 20% 

Per 

Capita 

Country (year) GNP US$ 
Lowest Middle Top 
40 40% 20% 

Per 

Capita 

Country (year) GNP US$ 
Lowest Middle Тор 
40% 40% 20% 

Kenya (1969) 136 10.0 22.0 68.0 El Salvador Chad (1958) 78 18.0 39.0 43.0 

Sierra Leone (1969) 295 11.2 36.4 52.4 Sri Lanka (1969) 95 17.0 37.0 46.0 

(1968) 159 9.6 22.4 68.0 Turkey (1968) 282 9.3 29.9 60.8 Niger (1960) 97 18.0 40.0 42.0 

Philippines Burma (1958) 82 16.5 38.7 44.8 Pakistan (1964) 100 17.5 37.5 30.0 
(1971) 239 11.6 34.6 53.8 Dahomey (1959) 87 15.5 34.5 50.0 Uganda (1970) 126 17.1 35.8 47.1 

Iraq (1956) 200 6.8 25.2 68.0 Tanzania (1967) 89 13.0 26.0 61.0 Thailand (1970) 180 17.0 37.5 45.5 
Senegal (1960) 245 10.0 26.0 64.0 India (1964) 99 16.0 32.0 52.0 Korea (1970) 235 18.0 37.0 45.0 

Ivory Coast Madagascar Taiwan (1964) 241 20.4 39.5 40.1 

(1970) 247 10.8 32.1 57.1 (1960) 120 13.5 25.5 61.0 

Rhodesia (1968) 252 8.2 22.8 69.0 Zambia (1959) 230 14.5 28.5 57.0 
Tunisia (1970) 255 11.4 53.6 55.0 
Honduras (1968) 265 6.5 28.5 65.0 

Ecuador (1970) 277 6.5 20.0 73.5 

Malaysia (1970) 330 11.6 32.4 56.0 Dominican Surinam (1962) 394 21.7 35.7 42.6 

Colombia (1970) 358 9.0 30.0 61.0 Republic (1969)323 12.2 30.3 57.5 Greece (1957) 500 21.0 29.5 49.5 
Brazil (1970) 390 10.0 28.4 61.5 Iran (1968) 332 12.5 33.0 54.5 Yugoslavia 

Peru (1971) 480 6.5 33.5 60.0 Guyana (1956) 550 14.0 40.3 45.7 (1968) 529 18.5 40.0 41.5 

Gabon (1968) 497 8.8 23.7 67.5 Lebanon (1960) 508 13.0 26.0 61.0 Bulgaria (1962) 530 26.8 40.0 33.2 

Jamaica (1958) 510 8.2 30.3 61.5 Uruguay (1968) 618 16.5 35.5 48.0 Spain (1965) 750 17.6 36.7 45.7 

Costa Rica Chile (1968) 744 13.0 30.2 56.8 

(1971) 521 11.5 30.0 58.5 

Mexico (1969) 645 10.5 25.5 64.0 

South Africa 

(1965) 669 6.2 35.8 58.0 

Panama (1969) 692 9.4 31.2 59.4 

Venezuela (1970)1004 7.9 27.1 65.0 Argentina Poland (1964) 850 23.4 40.6 36.0 
Finland (1962) 1599 11.1 39.6 49.3 (1970) 1079 16.5 36.1 47.4 Japan (1963) 950 20.7 39.3 40.0 

France (1962) 1913 9.5 36.8 53.7 Puerto Rico United Kingdom 

(1968) 1100 13.7 35.7 50.6 (1968) 2015 18.8 42.2 5.0 
Netherlands Hungary (1969) 1140 24.0 42.5 33.5 

(1967) 1990 13.6 37.9 48.5 Czechoslovakia 1150 27.6 41.4 31.0 

Norway (1968) 2010 16.6 42.9 40.5 (1964) 

Germany,Fed. Australia (1968)2509 20.0 41.2 38.8 

Rep. (1964) 2144 15.4 31.7 52.99 Canada (1965) 2920 20.0 39.8 40.2 

Denmark (1968) 2563 13.6 38.8 47.6 United States 

New Zealand (197 0) 4850 19.7 41.5 38,8 
(1969) 2859 15.5 42.5 42.0 

Sweden (1963) 2949 14.0 42.0 44.0 

a Source: Chenern, et al., Redistribution with Growth, 1974. 



Correlation Matrix of Component Variables of Socio- Economic Growth iry Developing Countries 

HEALTH STATUS VARIABLES 

.62 

Infant Mortality Rate 

Death Rate due to Infections 
and Parasitic Diseases per 
100,000 people 

NUTRITION VARIABLES 

.79 .58 

Dietary Energy Supply as a 

� of Requirements 

WATER VARIABLES 

.76 

.81 

.65 

.76 

.62 

.64 .62 

Dwellings with piped water as 
a of Total Dwellings 

Safe Water Supplies - of 

People with Reasonable Access 

OTHER ENVIRONMENTAL VARIABLES 

.11 

.64 

.04 

.88 

.03 

.22 

.22 

.76 

.09 

.82 .03 

Population Density - Persons 
per sq. km. of Agricultural 
land 

Dwellings: Average No. of Persons 

per Room 

EDUCATION VARIABLES 

.91 .86 .77 .62 .71 .00 .78 Literacy of Population over 
15 years age 

INCOME /PRODUCTION VARIABLES 

.63 

.68 

.66 

.49 

.66 

.60 

.77 

.75 

.89 

.75 

.05 

.03 

.82 

.75 

.72 

.60 .89 

National Disposable Income Per 
Capita (US %, 1970) 

Agricultural Productivity per 
Worker - Male (US $, 1970) 

INCCI'IE DISTRIBUTION VARIABLES 

.63 

.53 

.82 

.76 

.53 

.49 

.49 

.37 

.49 

.57 

.11 

.17 

.52 

.46 

.58 

.44 

.66 

.52 

.66 

.52 .89 

Income Share Top 20% of Population 

Income Share - Bottom 40% of 
Population 

a 
Source: United Nations Research Institute for Social Development, Data Bank, Correlation Matrix, 1970 



Chart 1 

Life Expectancy at АQе 0 and Additional Years of Life Expected 

at Age 20 by National Income Per lead: All Countries 
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a 
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PROMOTION OF ENVIRONMENTAL HEALTH 
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SAMPLE OF WHO EXPENDITURES ON TECHNICAL CO- OPERATION 

ACTIVITIES OF BENEFIT TO RURAL POPULATIONS 

Basis for the Sample 

An informal sample was taken in all regions of WHO to obtain an idea 

of the extent to which technical co- operation activities under the WHO integrated 

international health programme in 1975 were thought to benefit rural as 

distinguished from urban populations. 

The definition of urban was taken to be a population density of at least 

50 000, or as determined by use of best judgement in the national context of each 

country. The costs of activities were assigned between rural and urban 

populations either on a percentage share basis, or on the basis of majority 

impact, based on the opinion of programme managers and WHO Representatives 

responding to the sample. This subjective element must be borne in mind in 

considering the implications of these informal, indicative figures. 

Sample returns were taken from all echelons of the Organization, including 

activities sampled from more than 100 countires. The sample covered technical 

assistance activities and services totalling $ 520282,400, which represents a 

sizeable sample of WHO technical co- operation with and services to governments. 

Allowing for differences between regions, as well as differences in subjective 

interpretation, the results obtained are of interest in the rural development 

context. 

Special attention was paid in the sample to training of auxiliary health 

workers, environmental hygiene, family planning, nutrition, and vector borne 

diseases. All other assistance was treated as a single item. In addition, the 

shares of such assistance borne by the WHO regular budget, other members of the 

UN system and Other Sources of funds were distinguished. While the sample figures 

do not reflect the breakdown of total WHO expenditures by programme and source of 

funds (which may be found in WHO Official Records),they do lend support to the 

statement that a significant level of WHO technical support is of direct benefit 

to rural populations. 
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Results of the Sample 

Of the total sample returns, programme managers and WHO Representatives 

indicated that about 75 per cent, of technical co- operation expenditures were believed 

to be of benefit to rural populations. Training of auxiliary health workers and 

vector borne disease control were most oriented toward rural populations. Family 

Planning and environmental hygiene (including water supply and sanitation) were less 

oriented toward rural populations. The results of the sample are summarized below: 

WHO 

Technical 

Area 

Benefiting 

Rural 

Populations 

(in Millions of 
ul $) 

Benefiting 

Urban 

Populations 

(in Millions of 
US $) 

Sample 

Total 

Expenditures 

(in Millions of 
п $ ) 

Training of Auxiliary 

Health Workers $ 1 129 3 80 9 1 210 2 

Per cent. 93.3 % 6.7 % 100 % 

Environmental Hygiene $ 705 3 831 1 1 536 4 

Per cent. 45.9 % 54.1 % 100 % 

Family Planning $ 7 509 6 9 601 0 17 110 6 

Per cent. 43.8 % 56.2 % 100 % 

Nutrition $ 789 4 320 9 1 110 3 

Per cent. 71.0 % 29.0 % 100 % 

Vector Borne 

Diseases $ 10 800 6 905 2 11 705 8 

Per cent. 92.2 % 7.8 % 100 % 

All Other 

Assistance $ 18 405 6 1 203 5 19 609 1 

Per cent. 93.8 % 6.2 % 100 % 

Sample Total $ 39 339 8 12 942 6 52 282 4 

Per cent. 75.2 % 24.8 % 100 % 

/.. 
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The share of WHO rural assistance borne by the WHO Regular Budget, by 

other members of the UN system, and by other voluntary sources, was not uniform 

in different technical areas. For example, Family Planning, which was thought 

to be least oriented towards rural populations was most dependent on external 

sources of funds. On the other hand, training of auxiliary health workers, 

which was thought to be most oriented toward rural populations, drew least 

support from extra -budgetary resources. 

WHO 

Technical 

Area 

Sample 

Rural 

xpenditure 
(in Millions 

Share borne by Source of Fund 

WHO Regular 
Budget 

nited Nations 
unds Support 

Other Sources 
of Funds 

of US $) (in Millions in Miill�ons (in Millions 
UЅ 

Training of Auxiliary 

Health Workers $ 1 129 3 807 8 311 5 10 0 

Per cent. 100 % 71.5 % 27.5 % 0.8 % 

Environmental Hygiene $ 705 3 349 6 225 7 130 0 

Per cent. 100 % 49.5 % 32.0 % 18.4 % 

Family Planning $ 7 509 6 672 0 2 171 0 4 666 6 

Per cent. 100 % 8.9 % 28.9 % 62.1 % 

Nutrition $ 789 4 554 8 234 6 0 0 

Per cent. 100 % 70.2 % 29.7 % 0.0 % 

Vector Borne 

Diseases $ 10 800 6 1 827 9 1 709 0 7 263 7 

Per cent. 100 % 16.9 % 15.8 % 67.2 % 

All Other 

Assistance $ 18 405 6 4 716 9 4 394 2 9 294 5 

Per cent. 100 % 25.6 % 23.8 % 50.4 % 

Sample Total $ ¡ 39 339 8 8 929 0 9 046 0 21 364 8 

Per cent. 100 % 22.6 % 22.9 % 

l 

54.3 % 



ANNEX "D" 

THE PRIMARY HEALTH CARE APPROACH TO RURAL HEALTH DEVELOPMENT: 

SOME OPERATIONAL FEATURFS 

The following summary definition serves well as an introduction to the 
"primary health care" approach: 

"Primary health care is taken to mean a health approach which integrates 

at the community level all the elements necessary to make an impact upon 
the health status of the people. Such an approach should be an integral 

part of the national health care system. It is an expression or response 
to the fundamental human needs of how can a person know of, and be 
assisted in, the actions required to live a healthy life and where can a 

person go if he /she needs relief from pain or suffering. A response to 

such needs must be a series of simple and effective measures in terms of 

cost, technique and organization, which are easily accessible to the 
people in need and which assist in improving the living conditions of 
individuals, families and communities. These include preventive, promotive, 

curative and rehabilitative health measures and community development 

activities.n1 

The key notion in this summary is that all elements necessary for health 
are to be integrated at the rural community level. Only in this manner can the 

health measures available truly have an impact on the health of rural people. 
If these measures remain passively available at isolated health centres and 
health posts, or, if they ignore the local relationships between health and 
development, or if they are delivered by health workers who abuse their purpose 
for selfish personal notives, then they are not primary health care. 

In its application, primary health care will differ from situation to 
situation. This is inevitable since local realities differ markedly from one 
rural community to another. Nevertheless, experiences to date permit certain 
features to be highlighted. These are set out below under the respective headings 
of: 

(i) Content of PIC Activities 
(ii) Organization of PHC Training 

(iii) Community Mobilization 
(iv) Financing of РИС Activities 
(v) Control of РНС Activities 

(vi) Required Support 

Content of PIC Activities 

The content of PНС activities is largely determined by the type of rural 
health workers available and by the amount of training that can be provided. It 

is further influenced by the people's accessibility to the health services system 
proper and by the degree to which other health sector activities are present at 

1 Director- General's Report on "Promotion of National Health Services" to the 

Twenty- eighth World Health Assembly. (А28/9) 



the level of the rural community. Health care forms the basic activity to 

be developed. This activity encompasses the individual care that can be 

rendered by trained primary health workers. 

Generally speaking, the primary health worker is trained to treat minor 

and common ailments such as diarrhoea, respiratory infections, burns, cuts 

and other locally prevalent problems. Workers (not necessarily the same ones) 

may also be trained in care related to pregnancy and family planning and for 

direct or indirect involvement of primary health workers in immunization and 

environmental health efforts. Education of the rural community in health 

matters is made a fundamental part of nearly all training programmes. 

PIC activities directed to improvement of rural health encompass the 

many Oultisectorаl acitivities that lead directly or indirectly to lowering 

the morbidity and mortality risks of the rural poor as well as increasing the 

well -being of the community as measured by more traditional socio- economic 

measures. High on the list of priority PIC activities are improvement of the 

nutritional and environmental status of the community. By assisting the rural 

community in improving the quality of food available, cleaning the environment, 

increasing the supply of safe drinking water, etc. primary health care activities 

can play a vital role in leading a community to break out of the vicious poverty 

syndrome that prevails. 

Local PIC activities are also directed to the support of national campaigns 

such as those associated with communicable disease control efforts. 

Organization of PIC Training 

The training programmes utilized to develop РНС workers have been designed 

in accordance with the human resources available as trainees, as well as 

trainers. In the poorest rural areas, ones where the trainees are marginally 

literate, and where the trainers themselves have a limited education, training 

is very short (four to six weeks) and restricted to the basic care tasks 

identified above. In other situations, where more qualified trainees and 

trainers are available, the period of training has been extended to a longer 

period of time. Even here, however, there is no uniform pattern. In some 

instances, initial training periods are followed by frequent additional training 

sessions (for example, one day a week). In others, little follow -up is envisaged 

and the initial training is made more complete and as a consequence, more 

structured. 

The method of training varies considerably, from a strict health care, task - 

oriented training to one which is designed to provide the primary health workers 

with a broader community development approach to health. In the latter category, 

for example, primary health workers are trained as "community catalysts ". They 

are trained to be open to the problems and needs of the community and are ready 

to take the necessary steps to obtain the needed action by the community as well 

as by local government. In all instances, however, the number of trainees in 

any one class is rather small, generally less than 10. 

It is evident that it is in the role of a "catalyst" for rural health 

development that the primary health worker serves the broader goal of rural 
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development. Confined strictly to the care activities of primary health, 
he or she may be meeting some of the individual health needs of the community 
but it is unlikely that these activities will contribute to the collective 
health of the community. Action leading towards improved nutrition, increased 

availability of clean water, control of communicable diseases and a cleaner 
environment is required to achieve this essential development. 

Community Mobilization 

No individual worker can mobilize community -based action without the 

active support of the rural community as well as the back -up support of the 
governmental sectors (including health). The primary health worker is no 

different in this respect. She or he must of necessity be one of the community, 
if the community support is to be forthcoming. Whether this is a sufficient 
requirement clearly depends on the relationship between communities and 
government, especially local government. Remote communities with weak links 
to government administration or services are not likely to be responsive to 
the mobilizing activities of individuals even when these workers have been chosen 
from their midst. In these instances, it may be necessary to integrate the 
training of primary health workers with workers of other sectors. Where possible, 
community leaders should be brought into the early stages of a training programme 
so that they can contribute to the specification of needs to be included in the 

curricula of the different workers. In some countries, seminars have been held 

for community leaders as a means of introducing the problem of rural health 
development, and at the same time to elicit statements of needs requiring priority 
action. In other countries, local workshops have been used to bring together 
representatives of different interest groups and to work out together solutions 
to local developmental needs. If such workshops and seminars can be linked 

directly to the training of rural health workers, as well as other workers, then 
there is the real possibility that primary health workers will not only be 
accepted as deliverers of care, but more importantly as mobilizers of community 
action for rural health. 

The goal of community mobilization is to develop activities at the rural 
community level which contribute to the development and well -being of the 

community. The primary health workers, the agricultural extension workers, 
the school teachers, and others must work as a community development team. This 
team must be seen by the community as their instrument for development. The 
community leadership organized in one form or another, must be able to interact 
with this team so that the activities of the teams reflect the felt needs of the 
community and benefit from the active participation of the community in the form 
of productive work, for example, the digging of wells, the building of huts, 
the construction of new roads, etc. 

Financing of PIC Activities 

There are various "costs" associated with the conduct of РНС activities, 
some requiring the use of money, others the use of direct labour and material. 
In general, communities contribute all the necessary labour, part of the 
material as well as sharing in the direct financial costs of РНС activities. 
Government subsidization, in one form or another, makes up for the additional 
material and finances required. 



For the establishment of PHC workers, rural communities can be 

expected to supply the labour for building the local facilities required by 
the workers. Once established, the community should meet the expenses of 

maintaining the workers i.e. an equivalent of a salary to local workers; however, 

there are countries that are more developed for which this programme is 

particularly designed where some or all of the salaries are paid centrally. 

The local financing mechanisms established depend on the nature of the 

?1C activities undertaken. When these activities are strictly those associated 

with personal care, then the unsubsidized costs of drugs, material and any 

necessary referrals are met largely by the recipients of care through cooperative 

savings schemes. In some instances, a local insurance scheme is established 

to distribute these costs more uniformly to the community. This latter mechanism 

is especially popular to meet the costs of PHC activities directed towards 

community development. In some instances, initial capital costs (e.g. for new 

seeds and agricultural equipment) are met by a community loan which is provided 

at favourable terms. In other cases, a capital fund is established and the 

interest obtained is used to meet regular operating costs. 

These examples illustrate the potential for using РИС activities as a 

mechanism for encouraging local savings. Even extremely small amounts of money 

when multiplied by a population size of several thousand produce a quantity 

which is significant i.e. can be used to undertake rural health development 

activities which would otherwise be impossible. 

Control of PIC Activities 

In order to assure that local РHС activities are effectively meeting the 

priority needs of the community, control mechanisms are needed. There are two 

aspects of control to be underlined - one "social ", the other technical. Social 

control is related to assuring that these activities correspond to the wishes 

and felt needs of the community; technical control is related to assuring that 

these activities are performed efficiently and well, as measured by the criteria 

established by the РHС programme. 

The ideal situation is one where social and technical control can be 

exercised by the same mechanism. At the village level, the organized leader- 

ship (e.g. a village committee or council) uses its leadership position to 

exercise social control, and has sufficient knowledge of what to expect from РНС 

activities, to exercise the technical control. The latter is at best only 

partially achieved in reality. There are communities that have established 

effective control over the financing and drug consumption aspects of primary 

health care. Rarely, can communities control, in a supervisory sense, whether 

or not PHC workers are performing their tasks properly e.g. using the correct 

drugs and referring cases properly. For the latter type of control, the next 

level of health services are asked to provide formal supervision of the workers, 

usually through periodic visits combined with refresher training courses. 

Required Support 

To support the care aspects of primary health, there will need to be a 

strengthening of the system of referral and logistics. Innovative methods of 
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strengthening peripheral support will be required, since it is clear that 

national health budgets cannot afford achieving this by the direct means of 

increased members of staff, increased expenditures for supplies and equipment, 

etc. High on the list should be the development of methods that promote a more 
efficient use of resources available regionally. Methods seeking closer work- 
ing relationships between the different sectors; methods utilizing undergraduate 

and postgraduate students as part of the local programming process (e.g. devel- 
opment of training material and conduct of training courses); methods utilizing 
presently unemployed workers (e.g. to improve training facilities and to serve 
training programmes); these and many other approaches will need to be developed 
if the required support is to be provided in an economical manner. 

Another role of the health sector is to train the needed primary health 
workers. The training will orient the health workers to be members of a 
developmental team as described above, to help the community organize itself 
for development and to mobilize the community to actively participate in 

development activities. Other sectors must do the same if this approach is to 
succeed. Common ways of training workers must be found so that they are 
prepared to work together on a day -to -day basis. 
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PREFACE 

This document accompanies the main report, "Health and Rural Development ", 

prepared for submission to the World Bank, and subsequently to the Administrative 

Committee on Coordination (ACC), as WHO's contribution to the ACC Assessment of 
the views, approaches and efforts of each UN and affiliated agency in the field 

of rural development. This document is comprised of a series of technical back - 

ground papers on which much of the content of the main report is based. 

The main report outlines elements of a strategy for rural health development. 
Part of the rationale for this strategy is drawn from the exposition contained 

in the first background paper presented here, "Health Development: A General 

Outline ". Under the strategy, certain fields of health interventions are identified 
as being of high priority for the rural development process. Each of these fields 
represents a large and diverse subject and could only be treated very briefly in 
the main report. Hence, a background paper is presented herewith which reviews 
available evidences and knowledge, and analyses in detail the major issues in each 
priority field, namely: nutrition, control of infectious disease, reproductive 
health including fertility regulation, and environmental sanitation. 



1. 

I. HEALTH DEVELOPMENT 

A GENERAL OUTLINE 

Health Development in Europe and North -America 

Improvements in the level of health of the populations 
of countries in 

Europe and North -America has taken place during the last hundred years; life - 

expectancy has increased, infant and child mortality rates have decreased, 

nutrition has improved and a series of communicable diseases have been brought 

under control or even completely eradicated. 

It was only during the last century that, what is sometimes now referred 

to as "western medicine ", developed in the countries of Europe and North 

America. In this development two types of activities are distinguished: 

(1) disease -care which is usually called "medicine ", and (2) health care, which 

is often called "public health ". 

A Disease -Care (Medicine) 

Disease -care deals with individual sick persons. Throughout history, 

"medicine" was and is considered a fundamental human right and social need. The 

aim of "medicine" is to alleviate sufferings of an individual and restore his 

health: to treat and give personal satisfaction to sick persons. The person 

exercising this type of medicine must try to answer three important questions 

asked by a sick person: what have I got ?, why did I get it ?, and what can be done 

to get rid of it? In answering these questions in a manner which the patient 

believes, the medicine man provides satisfaction to his patient and gets credit 

for his recovery. 

Until about fifty years ago, "western medicine" could only treat the 

symptoms caused by the disease. During the last fifty years, there has been an 

impressive development of effective treatment, acting directly on the cause of 

diseases. This justifies the term "scientific medicine ". Contributions to 

scientific medicine came from many parts of the world, and the adjective "western" 

is not justified. The most effective, often dramatic treatment came through the 

revolutionary development of the antibiotics, which became available after 

World War II. It made many believe that scientific medicine has effective treat- 

ment for all diseases, which is by far from the case. For many of the most 

common diseases, such as the diseases caused by virus infections, no causative, 

only symptomatic, treatment is yet available. 

During the last century, there has been a steady and considerable increase 
in the number of physicians and hospital beds per population unit. A hundred 
years ago hospitals were largely for surgery and obstetrics. But scientific 
medicine developed and became more complicated, and institutional care increased 
for patients with all kinds of diseases. Furthermore, the whole series of 
complicated, technical examinations needed for precise diagnoses can only be 
performed in institutions with the necessary machinery, laboratory services and 
highly specialised personnel. Scientific disease -care has, therefore, become 
extremely expensive. 
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The steady improvements of the levels of health of populations in some 

countries of Europe, North America and the Pacific basin during the last 

century are sometimes ascribed to this improved disease -care. They paralleled 

increases in the ratios of physicians and hospital beds per population unit. 

This led political decision makers to think that increases in numbers of 

physicians and hospital beds would lead to improved levels of health in the 

future. As will be evident from what follows, this belief must now be 

recognized as a myth. 

Health Care (public Health) 

Health care is usually termed public health because it deals with total 
population groups and it aims at keeping groups of people healthy. 

Compared to disease -care, public health is a new discipline, a technical 
science, which has made real progress only during this century. It is based on 
epidemiology, which is the study in population groups, of the factors in the 
physical and social environment causing dysfunctions of human bodies or minds, 
the quantification of such illnesses (expressed in incidences and prevalences), 
the effects on populations of the different illnesses in terms of the risks of 
disability to perform their expected activities and social functions (such as 
their normal work), and in terms of the risk of death (ease-fatality rates). The 
incentive for developing public health as a technical science was the realization 
that there were many circumstances and actions in daily life which have considerable 
influence on the level Qf health of populations and can be altered for the 
better. 

Nutrition: The essential components of adequate foods were discovered. 
The nutritional requirements were established for body maintenance, work, and 
normal growth and development of children. 

Communicable Diseases: The different types of micro - organism causing the 
important communicable diseases were identified, and the biological behaviour was 
discovered. Most adapt closely to the human bodies which serve as their hosts. 
Many species can multiply only inside human bodies, while others have to pass 
only some part of their life -cycle inside human bodies; consequently, for their 

survival they have to be transmitted directly or indirectly from one human being 
to another. Some species adapted to bodies of animals can cause diseases in man. 

The weak point for the micro -organisms in their biological struggle for 
survival is the transmission from one human being (their host) to another (their 
new host). Knowledge of the mode of transmission of the micro- organisms is 

important, because the basic principle in communicable disease control is to 

prevent their transmission. Each species has a characteristic mode of trans- 

mission, always using a given route for leaving the body of their host (discharge) 

and a given route for entering the body of their new host. The routes of 

discharge are: (1) the intestinal tract (in faeces), (2) the respiratory tract 

(in small droplets. mainly produced by cough and sneeze), and (3) the skin (often 

through insect -bite). The routes of entry are: (1) the alimentary tract (in 

solid and liquid food, including water), (2) the respiratory tract (through 
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inhalation) and (3) the skin (through insect -bites, wounds or direct contact). 

Venereal diseases have a special mode of transmission, i.e. sexual intercourse. 

According to the mode of transmission, the communicable disease can be 

classified in such groups as: (1) faecal -born, (2) food -borne, (3) air -borne, 

(4) insect -borne, (5) direct contact, (6) venereal and (7) wound diseases. Of 

course, several diseases will fall into two of these groups because the disease 

causing micro -organisms use a different route for entry than for discharge. For 

certain long lasting diseases for which a patient will act as a source of 

transmission for a long period, effective treatment will neutralise the source 

of transmission and thus shorten the period of transmission (scabies, venereal 

diseases, tuberculosis and leprosy). However, for many of the acute communicable 

diseases, the period of transmission is so short (and often starting before 

serious disease - symptoms appear), that treatment will have practically no effect 

on transmission to the community. 

With knowledge of causes and modes of transmission, interventions can be 

designed to interrupt disease transmission, and consequently lower the risk for 

periods of dysfunction of each person in a population group. When faeces are 
a route of discharge, it is evident that if arrangements can be made for safe 
disposal of all human faeces in a community, no transmission of faecal -born 

diseases can take place. In due time these diseases will disappear. Similarly, 

if safe water supply and proper food control and handling is introduced and 
universally accepted in a community, the transmission of disease -causing micro- 

organisms through the intestinal tract as route of entry, will be made difficult 
and consequently the incidence of this group of communicable diseases will be 

lower. Introductions and acceptance of improved personal and family hygiene, 
especially hand washing, will diminish transmission of several contact diseases. 

Better housing, especially with well -sized glass -windows, washable floors and less 
crowded sleeping places, will make the transmission of several air -borne diseases 
more difficult. 

In Europe and North America, the steady increase in the general standard of 
living during the last century led to these improvements, as well as better 
nutrition. Although they were introduced mainly for reasons of convenience rather 

than as health programmes, they had a profound influence on disease transmission. 

The improvements in nutrition made several infectious diseases less serious and 
contributed to the diminished mortality rates of these diseases. The decrease in 

morbidity and mortality of the specific communicable diseases started long before 
any effective treatment became available, and for several, even before the causes 
of the diseases were known. 

Some Conclusions 

From the study of health development during the last century in countries 
in Europe and North America some conclusions of great importance can be drawn: 

1) Improvements in levels of health has been achieved mainly by 
control of a series of communicable diseases and improved nutrition. 

2) Control of communicable diseases has partly been achieved by pre- 
vention of transmission, through changes which take place when 
standards of living improve. 
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3) Improved disease -care based on progress in western curative 

medicine with increased numbers of physicians and hospital beds 

has had only a marginal influence on improvement in levels of 

health, measured by such indicators as life -expectancy, infant 

and child mortality rates. 

4) To be effective, disease -care by "western medicine" is extremely 

expensive. 

Health Development in Developing Countries 

In order to understand the present situation concerning disease -care and 
health care in rural areas of the developing countries, it is necessary to 

study the developments which have taken place during the last century in the 

Third World as a whole, because the situation today in rural areas is an out- 

growth of this development. 

Disease Care 

Disease -care in some form has always existed. In any population group, 
there have been some persons exercising the profession of disease -care (usually 

learned from observing an older person performing disease -care). In some 

countries, more formal education and training was also organized. This profession, 

usually termed traditional medicine, still exists in all developing countries, 
and provides satisfaction of the human need for disease -care for many people. 

"Western medicine" was first introduced into the developing countries by 
missionaries. The colonial powers sent physicians to the colonies. They also 

built hospitals in the capital cities, which were equipped and staffed as those 

in Europe, to serve the colonial power's nationals and the most prominent and 
influential persons native to the colony. Gradually, some hospitals were built 

for the native populations, mainly in the cities, though more modestly equipped 

and staffed. A small number of the local population were sent to Europe to be 
educated and trained as medical doctors and nurses. Training of nurses also 
started in the colonial hospitals. 

Health Care 

The rulers first introduced health -care measures in these countries 

primarily for their own convenience. Gradually, measures for environmental 
sanitation and water supply were introduced in cities. Next to nothing was done 
for the rural populations until comparatively recently. 

After independence, the responsible politicians and medical officers in the 
Ministries of Health, based on their European education, considered the first 

necessity to be disease -care improvement, by building hospitals and by having 
more physicians and paramedical personnel. Medical schools were established and 
training of nurses became an important function of the hospitals in capital cities. 
WHO was requested to, and did, assist in these endeavours. Financial and technical 

assistance was received from donor -countries, and often hospitals were partially 
staffed by expatriate doctors and nurses. 

These activities absorbed most of the financial resources of the Ministry 
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of Health, so that almost nothing could be done for rural populations, except 

for limited activities of mobile medical field units. 

Local Health Centres (Integrated Services for Disease -care and 

Health -care) 

Around 1950, the health authorities in many developing countries started 

experimenting with the provision of less expensive disease -care and health- 

care for rural population groups. The basic idea was to create health units, 

easily accessible for the rural people, and staffed so that they could provide 

the most essential elements of both disease -care and health -care. The activities 

performed by mobile medical field units were to be integrated into the 

activities of the local health units. 

Тhe recommendations of the WHO Expert Committee on Public Health 

Administration in 1952, were that "the rural health unit should have, as a 

minimum, a physician in charge and a number of nurses, midwives, sanatarians 

and other auxiliaries ". From practical experience it was found, however, that 

it was impossible to provide such a staff to a health unit which could serve a 

population from 20,000 to 50,000 people. Over the years, the trend in staffing 

of health units has been to use personnel = usually referred to as auxiliaries - 

with less basic education and shorter specific education and training. This 

staff, also, received lower salaries. 

It became evident for the health authorities in many countries, that this 

system of local health centres, usually referred to as basic health services, 

did not provide the rural population with the services expected, neither disease - 
care nor health -care, and, therefore, would have little influence on improvement 
of the level of health of rural populations. 

Тhe Twenty- Fourth World Health Assembly (1971) requested an evaluation 
of methods to promote the development of basic health services: information was 
collected and the document entitled "Organizational Study on Methods of Promoting 
the Development of Basic Health Services" was produced; it was accepted by the 
Twenty -Sixth World Health Assembly (1973). 

From this evaluation, it became evident that the staff of the health centres 
worked almost full time in the centre itself and rarely or never made visits to 
the villages. Most of their time was spent in providing disease -care. All 
treatment was symptomatic, and usually consisted of handing out drugs. It was 
found that the great majority of people seeking disease -care came from the town 
in which the health centre was located, or from its immediate surroundings. Less 
than 5% of the average came from a distance of more than 5 kms. For those limited 
number of persons coming for health -care such as preventive vaccinations and 
preventive and promotive maternal and child care, the maximum distance from the 
health centre to their homes was still shorter, rarely more than 3 kms. It was 
not surprising then that evidence could not be produced to indicate that health 
centres had improved the level of health in rural areas. It was realized that 
"a major crisis is on the point of developing and that it must be faced at once, 
as it could result in a reaction that could be both destructive and costly ". A new 
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approach was obviously required. 

New Approaches 

Rethinking 

The deplorably low level of health of rural populations in developing 
countries, and the failures to improve the situation by providing basic health 
services, calls for a rethinking. It must be both inventive and pragmatic and 
lead to a new approach to health development. 

The rethinking should consider our technical knowledge and experience in 

disease -care and health -care. It should weigh the relative importance and 
relationships of different interventions for health effects and for potential 
contributions to economic growth. This includes a rethinking of what exists at 
present in the developing countries, both traditional and recently introduced 
health activities: which should be improved, which should be radically changed 
and which should be abandoned? Who can and should perform the different health 
interventions? How the systematic application of the interventions can and 
should be organized? Which authorities should be responsible for the different 
categories of health interventions? 

Any development programme, including rural health programmes, must be 
closely adapted to local conditions - social, political, economic, health and 
others. As these conditions vary in different countries and in different areas 
of each country, no standardized programme for health development can or should 
be elaborated. The rethinking should provide alternative approaches. 

Basic Concepts 

The rethinking must be guided by a basic concept of development and 
health improvement. It is a basic concept that people suffering from diseases 
and illnesses have a human right to get the best possible treatment, to be 
relieved of their sufferings, to have the normal function of their bodies restored, 

and to receive human support. 

Disease or illness is a state where disturbancies in the normal functions 
of the human body cause disturbance of the physical well -being. Almost every 

type of action of daily life is associated with some risk of disease. The risks 

can be personal or individual risk, family risk, or community risk. By application 
of appropriate health interventions, the risks associated with people's daily 
actions can be diminished on all these levels. 

Health interventions consist of behavioural changes in every- day -way -of- 
living, and are made by the individuals and families themselves. Health improve- 

ment is therefore first of all a personal and family problem and responsibility; 

it is also a community responsibility. 

The technical science termed "Public Health" has provided the knowledge 

concerning disease -risks and different types of technology for the health inter- 

ventions which can diminish or eliminate these risks. A part of the basic concept 

is that people will accept behavioural changes and the important health inter- 
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ventions when they are properly informed and that interventions can be applied 

with appropriate technology, acceptable to and regularly applied by people. 

Authorities responsible for health care should make this information available 

to communities and families. 

Individuals and groups of families living together in a community feel 

best their own needs, and should have the right to decide for themselves which 

behavioural changes should be made and which health interventions should be 

introduced in the community. Community leaders, who are the decision -makers, 

should decide on such community health interventions as safe water supply, proper 

disposal of human faeces and household wastes, and many other activities demand- 

ing close collaboration of all families in the community. 

Disease -care and health -care, are closely linked with economic growth, 

investment in health -care and social consumption of disease care should be linked 

closely with investment in economic growth at the community level, and decisions 

on these components of development should be made by the same community leaders. 

Social investments and consumption must be paid for. When health services 

are a governmental responsibility, this implies that people pay for this through 

taxes. National authorities consequently decide what should be done at the 

community level. On the other hand, if costs are paid directly by the community, 

total expenditure for health impr wement in a country may not be greater, but the 

health interventions may be more willingly accepted and effectively applied. 

A basic principle therefore in this approach is not only that everyone 
should benefit from activities in health improvement, but also that everyone 

should contribute. In a poor rural community, most families have very little 

disposable income. What they have is energy and time for labour. Methods should 

therefore be developed so that the families' contribution to financing social 

consumption could be partly in the form of labour. 

For the health interventions, as well as other rural development efforts, 

to be effective in the community, a super -structure at the higher administrative 
level (local area, district and regional level) is necessary. The super- 

structure must link components of rural development at the different administrative 
levels, and support activities at the community levels. They must be able to 

adapt to what occurs in the communities. Communities should have a say in the 

activities of the super -structure, or even administer them through local self 

government or co- operatives. 

This approach strongly emphasises that health programmes must be built 
from the bottom upwards, and not constructed from the top of the pyramid and 
directed to the bottom. 

Health Interventions 

Health interventions are usually understood as actions performed by health 
personnel. Those performed by basic health services personnel have traditionally 

been grouped in the categories of: 

(1) maternal and child health, 

(2) communicable disease control, 
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(3) environmental sanitation, 

(4) health education of the public, 

(5) public health nursing, and 

(6) medical care. 

For descriptive purposes, the health interventions have also usually been 
classified according to their mode of action in health protection: (a) health 

promotion, (b) prevention of sickness, and (c) curative and restorative medicine. 
However, because many important actions for people's health are performed by 
the people themselves or by personnel other than health personnel, there is a 
need to redefine the term "health interventions ". 

Health interventions can thus be defined as any action which has 
beneficial influence on the health state of individuals and/or on the level of 
health of groups of people, whether or not the action was taken intentionally for 
health reasons. 

Using this definition, the interventions can be categorized as to where 
(on environment or on people) and by whom they are applied. 

Health Interventions Applied to the Environment: This group includes 
interventions applied to diminish or eliminate community and family risks: 
(1) safe water supply, (2) sanitary latrines and control of other pollutions, 
(3) vector control, (4) rodent control, and (5) housing. Community leaders must 
take the initiative and responsibility for the provision and maintenance of 
facilities and activities for these interventions. To be effective, all families 
in the community must accept the behavioural changes which the proper use of the 
facilities demand. 

Health Interventions Applied by the People Themselves: This group includes 

those which can diminish or eliminate family and individual risks and are 

associated with actions performed in every day life. They must be performed by 

the people themselves: (1) nutrition, (2) personal and family hygiene, 

(3) physical education and sport, and (4) family planning, or fertility regulation. 

Health Interventions Applied by Health Personnel: Each intervention in this 
group demands some specific skills for application. That is by health personnel, 

who have received special education and training, whether or not employed by 
health authorities. Interventions include: (1) education to improve health - 
related behaviour, (2) vaccinations, (3) maternity care, (4) first aid, 

(5) treatment of chronic diseases, (6) treatment of acute diseases, (7) re- 

habilitation after illness, (8) scientific and operational research. 

Health Effects of Health Interventions 

Health interventions can have beneficial influence on the health state of 

individuals and /or groups of people in different ways. Disease -care interventions 

should alleviate physical sufferings, shorten the periods of diseases and lower 

risks of dying (i.e. lower the case fatality rate). Health -care interventions 

influence the level of health of population groups and prevent diseases; this 



also results in lower morbidity rates, as well as lower rates of disability 

and mortality. Besides these effects on physical well -being, health inter- 

ventions also, in varying degrees, have a beneficial influence on the social 

well -being and satisfaction of the individuals and families in the community. 

Appropriate Technology 

Each health intervention can be applied by a different technology. Costs 

depend on which is applied; the more complicated and sophisticated the 

technology, the more costly its application: and the more costly the application, 

the smaller the number of people that can be served. 

Professionals in developing countries have tended to transplant technology 

from the industrialized rich countries to their own countries. Professionals - 

both international and nationals - usually take the attitude that all that is 

needed to transfer the technology and know -how is more money. This has resulted 

in competition for funds. But the present situation for the large majority of 

rural populations is that they receive very little service at all. What is needed 

is to lower the cost of the technology. 

Nevertheless, high cost is not the only way in which technology can be 

inappropriate. Technology must also be compatible with local and the users' 

needs. Evidence suggests that much of the technology used, for instance for 

water supply, is not only expensive but also imposes high operational and 
maintenance demands on local organization and skills. Frequent failures result 

and modern water supply systems are abandoned. 

Also, the behavioural changes required to apply health interventions are 
greater when the technology is more sophisticated. In many situations, it is 

therefore preferable to use simpler technology to start and to allow for gradual 
and incremental changes in technology according to the people's demand. 

Thus, the technology must be closely adapted and appropriate to existing 
conditions in particular rural areas. Criteria must be established for choice. 
An appropriate technology for a health intervention should: 

(1) facilitate measurable improvement in the health, or increase the 
satisfaction of individuals and population groups; 

(2) be low in cost without jeopardizing effectiveness; 

(3) facilitate application by local users without demanding a high 
level of technical skill; 

(4) utilize, as much as possible, locally available materials and 
minimally rely on imported material, supplies and equipment; 

(5) utilize locally available labour whenever possible; 

(6) be compatible with local values, attitudes and preferences; 

(7) provide opportunity for incremental adoption and gradual improvement; 

(8) have a capacity for producing a diffusion to other communities and 
individuals; 
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(9) facilitate community involvement and participation. 

Health Personnel 

The education and training required by health personnel to properly 

apply health interventions depends on the sophistication of the technology 
used. The technology for many of these health interventions has been simplified 
and standardized to such a degree that their application can be safely delegated 
to persons receiving very short and simple training, without diminishing 
effectiveness. 

Most disease care performed in local health centres entails simple treat- 
ment, but takes up most of the working hours of the personnel. 

Logical conclusions are that many of the health interventions can and 
should be applied by ordinary people living in the communities in the rural 
areas of developing countries after very short training. The work of the 
personnel in existing local health centres should change considerably; they 
could have more time to care for patients referred from the communities, and 
have more time to visit communities and give technical advice to village health 
workers. 

As stated earlier, it is a basic concept of this approach to health 
development to draw maximum benefit from what already exists in the rural 
communities. There are traditional healers available whose treatment gives 
social satisfaction to people. The physicians trained in Western medicine have 
tried to ignore them and to have them considered as quacks. In many developing 
countries, the medical profession has even made it illegal for traditional 
healers to possess syringes and needles for giving injections. Attitudes of the 
medical profession should not prevent -traditional healers from being trained to 
use biological and medical science for the benefit of their patients. Accordingly, 
traditional healers should be recognised as health personnel. 

Traditional birth attendants are another category of health personnel which 
should have recognition as such in health programmes in rural areas. Their 
delivery -care gives social satisfaction to many people. As the technology they 
use needs improvement, arrangements should be made for giving them the necessary 
education and training as well as the simple equipment, which may considerably 
lower the risk of such diseases as tetanus neonatorum. 

The Community as a Unit for Health Development 

While the unit for disease -care is the individual person, the unit for 
health -care is the community. Health care measures aiming to prevent communicable 
diseases must be applied with sufficient coverage. If every member of the 
community does not actively participate, these measures may be ineffective. 

Vaccination programmes against some specific communicable diseases are effective 
only when a high proportion of eligible people are actually vaccinated. Each 

person with a long - lasting disease such as lung tuberculosis represents a risk to 

everyone in the community. 

In most rural communities, families live in close social contact and it is 
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difficult for individual families to change behaviour patterns unless these 

changes are accepted in the community. This is important for such promotive 

health -care measures as nutritional improvement and family planning. Each 

health intervention is - like many other development activities in the community - 

organized as a Community self -help project. Thus, the technology for each 

health intervention must be adapted to the organizational structures which 

exist locally. 

In most rural communities the group of leaders consist exclusively of or 

is dominated by men, usually the older men in the community. However, women 

and youths in the community need to be actively involved in many health -related 

activities. 

The daily work of women in a rural community is associated with disease 

risks for the family members. The selection and preparation of food for the 

family members is the woman's task, and often she is also responsible for the 

cultivation of such protective food as vegetables and fruit. She is responsible 
for the family's and the household's hygiene. It is the women who take care of 
the sick children. When improvement of nutrition, control of communicable 
diseases and family planning are the most important health development activities 
in a community, it is the acceptance of behavioural changes by the women which is 
decisive for the success of health development in the community. 

Special efforts should be made for improving the living and working 
conditions for women in the villages. Special community, self -help- action projects 
may release women from some of the heavy and time - consuming work they have at 
present in many villages, such as collection of water and firewood, which is 
carried over long distances. 

The introduction of reform and changes in communities must also concentrate 
on the youth - who are more receptive to change. Young people in rural 
communities should be given possibilities to demonstrate their initiatives and 
to develop leadership. And thus they must be organized for working together. 
Social and community- action activities are important also for making the youth 
more satisfied with village life and diminishing the exodus to towns and cities. 
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II. NUTRITION AND RURAL DEVELOPMENT 

Introduction 

Malnutrition is probably the aspect of rural health which most requires 

improvement. Even in areas where the severe, clinically manifested forms of 

malnutrition are not seen, a large portion of the population lives in a state 

of under- nutrition. Adults as well as children are affected. Chronic, mild 

to moderate forms of protein - calorie malnutrition may affect up to an 

estimated x+60 million people in the Third World and almost half are young 
children. In addition, many millions suffer from disabling diseases caused by 

specific nutritional deficiencies. Malnutrition, furthermore, is a major 

contributing cause of infant and childhood mortality. 

Rural Nutrition 

The Nutritional Status of Rural Populations 

The extent of malnutrition appears to be greater in rural areas, In 

India, for example, 80;6 of rural children suffer from some degree of 

malnutrition. Per capita consumption in rural Sri Lanka was only half that 
of the upper class in Colombo, the capital city. The rural poor in Colombia, 

similarly, in the period 1952 -1962, had a protein intake of one half the amount 
of middle class urban Colombians. Only 9% of the protein intake of the rural 
sector was of animal origin, whereas 31% of the middle class urban was animal 
protein. Calorie intake in rural Colombia was 68% that of the urban middle 
class.(36) 

Investigations in Latin America have confirmed that more serious nutritional 
deficiences are found in rural areas. Excessive mortality from nutritional 
deficiency, which was analysed by age at death, first type of deficiency, and 
geographical area, continued during the first five years of life whereas in 
urban areas, excessive mortality extended only a few months or two years.(32) 
In general, the uneven distribution of food which exists between socio- economic 
classes, combined with inadequate food and agricultural policies, always weighs 
in favour of urban areas. 

The social inequalitites which accompanied modern agricultural development 
left the rural nutritional situation in perhaps worse shape than before. Foreign 
exploitation heightened the inequalities of food distribution, and resulted in 
high levels of malnutrition. The story of the spanish conquest of America is 

illustrative. The Mayan Indians in Guatemala had developed a great civilization, 
and as far as one can tell from available information they had no serious 
nutritional problems. Their staple foods, as is still the case today, were corn 
and beans, supplemented by fruit, vegetables and meat from wild animals, which 
were abundant. Their agricultural practices would now be considered primative, 
but since they had all the land they wanted, they were able to develop an 
effective system of land rotation: clearing areas of the forest to be used for 
cultivation for a few years and then moving to another area, thereby maintaining 
an ecological balance without damaging the land and obtaining all the food they 
needed. Children were breast fed up to about three years of age or even longer, 
until they were able to consume the regular family diet without any problems. 
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Then the Spaniards came, conquered the land, subjugated the people, 

and used all the best land for cash crops, mainly for export. 
This 

agricultural pattern has been maintained to the present day, and is indeed 

increasing in proportion: what were previously large forest areas 
in the 

plains are now producing cotton, sugar, coffee and beef for the rich privileged 

class and for the developed countries. The Indians were left with the marginal 

mountainous land, and this is all they possess today - if they have any land at 

all. With the practice of subdividing the family property in each generation 

as it is handed from father to children, each family now has a very small plot 

which is insufficient to produce their minimum needs. They are obliged to 

exploit it to the maximum, even cultivating slopes too steep to maintain 

agriculture after clearing the forest covering them, since the wood is also 

needed as fuel for cooking. This has resulted in a rapid erosion of the land: 

many communities have practically no more usable land and thus have insufficient 

food. The whole country is suffering from the damage: the erosion in the 

mountains is resulting in flooding of the rivers in the low -land plains, where 

intensive commercial agriculture is seriously damaged. But these people are not 
to blame for the poor agricultural practices - they have to eat. Their diet is 
still based on corn and beans, but now in insufficient amounts and with very 
little to supplement it. Fruit and vegetables find their way to markets in the 
towns, and there are no more wild animals for meat. Poultry, eggs, milk and 
milk products are too expensive, particularly for those who have practically no 
cash and are living on subsistence agriculture. Even if they produce some of 
these foods themselves they will send them to market to bring in badly needed 
cash. Beef is one of the most important products of the country; it is produced 
in the rich low -land plains, but only for export, and for the limited internal 
market of those who can afford it. The influence and social pressures of the 
dominating western culture is forcing mothers to wean their children at an 
increasingly early age, and since no milk or other adequate substitute for breast 
milk is available, severe malnutrition is highly prevalent in small children and 
the majority of the population lives in a state of chronic under-nutrition. 

How do Rural People Obtain Food? 

Viewing the food supply situation from the national level, very few 
developing countries are self -sufficient in meeting the total food requirements 
of their populations - urban and rural. Internally, patterns of supply and 
cultivation vary in terms of intensive and marginal food productions. Urban 
populations often rely primarily on food supplied through intensive production 
as well as food imported, whilst rural populations may depend on marginal, local 
food production. 

Food consumption in rural areas is largely dependent on the production of 
the farmer's own land. The food he can raise, and the amount of cash he can get 
for selling his crop determine the amount and type of foods his family eats. The 
availability of foods other than those grown in the immediate vicinity is made 
difficult in rural areas by inadequate transportation and marketing systems: 
obviously, the more scarcely settled and the larger the territories, the greater 
the inaccessibility to other foods. 

Land use patterns, taking into account geographic and demographic factors, 



14. 

may directly affect the nutritional status of the rural than urban populations. 
A study of the type of growing pattern (crop spectrum) gives us a very clear 
picture of which nutrients are likely to be adequate or deficient.* For example, 

areas with an inadequate secondary forest, decreasing soil fertility and 
increasing population density, may have food sources in cultivated millets and 
maize, plus limited legumes and vegetables on a seasonal basis. The diet of 
populations in such areas may be adequate or marginal in calorie intake but 
inadequate in protein. Vitamins and iron deficiencies would exist. The 

nutritional status of settled dryland cropping on infertile soils (growing 
cereals and grain legumes, with few vegetables) would be similar to the above 
example, but with greater seasonal fluctuation of food intake. The paddy 

monoculture, which is the agricultural pattern with the greatest population 
density in Asia, produces wet rice with few alternative crops. It results in 

seriously unbalanced diet and deficiencies in important nutrients. Even where 

animal protein is available (milk, eggs, meat), the rural population usually sells 

such products rather than consumes them. Until the economic status of the 

cultivators is raised, it is unlikely that they would retain them for their own 

use. 

In general, as a result of factors described above, many rural areas 
experience a shortfall of adequate food quantity and quality. 

Why is There Not Enough Food and Why Not Enough Quality Food? 

Problems in supplying rural populations with adequate food are found in 
many aspects of agricultural production: land use patterns can lead to 

desertification or soil erosion or other conditions which diminish the food supply. 
This occurs through deforestration, particularly due to the planting of cash crops - 
food or non -food, overgrazing, weather change or extreme and,land tenure systems. 
Food losses are also caused by micro -organisms, pests, mouldiness, rodents, arid 

animal diseases in the handling and storage of food. 

Environmental factors render rural populations vulnerable to the "chronic 
desequilibrium of man and environment "(s9). A draught, flood, or any climatic 

variation or extreme, as well as crop destruction due to disease, etc., means 
that the farmer must use up reserves, and eat his seed crop, as exemplified by 
the long and devastating draught in the Sahel. Money for seeds for the next 
growing season must be borrowed, bringing the rural population into an indebted- 
ness from which he may never recover. 

Food use, furthermore, dictated by socio- cultural preferences, may result 
in extremely inefficient use of nutrient sources. The food chain, the conversion 
of sun energy to use in man, may not be exploited as efficiently as possible. In 

many areas, also, the competition of man and animals for food is crucial. 

Commercialization of agriculture which results in greater use of land for 

intensive food production, can have the effect of increasing the unequal distribution 

of food resources within a country in favour of the urban and export sectors. 

* 
See Table 1, at the end of this Annex 
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Increased commercialization puts rural poor into competition with higher 

income, urban populations, for food. The net effect of this is to lower the 

standards of living and diets of the rural poor. For example, wheat production 

shot up in many countries after the introduction of the new high yield seed 

varieties and the mechanization of farming. But the economic benefits were 

concentrated in the hands of the large landowners, leaving the rural poor 

without a share of the profits in income terms, and without the nutritional 

balance that would result from their having available the pulses grown on 

lands given up for wheat production. 

The transfer of technology and agricultural development, besides the 

economic considerations, in itself brought many problems to agricultural 

production: genetic erosion of local varieties, lower protein content of high 

yield varieties (replacing higher protein content pulses), the vulnerability of 

hyv, the reliance of hyv on high energy inputs (fuel, fertilizers, pesticides), 

and the lack of means for application of the advanced technology prohibited the 

dreams of the "green revolution" from becoming a reality solution to the food 

problems of the vast rural populations. 

Policies which have given priority to cash crop production for export, 

in order to boost foreign exchange earnings, have very often been pursued 

indiscriminately with the result of further impoverishing the rural poor. Very 

seldom have countries structured their agricultural developments on the basis 

of a national "food policy" aimed at meeting the dietary needs of all the people. 

Governments, regulatory practices, or lack thereof, regarding non - 

nutritious products, can also be seen as effecting the quality of food available 
to the rural poor. The influence of marketing and advertising pressures on 
consumption behaviour should not be underestimated. "Coca cola" is the "classic" 

example of how marketing techniques have penetrated rural areas. In Indonesia, 

a Japanese food seasoning, which has no nutritional value, has been widely 
purchased by poor rural families as a result of vigorous advertising campaigns. 

Such purchases leave families without money to buy foods which are nutritious and 

are needed especially for the children. 

How some of these factors affect nutritional status is illuminated in terms 

of the negative effect of increased production of high yield varieties and of 

government policies in the case of one large Asian country: rice cultivation, and 

then sugar (which was imposed on rice farmers in order to save foreign exchange) 

were promoted to the detriment of soybeans, which have a high protein content, 
and which was previously one of the country's major crops. In the same country, 

intensification of cash crops and changes in land use, accompanied by mechanization, 

and complicated by seasonal variation, led to under - employment of wage labour in 

the agricultural sector. This loss cf "income" to those in greatest need, lessened 

possibilities of purchasing needed foods which they could no longer grow themselves. 
The income generated from cash crop production of non -food commodities did not 
offset problems in making nutritious foods available to rural populations, and, 

therefore, this factor also contributed to high levels of malnutrition. 

Nutrition and Health 

The synergistic relationship between malnutrition and disease is well 
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documented. Malnutrition is the main contributory cause of the very high 

rates of infant and early child mortality observed in developing countries. 

It is a primary or contributing factor - accounting for approximately 50% of 

all pre -school deaths. The Inter- American Investigation of Mortality in 

Childhood in Latin America found that 8% of deaths in children 6 months to 

2 years have malnutrition as an underlying or main cause of death and 41% 

as an associated cause. It also found 57% of the children dying under 5 years 
of age had immaturity (in itself partially attributed to malnutrition of the 

mother) or nutritional deficiency as either an underlying or an associated 

cause of death.(32) Anaemia, which commonly combines with low nutritional 
status, may lead to increased pregnancy wastage, and indirectly to maternal 

mortality, as it makes women more susceptible to pregnancy complications. 

Studies carried out in Central America have shown that children of 

malnourished mothers are already handicapped from birth, as shown by their low 

birth weight.(24) The problem could not be completely solved by correcting 

malnutrition in pregnancy because their low birth weight is related not only to 
the malnutrition of their mothers during pregnancy, but also to the small size 
of these mothers, which is in itself a manifestation of their childhood mal- 
nutrition.(21) This means that at least two generations may be needed to break 
this vicious circle of parents living in poverty, having children in poverty, 
who will themselves become parents living in poverty. Some forms of morbidity 
directly due to specific nutritional deficiencies need special consideration. 
This is the case, for instance in blindness caused by Vitamin A deficiency, 
which is now recognised as a serious health and socio- economic problem. Many 
hundreds of thousands of children are blinded every year in the Third World due 
to this condition. Many times that number will be partially blind, resulting 
in a permanent work handicap. 

Poor health conditions, moreover, interact in terms of food wastage through 
malabsorption of nutrients or poor digestion.(33) Diarrheic processes pose a 
grave threat to healthгг mainly due to close connexion between diarrhoea arid lack 
of proper nutrition.()) These diseases - the major cause of childhood death - 
become more acute due to malnutrition, and at the same time, they tend to perpetuate 
malnutrition. 

Malnutrition affects human growth and development by distorting the normal 
symmetry and size of the bolt'( Correlations of height and weight with nutritional 
status confirm this effect. Studies of child growth patterns of ethnic groups 
(Bagandan, Peruvian, Chilean, South African) and income, furthermore, demonstrate 
that physical stature is lower in the lower percentile income groups.(12) 

Probably one of the most important effects of malnutrition is its effect 
on the mental development of children. It is now well known that malnutrition 
during intrauterine life and early childhood, together with insufficient socio- 
psycho stimulation, results in serious retardation in mental development. It is 

not yet clear whether this situation is irreversible or, as recent information 
seems to indicate, it can be corrected if the children are submitted to a programme 
of nutritional rehabilitation and systematic psychological stimulation: this may 
be irrelevant, because the fact is that a large proportion of children in the 
Third World have a reduced learning capability during the critical period of 
development - when this process is most intensive and important. 
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In areas of endemic goitre, which for example in some parts of Nepal 

have incidence rates of 100%г a high prevalence of cretinism and deaf -nutism 

is found. Recent studies(14) indicate that cretinism is only the more obvious 

part of the problem, and that in endemic areas, a large proportion of children . 

have mild to moderate forms of mental retardation. The direct association 

between deficits in height and weight and retardation in psychomotor, adaptive, 

language and social behaviour, are known to contribute to intellectual 

inadequacy as well as motivation and personality changes. This may lead to 

serious problems in a child's responsiveness to environmental stimulation. This 

may include the stimulation of the mother or family, as well as the stimulation 

of the many educational contacts in the community as a whole - informal and 

formal. Malnutrition can thus result in mental ill- health, and affects potentials 

for educational achievement, intellectual performance, dexterity, attention and 

other qualities affecting a child's leadership potentials and future capacity to 

improve his /her own conditions of life. 

Nutrition and Rural Development 

Overview 

Malnutrition, through its debilitating affect on man's physical and 

mental development, is a drain on development resources, and its existance means 

a high economic cost to development efforts. The particularly high levels of 

malnutrition and under- nutrition in rural areas, underscores the linkages between 

nutrition and economic improvement. 

Elimination of malnutrition and under- nutrition of the rural poor is 
seen as an investment in human capital with immeasurably high future returns. 
For without investing in nutrition, the huge investment in health, education and 
other development programmes may be wasted. 

The effect of malnutrition on mental and intellectual development has 
already been discussed. This results in direct losses in investments in education 
since it is partly responsible for the low rates of both scholastic and 
chronological progress in school, low school rention and high drop out rates in 
rural primary schools. Low income countries now spend roughly 4% of their GNP 
on education, and the efficiency of the education systems they support may be 
reduced by as much as 50% by the drop out and repeater rates to which malnutrition 
contributes heavily.(7) In Chile, studies showed that the rate of return on 
investment in nutrition as related to education was high - 19 -25 %.( ) 

The effect of malnutrition on health has already been described in the last 
section and it is concluded that without improvements in nutrition, reductions 
in the high levels of infant mortality, and general morbidity will not occur, 
and health benefits will not be realised. 

The high rates of morbidity in children and adults, for which malnutrition 
is an important contributory cause both in terms of greater frequency and longer 
duration, have serious economic implications for time lost in school or work, 
in money spent by families to care for the sick and in enormous hospital expenses 
which account for the major part of government investment in health. 

Considering childhood mortality, furthermore, in harsh economic terms only, 
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the death of a child at the age of five is a waste of economic investment. 

Calculations are made of the community's or families' lost investment in 

childbirth expenses, food, clothing, medical expenses, funeral expenses, etc. 
Conservative estimates in Jamaica and Trinidad and Tobago come to about 
ЕС%500,000 per annum as the lost family investment due to child wastage where 

malnutrition was identified as a primary or contributory cause of death. (10) 

With reference to the synergism between malnutrition and gastro- intestinal 
diseases, it has been estimated that elimination of parasites and consequent 
reduction of food waste due to parasites would have a saving of two billion 
US dollars in India, which is equivalent to more than 2% of that country's 
Gx?.(33) 

Handicaps and physical debilities caused by malnutrition poses a definite 

drain on the economy. The afflicted become to a large extent dependent on 
their families or the community for survival during, perhaps, the whole of their 

lives. This would result in significantly increasing the economically dependent 
and non - productive members of the community. 

The burden of malnutrition on the health infrastructure is substantial 
in terms of the treatment of malnutrition as well as of the effect of mal- 
nutrition on high levels of mortality and morbidity. Costs have been measured 
including those incurred in the treatment of clinically malnourished, and the 
treatment of diseases for which malnutrition is a contributory factor, (and 
for which otherwise hospitalization or service by other health facilities, would 
not be recognised). The cost to the Government of medical service (in- patient 
and out -patient, health centre or other facilities), and the cost to parents 
(transport to hospital, money not - earned in work time lost) are high. An 
estimate was made in the English- speaking Caribbean of the cost of hospitalization 
of malnourished children, not taking into account the cases in which malnutrition 
was a contributory cause and/or prolonged the stay in hospital. The figure came 
to about US,$10 million over a recent decade. The same figure would be much higher 
in most of the other developing countries. The percentage of the total annual 
health budget spent on in- patient hospital treatment of malnutrition and gastro- 
enteritis ranged, in a study in the Eastern Caribbean, from 1% in Trinidad to 6% 
in St. Vincent.(10) 

Furthermore, the decline in breast feeding has caused tremendous financial 
losses. The cost can be determined, in part, by calculating the price of extra 

cow milk production and purchase required, as well as the costs of artificial 
infant foods. In Kenya, where breast feeding declines have not been as dramatic 
as in many countries, the estimated $11,5 million annual loss in breast milk is 

equivalent to two thirds of the national health budget.(7) The decline in breast 

feeding has occurred primarily in urban areas, though indications are that with 
increased communications and marketing, this may also be occurring in rural areas. 

In Mexico, the percentage of rur 1 children breast fed at least б months declined 

from 95% in 1960 to 74% in 19667) If one compares the costs of extra feeding 

required by a lactating woman, if this were available to her, with the costs of 

artificial feeding, there will always be a higher cost for artificial feeding.(18a) 

The economic costs of not breast feeding do not, however, take into account the 

negative impact of non- breast feeding on nutrition and health - or infant 

mortality and morbidity - which in themselves have high economic costs, as 

described above. Breastfed children are less exposed to disease, infection 
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(particularly diarrhoea) and allergies, and obtain better nutrient supplies, 

as the composition of human milk is physiologically optimai.(18) 

The Effect of Malnutrition on Work Productivity 

Poor diet has been shown to be an important cause of reduced capacity 

for work productivity,(41) as malnutrition results in: (a) lethargy - the body 

protects itself by avoiding effort; (b) absenteeism, due to sickness - 

malnutrition lowers resistence to disease; (c) high accident rates - without 

sufficient diet the body tires more quickly; (d) reduced number of man-years for 

work - malnutrition debilities; (e) reduced ability to absorb or apply technology 

and work skills - malnutrition is seen as a limiting factor for reaching full 

genetic intellectual or educational potential. 

Many studies have demonstrated the link between the provision of improved 

diets and increased productivity. Information obtained from carefully controlled 

studies carried out in Guatemala on sugar plantation workers, showed that an 

increase in the workers daily energy intake from 2,800 to 3,200 calories resulted 

in an increased work output of at least 25%.(17) In economic terms the cost of 

the extra calories per person per week was 35 cents whilst the increase in 

earnings resulting from more work was ,1.02. A district study of coal production 

in the Ruhr (Germany) in World War II showed that in 1939, miners rations 

contained 2,300 work calories resulting in an output per miner ratio of 1.9 tons. 

In 1944, with 1,900 work calories per man available, the production level was 

1.65 tons per miner. Another study of the effect of dietary improvement on 

industrial and other production in wartime Germany in 1942 observed twenty work- 
men occupied with the building of an embankment inside a factory. Their tasks 

were to dump debris out of railway cars and change the rails to advance the 
points of dumping. The workmen were on a food ration which supplied 820 work 
calories per day. Their work output was 1.5 tons per man hour. After several 

months of work of this kind, the workmen began to receive different food rations 
for heavy workers. In the course of one year 2.2 tons per man hour were dumped 
with an average of 1,300 work calories, and the body weight of the workers 
increased by about 4 kg.(19) In the then Belgian Congo, mortality amongst hired 

hands in the Union Minere properties in Katanga, fell from 53/1000 to 8/1000 

from 1962 -1972 following measures for improved diets, housing and disease 

prevention.(41) A study of an earthmoving project in India, confirms the positive 

effect of feeding on work output where the workers who consumed more calories 
had output levels of up to 80;6 higher than other workers.(36) Finally, a number 
of studies has clearly shown that in countries where there is a greater reliance 
of human strength and energy for economic output, as in low income countries, 
the effect of increased calorie intake on economic growth will be substantial. 
In a study of 9 countries in Latin America, this effect was shown to be nearly 
as great as the contribution of education in economic growth.(11) This finding 
is of particular importance for any rural development strategy, given the 
physical demands of the rural working environment. 

Income and Nutrition 

The purchasing power of the rural family for food depends on income and 

pricing considerations, which are most direct, of course, as families become 
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increasingly part of the monetized economy. The percentage and amount of 

expenditure on food tends to be greater in lower income groups. As income 

increases, families tend to restructure their diets, and initially spend a 

large proportion of the increment on food: in general, as income rises the 

proportion of money for staples will fall relative to higher value foods. 

The rural family's economic status affects other aspects related to 
childhood nutrition such as the prenatal environment (mother's nutrition and 
health care during pregnancy), demand breastfeeding versus opportunity breast - 
feeding or both, and presence of the mother during infancy.(22) 

Increased income alone does not, however, lead automatically to improved 
nutritional status. Cultural factors, such as family eating habits, food 

distribution within a family, breastfeeding practices, would influence whether 
or not the increased income would go towards expenditure on nutritious foods, 

especially for the most vulnerable members. Increased income, also, must be 

coupled with health promotion including safe water supply and communicable disease 
control, for improvement in nutrition to be felt. 

Nutrition and Population 

The effect of malnutrition on fertility rates has been shown to be highly 
significant. Studies of what is known as the "child survival hypothesis" 
demonstrate that when parents see that their children, especially sons, survive, 
they are less motivated to have more children. Improved nutrition combined with 
mother child health promotion have been shown as having strong correlations with 
increased acceptance of family planning methods. 

In certain areas of the world, rapid growth in population causes mounting 
pressures on the man/land ratio, which increases food supply shortages and thus 
further aggravate the deteriorating situation of malnutrition. Reports of 
starvation in some areas of the world suggest that population growth has out- 
weighed the availability of food. Many analysts of the world food situation, on 
the other hand, agree that the problem is not so much that of having enough food 
to feed growing populations, but of distributing food resources more equitably 
throughout society. 

Socio- cultural Factors and Nutrition 

Traditional cultural beliefs influence people's attitudes toward food and 
their eating habits. It has been found that even when nutritious foods are 
available, they may not be consumed by the family because of certain taboos. 
The literature is full of examples of foods which are high in proteins or vitamins 
or minerals, but which are not eaten in critical stages of development, particularly 
in infancy or pregnancy. 

Preferential feeding by sex is another way in which social factors affect 
nutrition. In India male infants and children in low income groups are fed more 
than females, and average height and weight measurements show the results of such 
feeding. Males have consistently better height and weight measures, and are rated 
lower in severe forms of malnutrition.(22) In many societies, women eat only after 

the men have eaten, and therefore get less food and probably less nutritious food, 
which can be extremely debilitating for pregnant and lactating women. 

The level of emancipation of women thus affects the welfare of children. 
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The nutrition level of rural children is seen to be correlated more with the 

level of educational attainment of the mother than the father, and, therefore, 

a higher educational level of the father, even if it leads to higher income, 

may not effect children's nutrition. The status of women is also crucial in 

other ways, for very often women play a central role in food production, 

distribution and consumption, and they have an important role in the health 

development of future generations through proper lactation and provision of 

food to infants and young children. 

Conclusion 

Action programmes for improving the nutritional status of the poor have 
commonly been undertaken through welfare based on charity. Where malnutrition 
is concerned, this has taken the form of establishing programmes for treatment 
and rehabilitation or supplementary feeding programmes for those in greatest 
need. In isolation - and with the relief orientation usually given to them - 

these programmes are at best only palliative measures which do not deal with the 
basic causes of the problem. 

The role of women in bringing about better nutrition for the family is 
important. Education for women in nutrition is urgently needed. 

Agricultural policies must be modified so that agricultural developments 
serve specific targets of nutritional improvements amongst the poorest segments 
of the population. Though the short term opportunity costs for the affluent may 
be high, the ultimate benefits to the economy as a whole from a better fed 
population would make this strategy more than worthwhile. 
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Table 1 

THE ECOLOGY OF RURAL NUTRITION 

A. Rural Economies, Land Use, Systems of Crop and Animal husbandry, and Standards of Nutrition 

Rural economies Sources of plant foods Sources of animal foods Nutritional status 

1. Hunters and collectors, low 

density of population. Few 
such communities remain. 

Wild plants for roots and tubers, Wild fauna, only rarely 
leaves, shoots, seeds, fruits, including larger animals, 
nuts, Fungi, rodents, bats, lizards, birds, 

insects, worms. Some fish 
trapping. Collection of 
honey. 

Relatively balanced diet, when 
not crowded and harassed by 

neighbouring swidden communities. 
Possible calorie deficiency 

probably compensated by small 

physical stature. 

2. Hunters and collectors in 
primary and secondary forest, 
with swidden. Low 
population density. 

As above, but decreasing use 

of wild roots and tubers. 
Cultivated cereals and legumes, 

roots and tubers and vegetables 

adapted to local environment. 

Wild fauna, plus scavenging 

domestic fowl and domestic- 
ated wild fowl, ducks, goats. 

Domestic animals mainly for 
ceremonial use and 

consumption. Fishing. 

Diversified diet, with more 

carbohydrate from the 

cultivated crops. 

3. Swidden, with regenerated 
secondary forest as fallow. 
Increasing density of 
population. 

Wild plant foods of lower 
stages in succession, plus the 

crops as above. 

Secondary levels of wild 
faunal components, following 
regression of plant cover. 
Hunting becomes less impor- 
tant. Domestic livestock 

as above. Cattle and/or 
buffalo kept by some groups 

for draught. 

Animal protein may be less 

frequent in diet, depending 
chiefly on availability of 
fish. 

4. Fishing communities on sea 
coasts and inland lakes where 
fishing as the primary occu- 
pation is combined with some 
agricultural and/or hort- 
icultural activities. 

Adapted cereal, root, legume 
and vegetable crops, collec- 
tion from wild plants and 
animals of moderate or 
little significance. 

Small amounts of fish eaten 
regularly, depending on 
economic status and length 
of fishing season. 

Diet may be adequate or marginal 
in calories, and consequently 
inadequate in protein; calcium 
requirement met where small fish 
eaten whole. Vitamin and iron 
deficiencies. 

* 
Source: Whyte, Robert. Rural Nutrition in Monsoon Asia. Oxford University Press, 1974. 
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г3. 

Sources of plant foods Sources of animal foods Nutritional status 

5. Swidden, with inadequate 
regeneration of secondary 

forest; soil fertility tending 
to fail. Excessive population 
pressure for this system. 

Mainly millets, maize and upland 
rice, where adapted. Contrib- 

ution from flora less signifi- 

cant. Limited legumes arid 

vegetables on seasonal basis. 

Contribution from wild fauna 
less regular. Scavenging fowl, 

pigs and goat, dependent 

upon environment and ethnic 
traditions. Consumed at 
festivals. Soте fishing. 

Diet likely to be inadequate in 

calories and most nutrients, 

with very marked seasonal 

fluctuations. 

6. Settled dryland cropping 
with swidden on infertile 
soils. Excessive population 
pressure per unit of 
cultivable land. 

Adapted cereals and grain 

legumes. Vegetables few and 
limited to rainy season in 

absence of water for small 
vegetable plot. Up to two - 
years store of cereal may be 
retained. 

Scavenging or free -ranging 
fowl, pigs, goats and cattle, 

dependent upon environment 

and ethnic tradition. 

Diet dependent on access to 
markets for sale of produce. 

Diet marginally adequate in 

calories with deficiency of 

animal and plant protein and 

serious deficiency of vitamin A, 

other vitamins and minerals. 

Marked seasonality. 

7. Grazing and browsing com- 
munities. Migratory, 

nomadic or settled, with some 
cultivated land, dry and/or 
irrigated, at base village 
or camp. 

Mixed cereals, though not 
usually eaten at same meal, 
with some grain legumes. 
Few vegetables. 

Sheep, goats, cattle, 

buffalo, camel, mostly on 

free -range grazing with 
small livestock around 
base. 

Male diet probably adequate in 

animal protein, therefore in 

total protein, most vitamins 

and minerals. Diet of vulnerable 

groups adequate only while flocks 
and herds at base village, 

calories, plant proteins 

inadequate; consistent defi- 

ciency of minerals and vitamins. 

Major deficit is water. 

8. Irrigated plus settled dry- 
land plus swidden. River 
valleys, terraced slopes and 
hill- sides. Excessive pop- 
ulation pressure per unit of 
cultivable land. 

Mixture of several dryland 
cereals, root crops with wet 
rice. Few legumes. Highly 
seasonal vegetable supplies. 
Some collection of wild 
green leaves. 

Scavenging poultry, pigs, 
draught buffalo. Eaten 

only at ceremonies. Small 

wild -life and insects hunted, 
fish in paddies and 
streams. 

Calories marginal, protein, 
vitamin and mineral deficiencies. 

. Settled dryland agricul- 
ture. High to excessive 
population density. 

* Greatest cultivated area in Asia 

As with (6) As with (6) As with (6) 
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В. Environment, The Land and Nutrition 

10. Paddy monoculture. High 

to excessive population 
density. ** 

Wet rice, with few alternate 
crops. 

Draught buffalo. Ducks, 

fish in paddies. Scavenging 
fowl and pigs near 
homesteads. 

Serious protein deficiencies, 
especially among vulnerable 

groups, since animal produce 

sold and usually only small 

amounts of fish consumed. 
Deficiencies of thiamine 

associated with highly milled 
rice. Deficiencies of calcium, 
iron, vitamin A, riboflavine 

predominant; some other vitamins 
inadequate. 

11. Irrigated alternate 

husbandry. High population 

density. 

Major cereals, grain legumes, 

fodder crops, vegetables, 

cash crops grown in crop 

rotation with irrigation 

water available in all 

seasons, integrated with 
adapted forms of intensive 
animal husbandry. 

Intensive forms of animal 
husbandry (dairy cattle, 
chickens, pigs and ducks) 

fed in stalls or special 
buildings on feeds and 

fodders produced from 
cultivated land. 

Farmers tend to sell their cash 

products of high nutritive value 
to urban markets until economic 
status permits some retention for 

family. Thus most diets 
deficient in protein, vitamins 

and minerals. 

12. Plantation agriculture. Food grains, some legumes and 

vegetables may be grown or 

purchased. 

Cows for milk kept by Indian 

plantation workers. All 

may keep scavenging chickens, 
pigs, ducks, goats, depending 
on location and ethnic 
preferences. 

Amount and quality of food 
intake dependent upon provision 
by plantation manager to workers 
and their families. Great 
variation in number of meals 
provided per day by management. 

** 
Greatest population density in Asia 
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III. MALARIA AND OTHER PARASITIC DISEASES OF MAN 

Introduction 

Parasitic diseases characteristically affect rural populations of developing 
countries. Multiple infection is the rule, and the average person in, for example, 
the African rural areas, suffers from malaria, schistosomiasis, filariasis and 
several intestinal helminths. Various forms of these diseases will be found 
throughout the tropical areas of the world and many of them still exist in developed 
countries in the temperate areas. 

The most important diseases in this group run a chronic debilitating course, 
even if some of them ultimately lead to death in a high percentage of cases. 
Susceptibility to the infective agents is practically universal, and where the 
ecology is favourable to transmission a very high proportion of the population is 
affected. The problem is aggravated because for many of the parasitic diseases 
there is still no safe and easy treatment; and vector or reservoir control involves 
large scale ecological manipulation which is of high cost and is subject to setbacks 
such as the development of resistance to insecticides. 

Malaria is the most important disease in the group. In 1973, 488 million 
people in 66 countries lived in areas where malaria is endemic and of these, 346 
million lived in areas which were not covered by anti -malaria programmes.l The 
proportion of actual malaria cases among these populations, in the absence of control, 
can be very high: for example, the parasite rates were 50 -100% in the Terai plains 
in Northern India, before the successful control programme launched in 1946 (which 
brought them down to less than 5 %)2. In some areas although subjected to prolonged 
and intensive control programmes, such as the South -East Asian countries, the 
number of cases has been increasing at an alarming rate during the seventies, and 
positive blood slides now number several million. Susceptible populations in 
ecologically receptive areas are exposed to the risk of malaria epidemics which 
can attain great intensity; in 1958 Ethiopia suffered such an epidemic which 
affected 3 million people and caused 150 000 deaths.3 

Schistosomiasis affects Africa (Schistosoma mansoni and S. haematobium), 
tropical America (S. manzoni), West Asia (S. haematobium and S. mansoni), and 
East Asia (S. japonicum). In some endemic areas more than 50% of the population 
are affected from this single cause.4 

1 WHO Expert Committee in Malaria. Sixteenth Report. Technical Report, Series 549 
WHO, Geneva, 1974. 

2 Chakrabarti, A. K. (1956) Bull. Nat. Soc. India Malar. 4, 53. 

Schaller, K. F. and Kuls, W. (1972) Regional Studies in Geographical Medicine 
Vol. 3. Ethiopia. Geogr. Monogr. ser., Berlin, Springer Verlag. 

4 
Benenson, A. S. (1970) "Control of communicable diseases in man" (Eleventh Edition) 
A.P.H.A., Washington D.C., 1973. 
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African trypanosomiasis (sleeping sickness) is found south of the Sahara 

mainly in rural areas along the streams and in the savannas of the inter- 

tropical zone. The disease is characterized by fever, anaemia, wasting, severe 

headache and somnolence. It may run a protracted course of several years (a 

form due to Trypanosoma gambiense in West and Central Africa), or death may 

ensue in a few months (in the form due to T. rhodesiense in East Africa). Both 

forms are fatal when left untreated. Among the 35 million people exposed in 

the moist savanna zones to the risk of transmission at least 20 million are not 

under regular surveillance.5 American trypanosomiasis (chagra's disease) is 

found in the rural areas of a large part of Latin America. After the acute 

stage, which may be lethal, particularly in children,6muscular lesions remain, 

affecting foremost the heart and the large intestine. 

The diseases caused by the invasion of tissues by the various types of Filaria 

worms are endemic in most warm rural areas of Africa, Asia, Latin America and the 

Pacific Islands. Some of them occupy the lymphatic system, causing elephantiasis. 

Another type, caused by Onchocerca volvulus, originates blindness and affects 

almost 100% of the population in some areas of Africa.6 Also widely prevalent in 
tropical rural areas are the leishmaniases. The cutaneous form produces chronic 
ulcerating lesions; the visceral form (Kala -azar) is a chronic but fatal disease, 
leading to progressive emaciation and weakness. Another chronic, debilitating 
parasitosis which is endemic in tropical and sub -tropical areas is ancylostomiasis 
(hookworm). Its main feature is hypochromic anaemia. As with the other parasitic 
diseases, prevalence can be very high: a figure of 85% was recorded in Indonesia 
among construction and rubber plantation workers, according to a recent IBRD 
study.7 

Intestinal parasites, such as Erit amoeba histolytica, Giardia lamblia, 
Ascaris lumbricoides, Enterobius vermicularis or the various taenias, can affect 
nearly 100% of children in developing countries, causing digestive and nervous 
symptoms as well as malnutrition and through this, growth impairment. They belong 
to the large group of enteric diseases associated with poor education and deficient 
environmental sanitation. 

Ways in Which Parasitic Disease Control Contributes to Rural Development 

These diseases are a tremendous economic burden on the rural community, but 
not only because of the mortality and morbidity they produce. A general model of 
the impact of parasitic disease control (see diagram and following sections) 
indicates how the reduction of the immediate effects of disease can lead to improved 
labour productivity. In epidemics of malaria, for example, the disease can create 
such havoc that crops are not planted or reaped and the whole work force of the 
stricken area may be disabled. In agricultural and pastoral tropical communities 
where the disease is most rife, the peak transmission season most often coincides 
with the period of maximum agricultural activity and nomadic movement. 

5 
WHO, Division of Malaria and other Parasitic Diseases 

6 
Idem Ref. (4) 

7 Basta, C. S. and Churchill, A. (1974) "Iron Deficiency Anaemia and the 
Productivity of Adult Males in Indonesia ". World Bank Staff Paner No. 175, 
Wasington, D.C. 
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The second link in the model shows that disease control may be expected 
to have positive effects on land use and land productivity. Human occupancy 
of large areas of land in Africa, Asia, and the Amazon areas of South America 
has been impossible due to malaria, trypanosomiasis or onchocerciasis. Fertile 
lands are abandoned and villages deserted. 

Diagram: Ways in Which Parasitic Disease Control May Contribute to Rural Development 
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Control measures can thus contribute to a better geographical distribution of 
population and an increase in food for home consumption and in agricultural cash 
products. These results together with freedom from the disease, are pre -conditions 
for an improvement of the quality of life, which in turn leads to better health. 
Greater income also consolidates the preventive and curative programmes already 
initiated. 

The relative role and importance of the different links in the model may be 
different from one situation to another. In a number of areas, for example, 

rural development and resettlement has been the precursor of the central of 
African trypanosomiasis, enabling a critical population density to be reached - 

as in Tanzania, or preventing further spread of the disease, as in the Anchan 
corridor in Nigeria. For Chagas disease again, the emphasis has been on the 
improvement of rural housing as a method of disease control. 

The components of this model may be further described in terms of the following 

direct effects of disease control: 
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(a) Lower mortality and higher life expectancy: it may be questioned 

whether this is a demographically important effect of the control of parasitic 

diseases, although the control of schistosomiasis has been credited, in China, 

with a fall in death rates; 

(b) Higher fecundity: Birth rates are said to have soared in the 

affected regions of China after the successful control of Schistosoma japonicum;8 

(c) Reduced morbidity arising from anaemia, general weakness; specific 

effects of disease: pruritus, insomnia, recurrent attacks (febrile, lymphangitis, 

dysentery bouts, etc.), seasonal acute episodes or epidemics, impaired nutritional 

status (through intestinal malabsorption, and loss of nutrients), irreversible 

mutilating effects (e.g. blindness, cardiomyopathies, CNS lesions); 

(d) Improved growth of children; 

(e) Reduced vector pest nuisance; 

(f) Improved environment through engineering methods and health education; 

(g) Improved animal health. 

Effects on Labour Productivity 

The most categorical evidence is provided by records from estate plantations 

and mining concerns, i.e., well bounded economic sub -systems, in developing 

countries. In Guyana, it was the sugar producers association and not the 

Government, which in 1940 launched an anti -malaria campaign, for the shortage of 

manpower-at peak periods was forcing it to close down a number of plantations.9 

The case of a new settlement in central Kedah, Peninsular Malaysia, is but one 

among many: in January 1964 forest clearing was commended by a contractor employing 

his own labourers; all went well until March, when malaria appeared among them; 

in two years, there were 120 deaths in a labour force of about 4000. The increased 

cost was such that the first of contractors went bankrupt. When settlers were 

brought into this cleared area two years later, malaria broke out among them after 

two months.10 

In the development of the Terai, in India, the turnover of labour was about 

100% per quarter before malaria control was introduced.11 Similar examples can be 

drawn from the history of the tea plantations in India and Bangladesh, of the 

rubber plantations in Indonesia and of the mining areas of Zambia. In all these 

cases the situation was influenced by the fact that workers or settlers who were 
immigrants from non -endemic areas were highly susceptible: and those who were 
immigrants from a different endemic area brought in. new, virulent or drug resistant 

strains of the parasite. 

8 
Cheng, T. H. (1971) Amer. J. Trop. Med. Hyg., 20, 26. 

9 
Ruderman, P. (1964) Publ. 11th. 5еги. Publ. No. 1178. 

10WHO 
Study Team to West Malaysia (1968) Unpublished document. 
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A recent IBRD study among construction and rubber plantation workers in 
Indonesia showed that the prevalence of hookworm infection was 85% and that 

45% of the victims suffered from resulting iron deficiency anaemia. Treatment 

of the anaemic workers with elemental iron for 60 days, at a cost of US 13 cents 
per labourer, resulted in an increase of productivity of approximately 19%.12 

In China, schistosomiasis was estimated to cause an: average loss of 40% of 
the patient's capacity of work; thus, cure of 3.5 million patients was tantamount 
to reinforcement of the labour force by more than one million.13 

The severe effects of parasitic diseases on the productivity of agricultural 
labourers is magnified because their seasonal increase usually coincides with 
the critical times of planting or harvesting. For instance, in 1937, losses 
estimated at 10,600,000 Dinars were sustained by Yugoslavia because seasonal 
workers who were struck by malaria epidemics in Macedonia, the main rice producing 
area but also the most heavily malarious, could not finish harvesting the crop.14 
Another case in point is that of the 1958 malaria epidemic in Ethiopia, which led 
to a disastrous famine.15 

Before the conduct of malaria control programmes in the Transvaal and in Natal, 
30 to 40% more workers were recruited than necessary in order to allow for a margin 
of absenteeism on account of sickness. Following the elimination of malaria, it 
was no longer necessary to maintain the reserve labour force. -6 

Effects on Land Use and Rural Productivity 

These may the following: 

(a) ensuring agricultural work to be done at critical planing and 
harvesting season; 

(b) possible extension of land acreage worked by individuals, and obtainment 
of higher yields: this is illustrated in Conly's study of the impact of malaria 
on the farms of recently cleared land in Paraguay (see case study at the end of 
this paragraph); 

(c) possible improved organization of rural work; integrated mixed farming; 
optimum combination of food and cash crops. This is borne out for example, by a 

11 
Black, R. H. (1973) Unpublished WHO document MAL /EС/16/73.3. 

12 
Basta, C.S. and Churchill, A. (1974) "Iron Deficiency Anemia and the 
Productivity of Adult Males in Indonesia ". 

13 
Cheng, T.H. (1971) Amer. J. Trop. Med. Hyg. 20, 26. 

14 
Richter, B. (1973) In: Ninth International Congress in Tropical Medicine 
and Malaria, Athens, 1973, vol. 1., p. 305. 

15 
Schaller, K..F. and Kuls, W. (1972) Regional studies in geographical medicine. 
Vol. 3, Ethiopia, Geogr. Monogr. Ser. Berlin, Springer Verlag. 

16 
C.E.A. (1951) The cost of disease and the price of health, 

WHO Monogr. Ser. Ni. 7. Geneva. 
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study of two land settlement projects in the Philippines. 17 In both projects 

the same facilities had been provided for the settlers by the Land Authority 

and the same form of administration prevailed. One of them was non -malarious, 

and here the farmers were ready to experiment with new cash crops such as coffee 

and to try new methods suggested by the Chief Agriculturist. In the malarious 

settlement, on the other hand, malaria was the dominant factor; eleven new 

settlers who had left the settlement after one year's stay reported that everyone 

of them and all members of their families had suffered or were suffering from 

malaria. They had not been able to clear their lands; they had had to buy drugs 

and had exhausted their savings. Some had resorted to selling part of the sub- 

sistence rations provided by the Land Authority and a few had even sold farm 

implements. 

(d) Land reclamation schemes in areas cleared of disease: control of 

Glossina is practised over vast areas of Africa to enable agricultural settlement 
in tse -tse infested country and to. protect cattle breeding. Among similar efforts 
made in several countries, complete reclamation of some 10 950 Km2 of former 
tse -tse belt have been achieved in the southern Rhodesia- Mozambique border regionl8 
and 115 000 Km2 have been cleared in northern Nigeria.19 

In Uganda, control of Simulium over at least 4150 Km2, on the Jinja Nile, 
started in 1952, has been followed by spectacular development, with previously 
untenable land being transformed into a major producing area of food and cash crops. 
The farming population in the principal affected areas has increased between the 
1948 and 1959 surveys by 164 %, compared with only 19% in the neighbouring areas.20 

Irrigation schemes are carried out in order to augment the surface of productive 
land. However, in many tropical areas they may bring about a great increase in the 
incidence of schistosomiasis, through the creation of excellent conditions for the 
multiplication of species of snails which are the intermediate hosts of the parasite. 
The purpose of the investment is thus to a large extent defeated. An example of a 
successful project which has incorporated a preventive health component in the shape 
of snail controlis found in Kenya, where five Government sponsored irrigated schemes 
have been established in the past two decades to absorb the landless and generate 
productive employment. These schemes are serving a cropped area of some 6600 
hectares which are operated by 4041 tenants, with more land coming into agricultural 
use every year. Where once land was utilized only for subsistence cultivation and 
pasture, rice, cotton, maize, groundnuts, onion and capsicm are now produced. The 
following table gives details of the mode of life and land usage before and after 
the change of water utilization.21 

17 
WHO Study Team to the Philippines (1968). Unpublished document. 

18 
Robertson, A. G. et al (1972) In: Proceeding and Transactions of the 
Rhodesia Sc. Assn., , part 1, 34. 

19 
MacLennan, K.J.R. (197)) Trop. Anim. 11th. Prod. , 40. 

20 
Prentice, M.A. and McRae, A.W.R. (1966) unpublished document WHO /ONCHO /66.38. 

21 
Highton, R.B. and Choudry, A.W. (1974) E. Afr. Мед. J., 5ј, 180. 
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In China, as a result of snail extermination, 120 000 hectares of 
fertile infested land have been rendered suitable for farming 

Malaria eradication in Italy, Romania and Spain have made possible the intense 
development of rural areas, as well as the execution of irrigation and electric 
power projects. After the introduction of residual insecticides, Portugal was 
able to repeal the legislation introduced in 1938 prohibiting rice cultivation in 
certain malarious areas, with the result that surface area under cultivation 
increased to double its size, coverting the country into an exporter of rice.23 In 
Greece as a consequence of antimalaria campaigns and changes in agricultural 
practice, the production of rice became 15 times the average previous yield.24 

Rice production is said to have also increased by 15% per acre in the first 
year after malaria was controlled in Burma and in Pakistan.25 The fertile plains 
of the Ghab, the Beka's and the depression of Jordan Valley, where malaria had in 
the past prevented settlement and development, have become now some of the most 
important agricultural areas in the Western Asia. 26 Up till 1947, Sri Lanka had 
30 000 Кm2 of uninhabitable jungle. As a result of effective malaria control this 
land was able to accommodate, by 1953, over 91,000 landless people in 26 new 
colonization schemes. 27 Central Thailand was highly malarious and largely undeveloped; 
since malaria control was undertaken, it is a thriving agrarian centre where new 
settlers could not have been induced to establish homes under previous conditions.28 
It was stated in 1955 that 79% of land in the Philippines was uncultivated and 
remained merely as a potential source of wealth; many areas known to be fertile, 
which had been abandoned through high sickness and death rates, were repopulated and 
recultivated âfter malaria control: this had played a large part in overall pro- 
duction for.home consumption and export. 29 

22 
Idem Ref (13) 

23 
From records of the WHO Regional Office for Europe. 

24 
Livadas, G. and Athanassatos, D. (1963) Riv. Malar. 42, 178. 

25 
Soper, F.L. (1955) ‚CA Malaria Manual, Attachment 8, 2. 

26 
Zulueta, J. de & Muir, A. (1972) Trans. Roy. Soc. Trop. Med. Hyg., 66, 679. 

27 
First Asian Malaria Conference, Bangkok, 1953. 

28 Dy, F.J. (1954) Bull. W1d. 11th. Org., 11, 725. 

29 
US Public Health Service (1950) Report of Philippine public health re- 

habilitation programme, 4 July 1946 - 30 June 1950, pp. 62 -69. 
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On the Bay of Banten in North West Java over 4000 ha of high productive 
rice land were idle for several years after the Japanese occupation. Attempts 
were made after the war to recultivate the land, but malaria epidemics in 1944 
affected over 80% of the inhabitants. The land was then abandoned to become a 

wilderness until 1951 when house spraying resulted in its reoccupation, farmers 

returning spontaneously to the area when they heard of the antimalaria measures 
being taken.30 

Large scale malaria control programmes in the Transvaal and Natal have helped 

to produce major economic improvements in South Africa. Some of the most fertile 

zones along the Drakensberg Coast, where malaria was hyperendemic, are now being 

exploited with success. In Pongola, formerly almost deserted, about 20% of the 

country's entire sugar cane crop is being produced. In the frontier zone of 

Botswana and on the Limpopo more than 8000 hectares of land are now used to pro - 

duce tobacco and groundnuts. The Letaba region contained in 1940 only 300 
hectares of irrigated land; in 1950 the area was 5000 hectares, with land at 

four times its previous price and production increases of 40%. All these results 

are attributed to the institution of effective malaria control, before which, it 

is stated, a sickness margin of 30 to 40% had to be allowed by'employers recruit- 

ing their labour.31 

With the enormous population movements as India became independent, one of the 
most urgent problems faced by the Government was to increase food production. The 

Terai Hills at the foot of the Himalayas were practically untapped territory and 
all past efforts to develop the area had been thwarted chiefly by malaria which 

occurred in hyperendemic form. The first large scale Food Production and 
Colonization Scheme was launched in 1946 in the virgin tract of Naini Tal Terai 
over 40 000 hectares, It included an anti -malaria organization which, in the 

course of five years, brought the parasite rates down from 50 -100% to below 5%. 
Where prior to the operations the population has been sparse and dwindling, 
thousands of settlers mostly displaced persons from West Punjab, Sind the North 
West Frontier Province and East Bengal soon poured into the villages that had been 
created. Each family received 4 -6 hectares of reclaimed land for farming. A 

planned township sprang up at Rudrapur. Other improvements were the construction 
of 80 Km of metalled road, a modern hospital, a boarding school and a dairy farm. 
A large State farm (6500 hectares) was established in the heart of Terai which 
became the chief granery of Uttar Pradesh.32 

Improved animal production for food, draught, manure: Through schistosomiasis 
control in China, 140 000 disease incapacitated draught oxen recovered.33 Intense 
development of fisheries, besides agricultural settlement, followed the eradication 
of malaria in the Danube Delta, 

Soeparmo, H.T. & Stoker, W.J. (1952) Madjalah Kedokteran Indonesia, cited 
in Ketterer, W.A. (195)) Publ. Hlth. Rep., 68, 1056. 

31 
Cambournac, F.J.C. (1950) Unpublished document WHO/MAL /58. 

Chakrabarti, A. K. (1956) Bull. Nat. Soc. India Malar., 4, 53. 

33 
Idem Ref, 13. 
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Development of trade and tourism: A relevant case is that of Sardinia. 

The island, once described as the "hell hole of the Mediterranean" because of 
its long history and almost universal prevalence of malaria, was made the 

scene of a massive campaign directed to the eradication of the malaria vector. 

Although it was not possible to eradicate the native vector totally through 
this programme, the dramatic reduction in the incidence of malaria has changed 
the entire economic and social pattern of the island. Today, it enjoys economic 

prosperity which is supplemented by income from the tourist trade.34 

Effects on Population Distribution and Structure 

Parasitic disease control contributes to checking land desertion by young 
people, with consequent aging of population and dying out of villages. It also 

can permit the settlement of people from overpopulated, over exploited areas, to 

areas abandoned because of unhealthy conditions. 

Reduced Costs of Treatment and Control 

In the case of malaria, the cost of various control (not eradication) pro- 
grammes was estimated in 1973 at US $ 0.30 to US $ 1.50 per capita.35 This 
could be compared with the total medical expenditure of the public sector in many 
countries of Asia and Africa, where it is below US $ 3.00 per capita. The cost of 
malaria control has since gone up disproportionately, mainly because of the 

increased price of insecticides. Such drainage of resources will cease when 
efforts at source control and eradication are implemented. 

34 Harrar, J. G. (196)) Amer. J. Pub]» 11th., , 375. 

35 
Idem Ref. (1). 
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Table 1 

Economic and Social Effects of Onchocerciasis 

in the Volta River Basin Area 

Nature 

. 

Extension or number 

Evaluation of 

the cost of 

onchocerciasis 
US$ 

1. Effects on population 

(a) Diminution in the productive 1 million individuals 
Not measurable 

capacity of onchocerciasis 
affected people (malady + 

malnutrition) 

in all zones 

(b) Under utilization of people 
in dense zones 

RDO. Ouagadougou, 
Upper Volta 

2 100 000 

Upper Region, (Ghana) 1 300 000 

(c) Charge of blind people on the Upper Volta: 40 000 640 000 
familyl Ghana: 8 000 160 000 

Ivory Coast: 1 000 80 000 
Mali: 2 000 48 000 
Dahomey: 1 600 40 000 
Niger: 200 8 000 
Togo: not known - 

(d) Relative aging of population Upper Volta: decrease 
due to emigration of young of 0.16% per year 260 000 
adults 

Other countries not known 

(e) Costs of field treatment Ivory Coast (1970) 160 000 
teams 

Upper Volta 60 000 

Other countries 380 000 

2. Effects on production 

Upper Volta 12 800 000 (a) Inability to farm valleys 

Ivory Coast 4 800 000 
Ghana 4 800 000 
Mali 5 200 000 
Dahomey 1 400 000 
Togo and Niger not known 

(b) Soil degradation and RDO of Ouagadougou and 800 000 
subsequent yield reduction Koudougou (Upper Volta) 

RDO of Yatenga (Upper 
Volta) 228 000 

Bawku and Navrongo 
districts (Ghana) 170 000 

Lama -Kara area (Togo) 50 000 

1 On the basis of the most recent investigations, the total number of persons 
suffering from economic blindness would be about 70 000. 
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SELECTED CASE STUDIES 

I. THE CASE OF MALARIA AND ITS IMPACT IN THE PRODUCTIVITY OF 
NEW RURAL sr�l'LEmENТs IN PARAGUAY36 

Introduction 

The study was mounted to collect and analyse first -hand information on the 
economic impact of malaria in a rural environment. It took place in eastern 
Paraguay in a zone recently opened up by the Government for colonization.37 The 
study area met the required conditions: it had a high incidence of malaria; an 
eradication programme was soon to begin to permit observation of the "post - 
eradication" situation; a simple, semi -subsistence economy prevailed facilitating 
the singling out of the effects of malaria reduction. Six localities in the 
Departиent of Parana were retained on the basis of their malaria history during 
the preceding two years. Fortunately for the investigation, two localities 
experienced a serious outbreak of malaria in the first year. The maximum distance 
in- between two localities was 10Km so that the land, climate, marketing conditions, 
etc. were alike throughout the area. 

Methods 

Data on the health and economic activities of the 69 families investigated were 
collected at 15 -day intervals over a 22 month period from August 1968 through 
June 1970 by specially trained Paraguayan 'visitors' proficient in the local 
language (guarani). A standard set of 15 forms were developed for use in the 

census and initial survey and in the regular visitors' rounds to note specified 
information relating to family antecedents; availability of tools, draft animals 
and machines; health record; sketch map of farm; quarterly condition of the 

farm; work done; harvest; poultry; livestock; construction; work done for 

gain at home and work done away from home; expenditures; credit and debt. The 
data were centrally coded for computer processing and analysis in РАНО. 

On the basis of the health data, an index was computed for each family to 

reflect, visit by visit, the presence and intensity of malaria, taking into 
account also the economic importance of the ill person through a weighting system. 
The individual families were then arranged in three groups: those with little or 
no malaria during the first year, (group 1); those with a moderate amount (group 2); 

and those with much malaria (group )). All groups had little or none in the second 

crop -year. 

36 Summary of a study reported in: Gladys N. Conly (1975). The impact of 

malaria on economic development: a case study, PAlO/WHO Sci. Publ. No. 297. 

37 The programme is carried on through the Rural Welfare Institute. Much of the 

best agricultural land of Paraguay was inaccessible and uninhabited as recently 

as 20 years ago. In 1966 in the 'eastern axis' stretching along the 195 km of 

highway between Coronel Oviedo and Puerto Presidente Stroessner which forms the 

boundary.with Brazil, there were about 100 000 inhabitants settled on 20 to 30 

hectare lots that were mostly still heavily wooded. 
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Comparisons among the three groups in respect to various economic indicators 

were made, primarily consisting of comparisons of the differential direction of 

rate of change from the malaria- affected agricultural year to the less -affected 

year. In comparisons of rates of change, each family was compared against itself 

and the rates geometrically averaged within each group. 

Results 

As pointed out by the author there were a number of weaknesses in the method 

and while some of the more striking relationships observed when tested gave a 

probability of less than 0.01 that they were due to chance. Many others were not 

so readily disentangled from chance differences among the individual farms. 

In group 3 (much malaria families) the effects of malaria went far beyond 

causing the postponement of non -essential tasks. The losses began with restrictions 

of the farmers ability to add new land to their fields (41% reduction) and con- 

tinued with inability to set out the crops they would normally have had (7% 

reduction). In the intervals between bouts of illness these farmers - and their 

wives, children, parents, and other relatives as well - worked long hours, but 
they yields at harvest time, when all crops except manioc are taken together, 

were 36% lower than they should have been. 

In her conclusions the author recalls that in such malarious areas as those in 

Latin America, where the disease is unstable and the incidence varies widely, 

rural families do not know whether the coming year will be good or bad from the 

point of view of malaria, and what their fate will be. The very existence of 

this risk is a serious deterrent to any expansion of commercial crops, particularly 
when some crucial stage in agricultural work coincides with the malarious mouths, 

which is practically almost always the case given the seasonal patterns of crops 

and malaria. 
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II. THE Et"Ю�CT OF SCHISТOSOMA MANSONI INFECTION ON THE РRODUCTIVIТY OF CANE 

CIfrfEns ON A SUGAR FSТАTE IN TANZANIA AND ANALYSIS OF COSTS AND BENEFITS 

of A CONTROL РROGRAMME38 

Introduction 

At Arusha Chini in northern Tanzania, an integrated control programme 

against Schistosoma mansoni on an irrigated sugar estate resulted in a greatly 

reduced incidence and a reduction in the prevalence and intensity of infection. 

That experience made it possible to prescribe routine snail control procedures 
to keep the level of S. mansoni on the estate at a low level in future years. 

However, there was insufficient evidence to justify expenditure for that purpose 

since the infection appeared to be relatively benign and there was little evidence 

of economic loss as a ?result of the disease. 

A previous attempt in 1962 -63, on the same estate, had shown that the rate of 
absenteeism was higher among infected workers, and that they presented themselves 

more frequently at the hospital for treatment. However, it failed to demonstrate 

that infected cane cutters on the estate did not work as hard in the fields as 

uninfected workers. 

In a further attempt to find out to what extent cane cutters at Arusha Chini 
are affected by S. mansoni infection a study was carried out by comparing retro- 
spectively the bonus earnings awarded to infected and uninfected cutters during 
1968 and 1969. Since the previous study two important changed had occurred on 
the estate. The labour force had become more static, because employment by 1968 
was on a semi -permanent basis, arid the marked reduction achieved in the trans- 
mission of the disease meant that it was possible to include in the study a 

relatively large group of uninfected workers as controls. 

Methods 

As differences in productivity were expected to be small it was necessary to 
include as many men as possible in the study and to do this the parameter 
selected for study was the total bonus earnings per man in each of the four 6- 

month periods in 1968 and 1969. This figure reflected the number of days the man 
had worked in that period and the output he had achieved on the working days. 

Bonuses were paid to men who cut more than a certain minimum amount of cane. 
Before cutting, the fields were classified by the manager into one of four groups, 
A, B, C, or D, according to weather conditions, cane type, extent of defoliation, 
etc. The minimum weight of cane to be cut per man before a bonus was payable was 
different for each group and so was the bonus rate. 

The ment were classified into "infected ", "uninfected ", or "treated" for 
each of the four 6 -month periods after reviewing the details of each man's stool 
examinations and drug treatments. Any man who had not been examined at all during 
the 2 -years was excluded from the whole of the study as his status was unknown. 
Like -wise, any man who was first classified as uninfected and later classified as 
infected was excluded as his status was uncertain. 

38 Summary of studies reported in A. Fenwick & В.Н. Figenschou (1972) 

Bull. Wld. 11th. Org., јј, 567 and A. Fenwick (1972) ibid., 573. 
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Any man who had been absent for 3 consecutive weeks or more in any one 

of the 6 -month periods was excluded from the summary for that period, but 

otherwise no allowance was made for lost days, since with a large number of 

subjects over long periods it was expected that lost days, other than those 

attributable to schistosomiasis, would be fairly equal in each group. 

The mean bonus earnings per man for each group (Table 1), were compared and 

the differences were tested for significance by means of the two -tailed "t" test. 

The effect of treatment for S. mansoni was examined by comparing the performance 

of a group of workers before and after treatment with the performance of infected 

men and uninfected men whose status did not change. 

Because of the complicated bonus scales and the fact that the men worked in 

different fields, a separate study was'made to relate the bonuses earned to 

the quantity of cane cut and to observe whether any differences were due to lost 

working days or to higher productivity. This study was possible for only half of 

the cane cutters and for the first six months of 1969. The men were classified 

into "infected" and "uninfected" as before and the quantity of cane cut on each 

day of the 6 -month period by each man was noted with an indication of the type of 

field worked (A, B, C, or D). From these figures the quantity cut in the 6 -month 

period in each of the field types was calculated together with details of the 

number of working days in each type of field, the number of days with and without 

bonus, and the quantity of cane cut with and without bonus. 

Results 

Differences in mean bonuses between uninfected and infected workers 

The results of the bonus earnings survey (Table 2) clearly showed that, for 

5 of the 6 calendar periods considered, uninfected men earned at least 11% more 

in bonuses than the infected men and that in each of these periods the difference 

was significant at the 95% confidence level. In the sixth period the difference in 
earnings of 6% was not significant. 

Effect of treatment on bonus earnings 

The 198 infected workers whose bonus earnings were calculated for the period 
January -June 1968 were sub -divided into two groups - those who were not treated 
and those who were treated between July and December 1968. The bonus earnings of 
these two groups before and after the treatment period are shown in Table 3 and 
are compared with the bonus earnings of the uninfected group. 

The results show that the treated group improved their earnings relative to 
the untreated group. With respect to the uninfected men the treated group also 
improved their earnings: before treatment they earned 12.2% less than the 
uninfected men and after treatment they earned 6.5% and 7.0% less. Earnings of 
the treated group were not expected to equal those of the uninfected men since 
the study continued for only 1 year after treatment. 

Relation between bonus earnings and output 

The third aim of the study was to correlate bonus earnings with the quanitity 
of cane cut, and it was shown (Table 4) that a 3.97% difference in earnings was 
obtained while the increase in cane cut was only 0.98 %. If the ratio of 4:1 is 

extrapolated to the periods in Table 2, the differences in productivity become 



42. 

2.75 %, 2.85 %, 3.5 %, 1.5 %, 3.4% and 2.8 %, respectively. This suggests that the 
difference in productivity between uninfected and infected men is in the region 
of 3 %. 

However, the particular period selected for this study was the one in which 
differences in the overall bonus earnings were not statistically significant, 
suggesting that in this period there were other factors in operation: there was, 
in fact, exceptional rainfall which made it difficult for all workers to earn any 
bonus at all. It is considered that under better cane cutting conditions the 
true difference might be about 5 %. It should be pointed out that the study was 
carried out on a selected group of men, all the obviously unhealthy individuals 
having been excluded, either at a pre- employment medical examination or during 
the study, if their output was unsatisfactory. 

Estimated Costs and Benefits of a S. Mansoni Control Programme on the Estate 

The costs incurred in carrying out a control programme during the years 
1968 -70 inclusive, have been worked out. The total expenditure on snail control 
was US $ 23 538, of which US $ 17 371 was spent on molluscicides and US $ 5 135 on 
labour. This represents an annual expenditure of approximately US $ 1.31 per 
estate resident. In the mass diagnosis and treatment campaign the main items in 
the total expenditure of US $ 37 043 were labour (US $ 1) 724), drugs (US $ 218), 

hospital charges (US $ 8 262), and lost working days for treatment (US $ 8 760). 

It was estimated that the recurrent annual expenditure necessary to keep 
S. mansoni at a low level in the future would be US $ 7 714 on snail control and 
US $ 1 832 on detecting and treating new cases; however, the institution of a 
snail control programme would reduce the need for chemotherapy and would result in 
recurrent annual savings of US $ 7 448. In addition, it was estimated from the 
above productivity study that savings of about US $ 14 000 per year could result 

if treatment of infected workers raised productivity by 5 %. The good will that 

resulted from the protection of wives arid children against schistosomiasis would 
be a further benefit. When all factors were taken into account, snail control 

appeared to be a feasible economic proposition. 
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Bonus Earnings by Infected, Uninfected, and 

Treated Cane Cutters During 1968 and 1969 

Period 

Infected Cané Cutters Uninfected Cane Cutters Treated Cane Cutters 

Total bonus 
Na. in 

earned 
group 

(US$) 

Mean bonus 
per man 

(Us$) 

No. in 

group 

Total bonus 

earned 

(us$) 

Mean bonus 

per man 
(us$) 

Total bonus 
No. in 

earned 
group (Us$) 

Mean bonus 
per man 

(Us$) 

1968 

Jan. -June 198 4892 24.70 88 2413 27.42 

July -Dec. 105 3551 33.81 58 2185 37.67 

All year 105 6297 69.97 54 3689 68.31 

1969 

Jan. -June 120 3427 28.55 125 5784 30.27 82 2321 28.30 

July -Dec. 43 1474 34.28 95 3703 38.98 73 2646 36.25 

All year 40 2529 63.23 90 633о 70.33 52 3390 65.20 
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ТаЫе 2 

Difference in Earnings Between Infected and Uninfected Cane Cutters 

Period 

Mean earnings (us$) 

Percentage 
Difference 

P value 

Infected 

Men 

Uninfected 
Men 

Difference 

1968 

Jan. -June 24.70 27.42 2.72 11.0 0.025 

July -Dec. 33.81 37.67 3.86 11.4 0.025 

All year 59.97 68.31 8.34 13.9 0.001 

1969 

Jan.-June 28.55 30.27 1.72 6.0 0.085 

July -Dec. 34.28 38.98 4.70 13.7 0.025 

All year 63.23 70.33 7.10 11.2 0.035 

Tame 3 

The Effect of Treatment for S. mansoni on the 
Bonus Earnings of Cane Cutters 

Group or comparison 1968 1969 
Jan. -Junе Jan. -June 

1969 
July -Dec. 

Mean earnings per man (Us$) 

Uninfected group 27.42 30.27 38.98 

Treated group 24.08 28.30. 36.24 
(pretreatment) (post -treatment) 

Infected (untreated) 

group 25.08 28.56 
a 

34.28 

Difference in earnings (Us$) 

Uninfected /treated 3.34 1.97 2.74 

(12.2%) (6.5 %) (7.$) 

Infected /treated 1.00 0.26 -1.96 

(4.2%) (0.91 %) ( -5.4 %) 

Uninfected /infected 2.34 1.71 4.70 

(8.5 %) (5.7 %) (12.1 %) 

a 
The figures in parentheses are the differences expressed as percentages. 
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Table 4 

Mean Performance and Mean Bonus Earned by 

74 Infected and 63 Uninfected Cane Cutters 

In The Period January -June 1969 

Uninfected 
men 

Infected 
men 

Difference 
Percentage 
Difference 

No. of days worked 96.17 95.78 0.39 0.41 

% of days without bonus 12.26 13.49 1.23 10.03 

Quantity of cane cut (tons) 216.00 213.91 2.09 0.98 

Quantity of cane /day (tons) 2.246 2.233 0.013 0.58 

Bonus earned (US$) 31.95 30.73 1.22 3.97 

Ni. of voluntary days worked 1.286 0.932 0.354 38.0 
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III. MALARIA CONTROL IN SRI LANKA39 

In 1946, the malaria morbidity rate per thousand was 413 in Sri Lanka. 
Though malaria played a minor role in total mortality, it heavily influenced 
the distribution of the population on the island. The following table shows 
the population, area and population density of districts of Sri Lanka which 
have been grouped by the endemicity of malaria. 

Table 1 

Spleen 
Population Area 

Population 
Endemicity rates Per Square Per density per 

(per cent) 
Number 

cent miles cent square mile 

Not endemic 0 -9 4 142 889 62 5113 20 810 
Moderately endemic 10 -24 1 207 569 18 5271 21 229 

Highly endemic 25 -49 994 495 15 8460 33 118 
Hyperendemic 50 -74 312 466 5 6489 26 48 

In 1947, when insecticides were first applied on a substantial basis, the 
malaria morbidity rate fell to 211 (approximately half of the previous year). A 

similar percentage reduction was recorded in 1948, and by 1954, the rate had 
fallen to only four per thousand. The diminished incidence of malaria was 
associated with a reversal in the direction of internal migration and an immediate 
increase in the magnitude and rate of agricultural growth. These trends are 

- documented in the following tables. 

Table 2 

Excess of Immigrants Over Emigrants Enumerated at the Census of 1946 and 1 

In The Districts of Ceylon,Grouped by the Former Endemicity of Malaria 

Former 

Endemicity of 
Malaria 

Spleen Rates 

in 1939 and 1941 

(per cent) 

Average 

Immigrants Minus Emigrants 

Enumerated at the Census 
of 1946 and 1953 

1946 1953 Change 

Not endemic 

Moderately endemic 

Higher endemic 

Hyperendemic 

6 

17 

39 

65 

162 186 75 516 -86 670 

54 481 37 871 -16 610 

102 674 160 562 57 888 

57 374 108 384 51 010 

39 This material has been taken from "Economic and Demographic Consequences of 
Malaria Control in Ceylon ", by Harald Fredeiksen, Indian Journal of 
Malariology, 16, 4 December 1962. 
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Land Allotments and Acres Developed in the Formerly 

Malarious Area, Ceylon, 1938 -1957 

Year 
Land Allotments Areas Developed 

(Cumulative Totals) (Cumulative Totals) 

1938 1 073 б 861 

1947 2 977 21 252 

1957 26 329 146 855 

Acreage under cultivation increased from 927 078 acres in 1946 to 1 411 700 
acres in 1960, and rice production increased from 246 000 tons in 1946 to 
630 000 tons in 1961, as a result of malaria control. 
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IV: VETERINARY PUBLIC HEALTH: CONTROL OF ZOONOSES 

Introduction 

Man's association with animal populations (livestock and wildlife) is 

particularly close in rural areas. Many diseases which infect his herds 
reducing his food supply also affect his own health causing illness and even 

death. Veterinary public health services working to reduce or eliminate health 
risks to man from animals and their products play an important role in improving 

living conditions in rural areas: through the control of diseases, they con- 

tribute both to animal production and to human productivity in agriculture. 

Agriculture accounts for a major proportion of gross domestic product (GDP) 

in developing countries. Animal production in turn may contribute significantly 
to agriculture in various parts of the developing world. The role of the live - 

stock sub -sector in agriculture illustrates the importance of animal production. 

The Indicative World Plan for Agricultural Development or FAO estimates the 
African region's annual value in livestock production in the early 1960s as 
representing about 12 per cent of the gross value of agricultural production.1 
The contribution of livestock production to the total varies widely, from an 
estimated 8 per cent for central Africa and 10 per cent for West Africa, to 19 per 
cent for East Africa (Table 1). A serious limit to the development of Africa's 

livestock potential is the problem of disease, in particular trypanosomiasis. In 

Latin America, a major problem to the expansion of animal production is the - 

prevalence of animal diseases and pests which not only cause a high animal 
mortality but also reduce yields of meat, milk and wool. For Brazil it was 
estimated in the mid -1960s that infections and parasitic diseases, and 
insufficient feed with an inadequate mineral content, were annually responsible 
for the death of cattle, pigs, sheep and goats, whose approximate value is 
equal to one quarter of the total value of livestock production.2 

The livestock sector has an important role in the national economies of the 

countries of the Near East. While in Somalia the sector makes a major contribution 
to total GDP, its share in agricultural GDP is significant in most Other countries 

(Table )). Also, in this region, the problem of animal diseases is important. 

Thus, it has been estimated that in Jordan between 25 per cent and 30 per cent of 

potential animal production is lost on account of enzootic and epizootic diseases.3 

Livestock plays a relatively minor role in the economy of the developing 
countries of Asia and the Far East. In 1969 the contribution of the livestock sector 
to the regional GDP was estimated at 4 per cent, equal to 12 per cent of the 

agricultural GDP.4 However, in judging the importance of livestock in most countries 

of this region, certain factors have to be taken into account. One of them is the 

1 FAO. The State of Food and Agriculture, 1970. 

2 Ibid., р.75 

Ibid., p.88 

4 
Ibid., р.88 
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Table 1. Africa: Share of the Livestock Sector in 

Total GDP and Agricultural GDP1_1965 -1966 

Share of Livestock (Percent) 

Total GDP Agricultural GDP 

Central Africa 2.3 8.0 

Chad 11.3 27.0 

Central African Republic 3.1 10.5 

West Africa 4.9 10.0 

Mali 29.4 70.0 

Mauritania 11.3 24.0 

Niger 23.6 40.0 

Upper Volta 10.1 19.0 

East Africa 8.8 18.8 

Kenya 8.8 25.0 

Tanzania -•- 10.5 

Source: FAO, The State of Food and Agriculture, 1970, p.115 

Argentina 

Brazil 

Mexico 

Paraguay 

Uruguay 

Table 2. Latin America: Share of the Livestock Sector 
in Total GDP and Agricultural GDP, 1968 

Livestock production, 
as percent of 

Total Agricultural 
GDP GDP 

7 48 

7 25 

5 30 

10 35 

8 70 

Source: FAO, The State of Food and Agriculture, 1970, p.72 
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Table 3. Near East: Share of the livestock sector 
in total GDP and agricultural GDF 

Afghanistan (1966/67) 

Cyprus (1966) 

Iran (1966) 

Iraq (1966) 

Total 
GDP 

Agricultural 
GDP 

Percent 

7 

6 

7 

12 

Percent 

14 

29 

34 

48 

Jordan (1965/66) 7 36 

Lebanon (1965/66) 5 32 

Libya (1967) 2 43 

Somalia (1966) 33 50 

Sudan, The (1966) 9 16 

Syria (1966/67) 7 28 

Turkey (1967) 9 26 

United Arab Republic (1966) 8 28 

Estimates of livestock and livestock products are not very 
reliable in most of the countries: the percentage share should 
therefore be regarded as representing an approximate order of 
magnitude. 

Source: FAO, The State of Food and Agriculture, 1970, p.102 

apparently widespread underrecording of domestic backyard production for family 
subsistence and local village use. Furthermore, a most important part of the 
energy employed in farming in the region is provided by draught cattle and 
buffalo. 

Zoonoses in the Developing World 

The zoonoses are diseases and infections which are naturally transmitted 
between vertebrate animals and man. This is a biologically heterogeneous group 
comprising about two hundred different diseases. Different zoonoses vary as to 
their medical or their agricultural economic importance. For example, Q fever 
is of considerable prevalence but has had little oro agricultural economic 
significance. Conversely, Vibro fetus infection is of great agricultural economic 
importance and so is Trichostrongylus infection but they usually constitute only 
minor problems from the human public health standpoint. 
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Important zoonoses typically related to cattle and sheep -breeding are 
hydatidosis, foot -and -mouth disease, brucellosis, anthrax and fascioliasis. These 
problems have been greatly reduced through intensive control programmes in the 

developed countries, such as the USA, Australia and New Zealand, but in Uruguay, 
for example, the rate of infection for hydatid cyst around 1960 was 32% in cattle 
and 100% in sheep; and in the countries of North Africa, the same disease 
affected between 10 and 100% of cattle; the rate in Turkey was 62% of cattle and 

59% of sheep. In some parts of Latin America human infection rates as high as 
84.3 per 100 000 have been observed. Bovine brucellosis can be considered the most 

important zoonoses in the world from the economic point of view; the highest 

infection rates are observed in dairy cows, especially those housed in milk sheds 

in large cities in Latin America and Asia. The stock losses from this disease in 

the Americas alone have been estimated at US $ 350 million annually. 

An endemic zoonoses which specifically affects the cattle breeding countries 
is bovine tuberculosis. In South America alone this disease caused losses estimated 
at about US $ 150 million in a year.5 In tropical Africa, bovine trypanosomiasis is 

me of the chief causes of the under -exploitation of the hydropastoral resources.6 

Where swine breeding is an important activity, trichinosis, brucellosis, foot - 

and -mouth disease and tapeworm infection attain economical importance. So do 
anthrax, glanders and foot - and -mouth disease in horse breeding regions. Trichinosis 
is declining in its traditional foci, the northern temperate zone - but it is a 

serious problem in Latin America and has been reported from Africa, Thailand, New 
Zealand and the Arctic regions. 

In many poor mountain communities, goats are a source of livelihood and here 
again brucellosis is a scourge; because of the circumstances, the policy of test - 

and- slaughter, employed in the control of bovine brucellosis, is difficult to 
apply, and the economic losses are more keenly felt. 

The Benefit of Zoonoses Control for The Rural and National Econorne 

The benefits of control programmes for zoonoses take three forms, which vary in 
relative significance between diseases: 

(i) readily quantifiable economic benefits: the control of zoonoses may 
produce monetary benefits through both its impact on. animal populations and on 
human populations; 

(ii) economic benefits which exist, but are not so readily quantifiable in 

financial terms, either because market values are not clear or not susceptible to 
accurate calculation, or because the biological consequences of a control programme 
are not fully clear; 

(iii)non- economic benefits which are not suitable for any form of quantitative 
analysis. 

7 WHO Chronicle 1974, 28, 103 -112, 178 -189. 

6 
UN World Food Conference. Document E /CONF.65 /4, August 1974, Para. 232 -246. 

7 This section draws largely from: WHO (197)) "Report of a consultation on socio- 
economic aspects of zoonoses" (Document WH0/"TPH /73.2). 



2. 

The pathways relating control of zoonoses in animal populations to the 

economy may be delineated as follows: 

(a) Decreased death rates (where applicable) - valuation of animals may 
be at market value, or at capitalized earning power (which is the 
amount of money which would have to be invested at a defined interest 
rate in order to yield the same financial return that was obtained 
from the animal). Where the major product of the animal does not 

involve its slaughter (milk, wool, traction) and market values of 

animals for slaughter are low, capitalized earning power may reflect 

the true value of the animal more accurately than the market price. 

(b) Improved efficiency of production of animals which would previously have 
been expected to be affected by the disease, e.g. in tuberculosis. 

Estimates of the difference in productivity between affected and non- 
affected animals and between affected and cured animals will vary 

according to environmental conditions and to particular productive 

purposes (e.g. milk production, meat production, traction). 

(c) Improved reproductive performance of animals which would previously have 

been expected to be affected with a disease such as brucellosis. 

(d) Reduced expenditure on treatment and handling of affected animals fin 
some areas). 

(e) Secondary benefits resulting from these three primary effects. It may, 

for example, be possible to alter herd and flock replacement policy if 

livestock no longer die or are sold due to the disease under considera- 

tion, and this may enable reallocation of capital and /or improved 

genetic gain.. A variety of secondary benefits will, no doubt, be found 

for particular zoonoses in certain environments, and it is difficult to 

predict their nature. 

(f) International trade benefits: elimination or reduction of certain 

zoonoses may enable a country to export more animal products to countries 

with legal barriers which previously prevented increased trade. This is 

true, for example, of beef, which is rejected in the international market 
if affected by cysticercii; of pork, which is rejected if affected.by 
trichinae or by cysticercii; of viscerae, if they contain hydatid cysts; 

of wool, leather and meat when originating from anthrax - infected 
animals. Whether or not these gains would be realized dpends on whether 
the importing country is using the import embargo as a disease control 
measure or as a de facto import control measure. It would also be 
necessary to take into account in valuing animal products any change in 
price per unit of product which might result from an increase in output 
due to reduction in prevalence of a particular zoonosis. Prices may 
rise or fall according to the particular circumstances. There may be 

other, even more oomplex international trade consequences which will 
arise in particular circumstances and could only be discussed in relation 
to a specific set of conditions. 

(g) investment by a farmer in a particular production system may be influenced 
by the presence or absence of aspecifiс disease (such as tuberculosis). 
Disease control may therefore influence the income of the farmer by chang- 
ing his attitude to certain production systems or scales of enterprise in 
the light of an altered risk of a disease outbreak. The significance of 

this effect could be calculated under some circumstances. 
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(h) Where heavy fixed equipment costs must be incurred in operating an 

animal production unit, an alteration in prevalence of a serious 

disease may alter either the extent of capital investment required for 

a new unit or the return on capital tied up in an existing unit. For 

example, in intensive pig production an increase in litter size and 

reduction in variability may enable the farmer to have smaller sow 

accommodation. Conversely, deaths of animals may result in fewer 

animals occupying existing buildings and the farmer may therefore 

receive a lower return to the capital involved in those buildings. 

(i) If the amount of labour expended on treatment and control of disease 

can be reduced, this may make farm labour available for more directly 

productive uses and therefore yield increased returns. 

(j) Improved utilization of land, including reduction of the damage to 

pasture land consequent to the over -grazing derived from attempts to 

maintain the output of animal products. The economic benefit of such 

improved utilization of land has been estimated for the case of bovine 

trypanosomiasis in tropical Africa at US $ 750 million per year, i.e. 

the value of an additional annual production of 115 million tons of 

meat derived from a supplementary cattle population of about 120 million 

heads. The campaign to fulfill this objective8would take about 20 years 

and would cost between US $ 2 and 2.5 billion. 

The possible mechanisms of the impact of zoonoses control in human population, 

on the economy, may be delineated as the following: 

(a) Deceased death rates. This has an economic effect in that the gross 

earnings or value of production of the percentage of affected occupational 

groups are reduced by the disease by an amount equal to the average annual 

earnings multiplied by the decrease in life expectancy due to the disease. 

This amount, which is in effect the nation's return on its labour resource, 

is a benefit which accrues when deaths, due to the disease, are reduced or 

eliminated. 

(b) Improved productivity. Individuals affected by zoonoses will generally 
not be as productive as healthy individuals, particularly with diseases 

having chronic effects such as brucellosis. This deficiency in pro- 

ductivity would have to be measured in terms of lowered gross earnings. 

The benefit of control measures would be to reduce the number of people 
affected, and possibly the severity of the effects on productivity in 

those people who still contract the disease. 

(c) Reduced medical costs. The expenditure of a community on drugs and 
materials for treating zoonoses would be reduced, and the amount of 
medical services (including hospital care) required would be reduced. 
In this case only the variable costs are relevant, since both services 
would still be provided if the country was free of zoonoses. It has been 
estimated that US $ 500 000 per annum are spent by three Latin American 
countries only on the hospitalization of hydatidosis patients.9 

8 
UN World Food Conference. Document E /COЛΡIF.65 /4, August 1974, paras. 232 -246. 

9 WHO Chronicle 1974, 28, 10)-112, 178 -189. 
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(d) Improved nutrition due to the increased amount and quality of food 
produced and particularly of animal protein. 

The sum of the economic effects listed, minus the cost of the control pro- 
gramme, make up the net benefit to be expected from this area of public health. 

This analysis of the monetary benefits of controlling zoonoses does not 
imply that the social and psychological effects of these diseases are not at 
least as important. Pain, suffering, anxiety, hardship to the families of 
deceased individuals, are problems to be reduced through the control programmes. 
Suffering may be diminished in animals as well as in men. 

Observations of the Impact of Zoonoses Control on Rural Development 

Brrcellosis is caused by a group of bacteria, Brucella abortus, B. canis, 
B. suis and B. melitensis. One of its most conspicuous effects in cattle, sheep 
and goats in the transplacental infection of foetuses and their premature expulsion. 
It also causes fever and other symptoms, as well as mortality at all ages. The 
disease is acquired by rural workers through the handling of infected animals and 
their contaminated tissues and discharges. The population at large is also 
exposed through the consumption of infected milk and milk products. 

Human brucellosis is characterized by recurrent periods of fever, headache, 
weakness and pains; it may last for several days, many months, or occasionally 
several years. Clinical diagnosis is often difficult or uncertain. Recovery is 

usual but disability is often pronounced. 

The occurence of brucellosis is still worldwide, especially in Mediterranean 

countries of Europe and North Africa, USSR, Mongolia, Mexico and South America. 

In Sweden in 1943 sixteen thousand cattle herds were found infected. That is, 

a proportion of six percent. The annual economic loss to the country was estimated 

at nine million dollars. A voluntary control programme was started in that year. 

The initial emphasis was on diagnosis of infection by means of serological tests 

of milk (the "milk ring" test), blood, foetal membranes and aborted foetuses. In 

herds in which infection was discovered, a combination of measures was applied: 

resistance of heifer calves was increased by means of "strain 19" vaccine; 

infectious sources were reduced through the slaughter of all infected calves and 

transmission was controlled by ensuring good environmental hygiene at parturition. 

In 1948, the programme became compulsory in some areas and this was extended to 

the whole country in 1953. The last reactors were eliminated in 1957 and since 

1961 the programme consists only of surveillance through the laboratory eхamiпa- 

tion of placentas and foetus in all suspected abortions. 

The total cost of the eradication effort was 4.4.million dollars, that is, 

less than one half of the previous annual economic loss, which was sustained mainly 

by the farmers.10 

10 
Based on: Schwabe, C.W. (1969) "Veterinary Medicine and public Health" 

Williams and Wilkins, Baltimore, Chapter Eleven. 
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In the United States, a similar programme is estimated to have been 

associated to annual savings of seventy million dollars in 1958 as compared 

to 1947. Approximately one half of these savings can be assigned to the 

farmers of the state of Minnesota, which had the highest rates of infection. 
The case of hydatid disease control in New Zealand:11 Hydatid disease is 

caused by the larval stage of a tapeworm, Echinococcus granulosus and 

E. multicularis. In its adult form, this is an intestinal parasite of dogs; 

when cattle or sheep eat the eggs of the tapeworm, they develop large "hydatid" 

cysts in their ciscerae. Dogs are infested by eating these viscerae in the 

farms or in slaughter houses. Man can develop cysts if he ingests the eggs of 

Echinococcus granulosus, a likely occurrence in children or even -, adults who play 

with infected dogs. The human disease can be particularly severe, cyst removal 

by surgery can be difficult and sometimes unsuccessful, with such patients 

suffering from progressive disability, caquia, and death. 

Due to the slow development of the cysts and to the two completely different 

forms of the parasite, the mechnaism of transmission is not readily understood by 

the affected populations. However, in more educated environments, cyst carrying 

viscerae are rejected both for their uselessness as food and because they present 

a hazard of infection to dogs and hence to humans. It was for this reason that 

export of sheep and cattle livers was restricted by the New Zealand Government in 
the fifties (following the detection of hydratid cysts in livers exported to 
England). The estimated economic loss to the farmers from these condemned organs 
alone was over four million dollars. This, coupled with a vigorous educational 
campaign, caused the setting up, under the eye of the Government, of a voluntary 
disease eradication programme by the farmers themselves. This included: the 

registration of farmers' dogs; the examination of these for taenia infection; 
the education of, and social pressure upon, the owners of infected dogs; the 

treatment, or seizure, or other appropriate action in respect.,of infected dogs. 
As a result, compliance with legislation (enacted in 1940) which forbids feeding 
raw viscera to dogs, became widespread and the infection rate of dogs has come 
down from pre -campaign levels of 18.5 to 37.3 per cent to 1.3 per cent in 1965. 
The economic loss to the farmers and the anxiety suffered by them on account of 
the considerable health risk to their families have thus been minimized. So have 
been the costs of prolonged incapacity and complex medical treatment for the 
persons directly affected. 

The case of bovine tuberculosis: In the USA, the programme of bovine tuberculosis 
control saved in three years more than what was spent for it in 49 years of rather 
inefficient control methods. Using modern eradication methods, the elimination of 
bovine tuberculosis in the Federal Republic of Germant was achieved during a ten - 
year programme for 1953 to 1962. The total of direct costs was 210 million DM 
annually which has to be compared with the losses in animal production of annually 
280 million DM before the programme began. The average costs of removing a 
diseased animal was 114 510. - -. However, an animal from a tuberculosis free herd 
brought 400 -500 DM more, almost the cost of each condemned anima1.12 The burden 
of this bovine disease for the economic and health of man (5 -10% of human cases 
of tuberculosis are of bovine origin) and the relief through its control have not 
been quantified. 

11 
Ibid. 

12 
Myers, J. Arthur & Steele, James H. Bovine Tuberculosis - Control in Man 
and Animals, St. Louis, Mo., Warren H. Green, Inc., 1969, рр.262 -268. 



Veterinary Public Health (XTPI) and Rural Development 

VP' projects are part of or closely linked with environmental health pro- 

grammes. Projects on food hygiene and zoonoses control are classical examples. 

In recent years, increasing emphasis has been placed on VPH on the pollution of 
natural resources by animal industries. Hygienic methods of disposal and re- 

cycling of animal wastes are being introduced to avert major health hazards for 

man and animals. Infectious agents as well as organic compounds and heavy metals 

have to be considered in this connexion. In some areas rural development is 

hampered even by the odour nuisance due to large numbers of pigs or to accumula- 

tion of animal wastes. 

Of great significance for rural development is also the pollution of animal 

production areas by effluents of human settlements, e.g. transmission of hepatitis 

and cholera via sewage contaminating shellfish; contamination of animal food and 

human food by salmonella and of pastureland by taenia eggs. 

In view of the important role of the veterinary public health services in 

rural development described above the veterinary public health activities of WHO, 
which support and promote the work in this field in the Member States, contribute 

significantly to efforts of the Organization in improving both thehealth and 
economic conditions in the rural areas of the world. The scope of the contributions 
to rural development becomes evident from the official programme of WHO. Some 

examples illustrate the recent WHO assistance in various countries: 

Establishment of national veterinary laboratory services in several 
countries including mobile systems to provide services to remote areas 
more efficiently. 

Assistance to surveillance and control of foot- and -mouth disease in 

South America, particularly through the Pan -American Foot -and -Mouth 
Disease Center. 

Brucellosis control programme in Mongolia and in several Latin American 
countries. 

Control of bovine tuberculosis in various countries of Latin America. 

Hydatidosis control in Uruguay and Argentina. A control programme in 

Cyprus is being conducted on principles evolved in the WHO programmes. 

FAO/WHO Food Standards Programme. 

VP' has been collaborating in this field with FAO (zoonoses control, food 
hygiene), UNICEF (World Food Programme) and with many other WHO units and 
divisions. 
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V. REPRODUCTIVE HEALTH, FERTILITY AND RURAL DEVELOPMENT 

Introduction 

The purpose of family planning or fertility regulation is to provide the 

means whereby the number and spacing of births may be deliberately determined.* 

Although the decision as to the number of children required must rest with the 

couple concerned, the society in which they live has exercised, from time 

immemorial, considerable influence on its members in this respect: by regulating 

the age of marriage and marital status, religious observances, sexual conduct, 

defining the status of women and its attitude towards induced abortion and, on 

occasion, infanticide. 

Modern programmes designed to enable families to regulate their fertility 

are based on effective, safe and acceptable technologies and on the assumption 
that a number of benefits will accrue to the family concerned and to society in 

general including raising the standards of economic development, and the improve- 
ment of physical, mental arid social well -being. 

Fertility and Population Growth 

One of the difficulties in dealing at the international level with population 
problems is the risk of oversimplification. If one looks, for example, at the 

introductory paragraphs in some of the earlier reports on this subject the state- 
ments made would today appear as sweeping generalizations rather than sober 
statements of fact. Comments to the effect that the rapid rise in world population 
is the result of continuing high birth rates and a rapid decline in death rates 
resulting from public health measures can be seriously misleading. The "world" 
data do not yet permit of categorical statements of 75g kind, for they are of 
uneven quality and incomplete geographical coverage. J) Cause and effect 
relationships of poverty, lack of education, malnutrition, infection and an in- 
adequate environment as regards housing, overcrowding, water supplies, and sanitation 
are not conclusively known. 

The approximate birth rates o countries with population of ten million or 
more, circa 1970, reprinted below'7), show the so- called developed, industrialized 
countries clustered at the low birth rates, while less developed countries extend 
over a -range of high birth rates. China, the country with the largest population 
in the world is not represented. 

* A WHO Expert Committee in 1970, ТRS 476, defined family planning as follows: 
Family Planning refers to practices that help individuals and couples to 
attain certain objectives; to avoid unwanted births; to bring about wanted 
births; to regulate the interval between pregnancies; to control the time 
at which births occur in relation to the ages of the parents; and to determine 
the number of children in the family) as a measure for promoting healthy re- 
production, and, in many countries, for reducing excess population growth. 
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Table 1 Approximate Birth Rates for Countries With Populations of 

10 million or More, Circa 1970* 

Birth 
rate 

Country 

55 - Nigeria 

50 - Algeria, Afghanistan, Ethiopia, Iraq, Kenya, Morocco, Sudan 

Bangladesh, Pakistan, Tanzania, Iran 

45 - Zaire, Colombia, Nepal, Philippines, Mexico, Peru 

- Brazil, Indonesia, Venezuela 
Thailand, India 

40 - Egypt, Turkey, South Africa 

South Vietnam 

35 - 

30 

North Vietnam, West Malaysia, Chile 

Sri Lanka, South Nomma 

- Taiwan 

25 - 

Argentina 
Romania 

20 - Spain, Australia 
Japan, Netherlands 
Canada, USSR, Yugoslavia 
United States, France, Italy, Poland 
United Kingdom, Czechoslovakia 
Hungary 
East Germany, West Germany 

* Source: Vital Statistics Report, Series A, vol. 24, No. 1. 1 January 1972 

The concentration of industrialized countries at the bottom of the table 

contrasts to their concentration at the top of the worldwide wealth distribution. 

Levels of fertility as they relate to development must also be seen in the 

concept of patterns of mortality, population growth, population age structure, 

migration (particularly urbanization and resettlement), as well as in terms of 

programmes which reduce levels of fertility. 
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Fertility and Health/Mortality* 

Better health of the mother may increase her fertility to some extent 
and will certainly increase the chances for the delivery of a healthy child. 
Furthermore, even modest improvements in the health status of a population 
may result in a dramatic reduction in infant and early childhood mortality. 
Hence from a demographic point of view, the short -term effect of improved 
levels of health is likely to be an increase rate of population growth. 

In the long run, however, this increase will be reduced or even reversed 

according to the so- called child survival hypothesis. This hypothesis states 
that the experience and /or expectation of.infant and child mortality may 

hinder significant movement towards lower fertility in much of the developing 
world. As long as the proportion of children that die in childhood is sub- 
stantial, there is no reason to expect much interest in family limitation. 

Children, and especially sons, are seen as future producers and thus 

additional family income. In some cultures, the status of women depends on 
whether she produces sons, and in almost all cultures many of the satisfactions 

of family life derive from having children - a value divorced from either 
economic or health benefits. 

At the macro level, tests of the associations between birth and infant 
mortality statistics in the developing world since 1945 demonstrate that the 
more rapid the fall in infant mortality, the sooner this will be followed by 
a decline in the birth rate. 

Micro studies of the infant mortality -fertility relationship have been 
unдеrtakе in different ggo- cultural regions: examples are those done in 
Taiwan(42), Bangladesh(47`, India(69' 61), Turkey(l), and Nigeria. The 

results of these studies are consistent in demonstrating a higher fertility 
associated with the experience and /or fear of child mortality, an associa- 
tion which is explained neither by socio- economic differentials nor in terms 

of the greater risks general for high parity children. Moreover, data from 
Narangwal in the Punjab and the Gbaja Clinic in Lagos(67) indicated that 
women who believe that their children have an increased chance of survival 
use the more effective methods of contraception and in Narangwal, at a rate 
of nearly twice that of women not sharing such a view(61). 

Demographically, the most significant mortality changes in developing 
countries result from lowered rates of child mortality by curing common 

infections, such as diarrhoea and respiratory infections in synergistic com- 

bination with malnutrition(48). Historical and modern trends clearly indicate 
that a decline in death rates is followed by a decline in birth rates - 

historically by a lag period of over 50 years; the modern demographic transition 
however is ow being shortened so that the lag bas been reduced to less than 
25 years(20 ". 

* This section is taken primarily from Health Aspects of 
Population Trends and Prospects, Working Paper No. 8, 

World Population Conference, 1974 , WHO, 1973, Geneva.(74) 
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In the past, economic development and environmental improvement 

were clearly more effective than public health and clinical medicine in 

reducing mortality levels in the industrialized countries. Today also 
socioeconomic development plays a major role in lowering the mortality 

levels. Several countries in the less developed world which have 

experienced reductions in mortality have also made marked economic 
progress: examples are Sri Lanka, Taiwan, Malaysia, Mauritius, Costa Rica, 

• Mexico, Venezuela. With the exception of Mexico, these countries have also 
experienced fertility de lines ranging from 17 to 39% decline in the birth 
rates from 1960- 1971.(27) 

Fertility and Socioeconomic Development 

The associations between increasing levels of socioeconomic development 
and declining fertility are based on observations of trends where modernization. 
(including urbanization, industrialization and agricultural reform) led to 

popular education, sanitary and nutritional improvements, liberation of 
women, and changes in kinship and belief systems - elements of social change 
which presumably created the motivation for smaller families by "increasing 
the economic cost of children, undermining the sense of fatalism and by pro - 

i iпg 
the parents, particularly the mother, with alternative opportunities ". 

) Evidence is commonly evoked from studies of socioeconomic development 
in European countries, USА and Japan, where despite government policies to 
the contrary, people took steps to reduce family size. In Japan, for example, 
people succeeded in reducing the crude birth rate by 50% in a single decade, 
from 34.3 in 1947 to 17.2 in 1957(7 2) However, lessons from history are not 
useful because the modern'situatiоn is that high level of population growth 
in developing countries occurs at the beginning of development rather than 
after it started, as was the case in developed countries(79). 

Although it is considered unrealistic to measure a threshold of demo- 
graphic transition, that is, a point or level of economic development where 
fertility decline accelerates, the recent experience of several countries 
shows strong association in a development -fertility continum between increased 
economic levels and changing cultural values and motivation to limit family 
size. By comparing countries which have experienced recent economic growth 
according to distribution -of income, greater declines in fertility are 
observed in those countries with low inequality in distribution of income: 
examples are Singapore, Barbados, South Korea, Hong Kong, Mauritius, Sri 
Lanka, Punjab and parts of Egypt.(3°) Other countries with economic growth 
also but skewed distribution of_income - for example in Mexico Brazil, and 
Philippines - have not experienced large fertility declines. () 

The countries with less inequal distribution of income have developed 
relatively successful land reform, accompanied by appropriate agricultural 
policies; they have increased domestic labour -intensive production, both 
in agricultural and non -agricultural sectors; and they have nested in the 
wide distribution of social services such as education.(21, 3i, 32) The 
ratio of income of the richest 20% of the population to the poorest 20% in 
1970 was 5 to 1 in South Korea and 25 to 1 in Brazil; unemployment in the 

former was negligible and serious in the latter, literacy was 71% and 61 %, 
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infant death per 1 000 births 41 and 94, and effective land reform carried 

out in South Korea, but not in Brazil. In Korea, the birth rate dropped 
from 45 per 1 000 in 1958 to 30 per 1 000 in 1971. In Brazil, however, 

the birth rate declined from 42 per 1 000 to 38 per 1 000 between 1958 and 
1971.(38) 

The inequalities of wealth and resources between the Third World and 
the industrialized, so- called developed world is also considered part of 
the present population problem. It is only through the establishment of a 
new international economic order where there would be an equal distribution 
of the world's wealth and resources, that changes will be brought about in 
the key elements of the development process (economic well -being of the 
population, reduced mortality, improved social security and better education). 
Once equitable development is achieved it would lead naturally to fertility 
decline.(28) 

Increased educational and employment opportunities for women(8o)are seen 
as important variables in economic models of fertility(1d). In Europe in the 
19th century and in Barbados and Mauritius, the decline in the birth rate is 

linked to rising rates of female employment. 

The effect of increased female participation in the labour force is 

manifested by delay in marriage and subsequent decline in fertility. In 

'coгеа, for example, during the 1960's it was shown that later marriage 

explains 33% of the fertility decline that occurred between 1957 - 1961 and 

1962 - 1966 periods.59 In 1950 and, again in 1962, the minimum legal ages 

of marriage were аised in Сhiпаç23)anд this has often been associated with 

fertility decline Q3) 

In other areas, such as Latin America and the Caribbean, it is noted that 
the legal age of marriage might have no influence at all without current 
measures such as educational and employment opportunities for women. 

Religious and Cultural Factors and how they have influenced fertility 
patterns have been a common subject of discussion in the family planning 
literature. Evaluations of family planning acceptors have brought out numerous 
factors associating religious beliefs, education, taboos, superstitions, 
suspicions, and so on with high or low fertility, and other factors not dealt 
with here such as the development of social security systems, accessibility of 
housing, internal and international migration policies, marital status 
policies taxation laws, and so on, have important effects on fertility 
declineј7, 23, 11, 38) 

Effects of Fertility Regulation Programmes 

It is recognized that most of the developed countries attained their 
present low levels of fertility without any national policy or programmes for 
family planning. Indeed some have found it necessary to consider inducements 
by way of pronatalist policies, such as tax concessions and family allowances, 
to offset what was perceived as too great a decline. In Japan the reduction 
in fertility was achieved in the absence of family planning programme first by 
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induced abortion and later contraception, notably by the condom, which is 
used by 73% of married couples as the primary method. The pattern is now 
one of later marriage, a smaller number of births separated by relatively 
long intervals in the early years of marriage, with family formation com- 
pleted after ten . The attitude to the third child is critical; most 
families plan two.(72 

In a recent assessment of national family planning programmes in 
developing countries, the present position of 34 countries with policies 
and programmes to lower fertility and an additional 32 countries with family 
planning services for health and other non -demographic reasons was examined. 
Of the 34 countries with policies to lower fertility 28 started programmes 
within the last ten years and JO of those 28, within the last five уеаrs(27), 
Furthermore, family planning services have not as yet reached the majority 
of the population, particularly in rural areas. Any conclusions as to their 
impact, particularly in demographic terms, are provisional. 

(a) Studies of Programme Performance 

* 
A variety of evidence has been accumulated showing that family planning 

programmes tend to have an effect on declines in fertility. As with all 

causal analysis, difficulties are encountered in terms of inadequate statistics, 

particularly infant and child mortality, isolating highly interrelated social, 
demographic and economic factors, calculating precisely the degree of impact, 
determining the influence of indirect effects, measuing the substitution 
effect and so on. 

The various methods used to determine programme effect on fertility may 
be divided into those using area (geographic, political, statistical) as the 

unit of study, and those using individuals (e.g. acceptors, non -acceptors, 
all married women). 

One of the most -used measures was the calculation of actual versus 

expected births, or births averted, which is derived by formulas which com- 
bine some feature of the number of acceptors, the effectiveness of each 

contraceptive method used, and the number of months of use. Techniques used 

in estimating use -effectiveness include the couple -year of protection (CYP) 

index, multiple decrement life tables, CFSС components of fertility and birth 
interval analysis. ** 

* 
This section is based largely on Ross, John et al(41) and Berelsont7), 

Mauldin, (27) 

** 
Topics of evaluation involved in studying the impact of family planning 

Programme on fertility include: number of couples practising contraception 

by method in relation to eligible, or target, groups, as defined by fertile 

age group, geographic areas, socioeconomic status. Records must include: 

number of new acceptors; number of continuing users; number of couples 

discontinuing, by age, parity, and length of use; number of medical side 

effects by method; number of contraceptive failures (pregnancies); number 

of infertility conditions; number of infertility conditions corrected; 

number of abortions; maternal mortality. The number of births averted is 

being substituted in more recent models, for the number of women protected 

at a given time.( �9) 
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The studies show that where acceptance rates have been high and where 

programme inputs have been concentrated, larger declines in fertility are 
recorded. Examples of studies are in several areas in India and South Korea. 
In the latter, two rural villages were compared (Bang, 1968): Koyang was 
the site of an intensive family planning programme, Kimpo received a less 

intensive programme. Acceptance rates in Koyang increased 25% more than 
Kimpo, and the birth rate declined in Koyang by 38% and 12% in Кimpo,._ 
Contraception was considered more important than abortion, rates of which 

were similar in both Koyang and Kimpo. 

Comparisons of states in India also show that where the programme effort 

and institutional setting are strong, the estimated number of births averted 

per thousand married couples could be three times those of other states with 

weaker programmes.(7) The timing of programme activity and the appearance 

of unusual fertility declines in an area confirm the relationship of pro' 
gramme -fertility decline effect, such as experienced in Hong Kong(16), 
Sings or (68), Santiago, Chile(65, 14), Comilla, Bangladeshi58), Gandhigram, 

India 19). 

Estimates, based on findings from other studies, of the extent of pro- 

gramme impact on the percentage reduction in the crude birth rate for the 

nation as a whole are as follows: India 4.4% or 8.9%, Korea 10%, Singapore 
18%, Tunisia 3.3 %. 

When the effect of contraceptive users was compared with the portion of 
the decline in the birth rate due to (a) changes in the age structure (b) 

changes in the percentage of women married, and (c) changes in marital 
fertility in Sri Lanka, Hong Kong, S. Korea, W. Malaysia, Singapore, and 
Tunisia, it was seen that the contribution of the family planning programme 
was significant. 

Evaluations of special aspects of family planning programmes such as 
incentive payment schemes, have mixed results, but most observers believe 
that such schemes have some influence on the lowering of birth rates(7). 

Trends in acceptance rates through the years, as family planning pro- 
grammes have been extended, show that it is possible for family planning 
programmes to attract large number of acceptors, even where the relatively 
higher levels of income and education do not exist. In rural areas of 
Bangladesh, it was found that occupation, eduation and landholding showed no 
consistent relationship to adoption of family planning, although the lowest 
socioeconomic group had lower proportion of long -term acсeptors(57). Accept - 
ance in Bali, Indonesia in 197 was high in areas of low per capita income 
and low economic development(4). A study of IUD acceptors in Turkey 
demonstrated a strong inverse relationship between family income and(�çgeptance: 
over one half of the rural acceptors were in the lowest income group 44 

. A 

* 
Simmons, George, 1971, India (51) 

Taek II Kim, Ross and Worth, 1972, South Korea (59) 

Wolfers, 1970, Singapore (68) 
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study of the relationship between change in educational attainment and 
fertility rates in Taiwan shows a convergence of fertility levels by education 
above 30, "inviting the conclusion that fertility control has completed a 
process of diffusion from high to low education strata "(2). 

(b) Relationships of Induced Abortion and Fertility* 

Conflict of opinions exist as to how induced abortion and fertility 
relate: some authors state that "making abortions legal or illegal may be 

one of the most effective single ways the modern state has of changing birth 

rates up and down... "(7) While others conclude that "regardless of its 

legal status, abortion is used with similar frequency in all countries that 
have similar patterns of marriage, contraception and fertility" and "it is 

unlikely that any population has ever attained a low level of fertility 
(TFR 2.2 or less) with the.use of induced abortion, legal or illegal "(б3). 

Abortion, however, must be seen as a back -up to contracéption rather 
than a substitution for contraception as has been the case in the past. 
Although conclusive studies do not exist, it is thought that where abortion 
is legalised, it replaces, in the first instance, illegal abortion. The exact 

extent of illegal induced abortion is not known, but data from hospital 
records on the complications of induced abortion show that it is widespread, 
and can result in high costs to the health system. Part of the rationale for 
the establishment of family planning services, particularly in Latin America, 
has been to reduce the incidence of induced abortion.(3) 

To conclude, family planning services apparently already have contributed 
to declines in fertility, and that when services are intensified and extended 
to rural areas, we may see that they can contribute an even greater extent. 
Improvements in contraceptive technology may also facilitate greater con- 
traceptive acceptance and use. The extent to which this will effect levels 
of fertility is unpredictable at the present time. 

Health Aspects of Family Planning 

Numerous studies demonstrate close correlations between family size, the 
timing and spacing of pregnancies on the one hand and maternal and child 
mortality and morbidity on the other. However, little hard evidence is 
available which specifies that family planning programmes have been successful 
in producing demonstrable health benefits in short periods in rural areas of 
developing countries. Presently existing evidence of the health benefits of 
family planning has mainly been taken from historical surveys and studies in 
developed countries. It is too early to be able to derive conclusive evidence 
from most of the family planning programmes in the developing countries. 

* 
For statistics on abortion and fertility, refer to: 

(a) Tietze, Christopher and Deborah Dawson, "Induced Abortion: 
A Factbook ", Reports on Pop /FP, No. 14, December 1973. 

(b) Moore -Cavar, Emily, "International Inventory of Information 
on Induced Abortion ", International Institute for the Study 
of Human Reproduction, Columbia Univ. 1974, N.Y. 
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A number of WHO studies, however, are being carried out, which will 

bring more light on the subject in the future. 

Data on the health impact of unregulated fertility, however, is avail - 

able. For example, as early as 1865 it was noted that mothers who have a 

large number of children have higher risks of complications of pregnancy 

and difficulties in labour that may prove to be fatal. 

Another factor affecting maternal mortality and morbidity is maternal 

age. Mothers who conceive between the ages of 30 and 40 have twice the risk 

of dying in pregnancy or childbirth as women aged 20 to 30. The risks 

increase to four or five times in women over 40. In a study in Thailand, 

women over 35 accounted for 40% of all maternal deaths, though they con- 

tributed only 20% of all births. It has been estimated that if in Thailand 

this category of high risk pregnancies were avoided through fertility 

regulation, approximately 1500 women per year would be saved from death, and 

250,000 births would be averted. 

Birth order is another important factor. Studies from both industrialized 

and developing countries have consistently shown that the risks of infant 

mortality after the first child increase with increasing birth order, 

especially after the fourth child. 

Experience indicates that it is not only the number of children that 

leads to unfavourable health consequences, but also the interval between 

pregnancies and the mother's age at pregnancy. Research confirms that too 

short an interval is particularly hazardous to the child's health. For 

example, studies in the Punjab, India, showed that fetal loss, stillbirth, 

infant and childhood mortality and prematurity were extremely high for birth 

intervals of less than one year, and to a lesser extent for intervals between 

one and two years. A number of studies also show that intervals of more than 

six years may also carry increased risk. 

The study of patterns of mortality in childhood in the Americas yielded 

some very significant facts, particularly in relation to infant mortality and 

reproductive patterns. 

Neonatal and infant mortality by age of mother in five age groups, in 

five projects in Latin America, is illustrated in Fig.1, in descending order 
to the infant death rates. 

The differences in these patterns indicate that age of mother at the time 
of birth of child is an important determinant of the level of neonatal and 
infant mortality. Infants born to young mothers (under 20 years) and to the 

older mothers (35 years and over) experience therhighest mortality. 

The percentage distributions of infant deaths by birth order are shown 
for the 15 countries in Fig. 2, in descending order of the birth rates. In 
Recife, which had the highest birth rate, more than half the deceased infants 
were of fifth or higher birth orders; only 13.7 per cent were first births 

and 13.9 per cent second births. The pattern in Monterrey was similar, with 
48.6 per cent fifth or later births. 
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Fig. 1 Neonatal and Infant, Mortality by Age of Mother in Five Latin American Projects 
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Infant Deaths by Birth Order in 15 Projects 
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Two projects in Latin America (Chile and Monterrey) had similar infant 
death rates for first births, 39.4 and 40.5 per 1000 live births, and like- 
wise excessive death rates for those of fifth and higher orders, 90.6 and 
90.0 respectively (Fig. 3). The infant rates in the two Northern American 
projects (California and Sherbrooke), shown in Fig. 4 (with a smaller scale), 
were in general similar. 
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Fig. 3 Infant and Neonatal Mortality 
by Birth Order in Chile and 
Monterrey Projects 
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Fertility and Economic Development 

Fig. 4 Infant and Neonatal Mortality 
by Birth Order in Sherbrooke 
and California Projects 
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Many approaches have been applied to assess the economic benefits of 
fertility decline, and are based on different assumptions as to economic 

growth and development. These approaches draw conclusions from speculation 

and associative evidence. In fact there is virtually no evaluation of the 

impact of family planning programmes on economic conditions.(37) 

Cost/Benefit Analysis* Underlying the rationale for family planning 

programmes is an assumption that the resources allocated for their use will 

bring more benefits than the same resources would if they were allocated to 

other programmes, or, that the cost -benefit ratio of family planning pro- 

grammes is higher than that of other competing programmes. Many attempts 
have been made in past years to substantiate and quantify this assumption. 

At the macro -economic level, different approaches may be distinguished 
which deal with benefits in terms of monetary income. One is an investment - 

model approach, which attempts to define the future streams of costs and 
benefits arising from a birth averted. These streams are then discounted, 
using some arbitrary rate of interest, to their present value and the result- 
ing net benefit is compared to the "investment cost" of preventing the birth. 
Another approach uses a macro- economic growth model which predicts per capita 
income at a future target year under varying assumptions of fertility trends. 

For more detailed discussion of cost benefit analysis, see: 

Robinson, Warren C. "Population Growth and Economic Welfare ", 
Reports on Pop/FP, No. 6, February 1971, and "The Methodology 
of Cost/Benefit Analysis of Expenditures on Population Control 
Programmes ", WPC background paper, E /CONF.6O/BР /9, April 1974. 
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Attempts to apply such models in a particular country, included India 

and Egypt. In these studies, an economic value was assigned to a birth 

averted, calculating for example the educational costs society would have 
to pay in future. In India, the planning goal of increased per capita 
income was used as amajor criteria for measuring benefits, and it was 
calculated that a birth averted could have a value of 9.8 or 15 times the 
per capita income(5 1). In Egypt, using combined criteria, it was estimated 

at 4.5 to 1.2 times(71). 

Another Indian study(9) estimated that the gains in income per capita, 

adjusted for age distribution, resulting from a 50ó linear reduction of 
fertility occurring over a period of 25 years would be about 15% after 20 
years following the onset of fertility decline. 

In summary, these approaches use physical resources (labour, capital, 

land) in relation to population as basic, fixed resources, and assume that 
higher per capita income and savings will result from lower population size, 
that government investments in social services will decrease, permitting more 

input into productive investments, and that gains in per capita income will 
have a feedback into increased labour productivity via better nutrition, 
health, housing, etc.(11) 

Major problems exist when the macro- economic models are applied to 
country situations and when seen in the context of different approaches to 
economic growth and development(32, 71, 51, 39, 24)• Critical, is the problem 

of assigning a monetary value to a unit (that is, a child) which has in fact 

non -monetary value to the individual family. Furthermore, the criteria of 
benefits used, such as income, consumption and savings, and their comparison 
with social welfare service costs are measured in aggregate terms only, and, 

therefore, the potential benefits in real terms, that is for the vast proportion 

of the population, through distribution of income and services, is missing 
altogether. The use of such models is made even more problematic when applied 
to rural situations where the variables such as monetary income and savings may 
be less relevant. The criteria used depend greatly on social values of "cost" 
and "benefit" which are also not measured, and benefits of family planning 
other than economic growth may have greater value in some societies than in 
others. 

Other approaches are used to assess the benefits of fertility decline on 
economic growth and development. They are based on different strategies and 
take into account other factors, including changes in technology, labour 
quality and distribution of income, which are considered to have a greater 
impact on economic growth and development.* 

Leibenstein, 1971, Kocher, 1973, Myrdal 1968, Rich 1973, 

Demeny 1971, Singer 1973 and Ghai 1973. 
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Employment and Income Distribution 

Emphasis is placed on the age structure and dependency ratio as the 

key factors affected by fertility changes which exert strong influence on 

mechanisms of economic growth and development. When fertility is stabilized, 

the age distribution is stabilized, resulting in a lowering of the dependency 

ratio. This would lead to higher levels of domestic consumption with sub- 

sequent higher lev9li)of labour productivity and increased labour input and 

labour efficiency. The greater the proportion of dependent population, 

the lower would be the level of income per larger family as compared with 

smaller families. Without a narrowing of the dependency gap, inequalities 

of income distribution would be perpetuated. Thus, a change in the age 

structure of the population through stabilization of ertility is "why a 

decrease in fertility would make a people less poor ".k31) 

It is sometimes assumed that a reduction in the rate of population 

growth would ease the serious problems of unemployment and insufficient • 

material reserouces and thus lead to economic development. However, the 

equation is hardly that simple. And they say that if the strategies for 

development do not include technological and distributive policies, the 

result will be neither fertility reduction nor full employment. 

As described above, without a minimal level of income which would provide 

security and expectation of future progress, as well as minimum levels of 

education, health and nutrition, families have not had the motivation, informa- 

tion or accessibility to services, for limiting their family size. And it was 

shown that those countries which had equal distribution of income were also 

those which were experiencing fertility decline, while those countries with 

similar per capita income levels but unequal distribution of income, have 

higher levels of fertility. 

Studies on the interactions between population growth and income distri- 

bution are made difficult by insufficient data on income distribution within 

and between sectors, and by varying definitions of income, particularly in 

the agricultural sector. Nevertheless, many postulations are made as to 

positive effects of fertility reduction on employment and income distribution, 

based on the assumption that higher fertility contributes to greater income 

inequality through (a) the effects of population growth increasing the supply 
of labour and increasing the ratio of resources to investments needed for full 
employment, and, (b) through the effects of lower income per family member 

and reduced consumption levels. The nature of technical progress furthermore 

has an impact on labour absorption: a high degree of capital -intensive pro- 
duction has an adverse effect on employment levels and results in a concentra- 
tion of income in the hands of capital ownership. 

Authors of these approaches concluded that high levels of fertility 
heightens the inequalities in the employment and income distribution and in 
turn inhibits sustained growth and development. 
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Labour Quality and Distribution of Social Services 

Education, skill innovations and technical change are seen as crucial 
for changing (improving) labour productivity and thus, economic growth. 
When these elements are appropriately and sufficiently distributed so as 
to improve the quality of labour a corresponding increase in both aggregate 
and per capita product results. References are made to studies of European 
countries, USА, Australia and Japan where traditional inputs - labour, capital, 
land - accounted for very little of the economic growth and development in 
those countries(24, 21)• Rather, increase in labour quality accounted in 
large part to the economic growth and development. Effects of rapid popula- 
tion growth are manifested, for example, in nurture and schooling variables, 
which affect population quality(24), rapid population growth would make it 
more difficult for providing sufficient investments in the areas of education, 
nutrition, and health to meet growing needs. 

In some countries, on the other hand, it is felt that economic benefits 
result from increasing populations, which have a positive effect onseconomic 
and social development, particularly as it provided sufficient labour for 
development and a youthful age structure for progressiveness. 

The problem of resources is considered one of distribution between 
countries and within a country. 

Family Level 

When considering economic benefits resulting from fertility decline, it 
is essential to distinguish between benefits and costs to the procreating 
couples themselves versus the costs to the society as a whole, and to 
recognize the possibility for a conflict between the two. Thus the net cost 
to society of a marginal birth measured in terms of thefuture_rgquirements 
for education, health capital equipment and food -stuff may be high, but the 
immediate costs to the family unit may be very small. If any value is 
assigned to the child, whether as a consumption good or as a productive 
asset in the future, the¡r у be a net benefit to the family even from a 
high parity -order birth. ('+0) 

This is not to understate the other social, cultural, and personal values 
which are attached to the having of children. 

Fertility in Rural Areas 

The interrelations and interactions between economic and social factors 
and fertility have thus far been described in global terms, without 
differentiating between urban and rural situations. Most of the available 
information does not clearly make this distinction, except in terms of 
describing the differences in urban and rural acceptors of family planning 
methods. 
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Data on fertility in urban and rural areas do not show a significantly 

wide difference, though birth rates in rural areas tend to be higher. 

Trends in internal rural to urban migration furthermore complicate any 

effort to determine exact differentials. 

The social and economic factors which have been shown to influence 

fertility, however, do so within a different framework. For example, the 

motivation to limit family size related to increased child survival, depend 

on the levels of malnutrition, disease, infant and maternal mortality, 
coverage of clean water supplies, health services, and so on. We have shown 

in other chapters of this analysis that in rural areas these factors are 

more severe, more prevalent, more scarce, as applies. 

For rural populations, the greater significance of land as a variable 
in whatever population growth /economic development model is applied, is all 

too obvious, as land is their most important productive asset. The following 

figures for population density are presented only to emphasize that the inter- 
action of land and population growth is different in distinct parts of the 

world. 

Regions with high 

% rural populations 
% 

rural Density 
Annual Rate 
population increase 
1q70 - 1q73 

Western Africa 82% 18 /km2 2.7 

Eastern Africa 92% 17/km2 2.7 

Northern Africa 68% 11/km2 3.2 

Middle Africa 86% 6 /km2 2.2 

Mainland East Asia 78% 72/km2 1.7 

Middle South Asia 82% 122/km2 2.8 

South East Asia 81% 68 /km2 2.9 

South West Asia 66% 19 /km2 3.0 

Melanesia 97% 6 /km2 2.6 

Polynesia and Micronesia 82% 4+5 /km2 3.2 

Caribbean 61% 116 /km2 2.2 

* 
Figures are merely quotients of population divided by surface area. 

Sources: UN Demographic Yearbook, 1973; and (79) 
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These figures, however, do not accurately describe the rural economic 

and social situation: the figures do not include calculations of productive 

land available to the population, do not make distinctions between the 

number of small scale farmers, landless farmers, or the large land holders, 
etc., distinctions which are'determined by the country's resource endowment 

and political -economic power system; nor do they relate land to the age 
structure or dependency ratio. 

In many countries, the benefits resulting from agricultural development 

concentrate in the hands of the large landholding minority and thus widens 
determination in distribution of income between economic classes. 

This inequality is made even worse when capital -intensive investments 
are channelled away from the agricultural sector. Responses to an inquiry 
of governments prior to the World Population Conference showed that despite 
migration to cities, distribution of labour was heavily weighted to the 
agricultural sector where the economy was weakest for small scale farmers 
(aggravating efforts for equal distribution) and where an ever increasing 
economically active population existed. Arid., it was found that agricultural 
per capita production decreased in the 1960's(78). The importance of labour - 
intensive strategies for development in agricultural and non -agricultural 
sectors is, therefore, emphasized. 

Land and labour utilization in rural areas also, are subject to seasonality 
of employment. Access to sufficient income -generating employment to meet 
growing numbers in the labour force requires policies and infrastructure, 

including roads, irrigation systems, marketing systems, credit, etc. which in 
many rural areas of the world, are missing or inadequate. Variables of land 
and employment, in sum, relate with population growth in characteristically 
different ways in rural, as compared to urban, areas. 

Although superficially dealt with here, the mention of distinctive linkages 
between population growth and economic development in rural as compared to 
urban areas, is made in order to underline the fact that those factors which 
motivate families to limit their size may be weaker in rural areas, and that 
different approaches to programme design and assessing problems will be required. 

Conclusions 

The models or approaches around which the association between porwiation 
growth and economic development are described, are global in nature aлd, 
the prolific literature on the subject attests, these associations manifest 
themselves, clearly, under different conditions(79). Conclusions on demo- 
graphic aspects of modern economic growth, from latest findings on interactions 
of demographic, economic and social factors are that t1... relations between 
population and economic growth are part of a whole complex of inter -relations 
and interactions, which suggest that under different conigцrations of factors 
and conditions, the impact of economic factors may vary" 7y). 



73• 

Nevertheless, observations of countries which have recently experienced 

declining levels of fertility include: 

- large reductions in mortality precede the fertility decline 

- with the notable exception of China, these countries have 

small land areas and islands and small populations 

- government policies exist which support fertility regulation 

programmes 

- reduction in mortality and economic factors exert greater influence 

on fertility decline than religious and cultural factors 

- there is a greater degree of income distribution among socioeconomic 
groups 

- there is a greater distribution of social services such as health 
and education. 

In general, development policies and strategies have a significant 
impact on fertility; those which promote economic growth and development 
through more equitable distribution of economic and social (health, nutrition, 
education) benefits, have the effect of providing the pre -requisites for 
family decisions to limit family size, and thus for fertility decline. 

What has emerged over the past two decades of intensive discussion and 
study of population theory is a holistic perspective, where the population' 
variable is placed within a resource and environmental context and within a 
socioeconomic development framework(28). 

Evidence shows that the relationship between the distribution of economic 
and social benefits and rates and levels of fertility is a significant deter- 
mining factor in the development process. 

The issue of economic benefits of family planning cannot be isolated 
from the recognition of number and spacing of children as a fundamental human 
right of couples, irrespective of the effects on demographic trends, and /or 
economic development. Family planning, or fertility regulation, services must 
be viewed also as important elements in the contributions of health development 
programmes towards reducing levels of mortality and promoting health and 
social well -being, including the emancipation of women. 
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VI. ENVIRONMENTAL SANITATION 

Introduction 

Environmental deficiencies such as lack of safe, potable water, lack of 
waste disposal and poor housing are among the main factors of diseases in the 
rural areas of most developing countries. Programmes aiming at improvement of 
the environment, combined with relevant changes of behaviour, have proved to be 
more cost effective than curative services in the reduction of environmentally 
produced diseases. Water supply and sanitation are key elements of preventive 

health activity. Whilst the most direct benefit from improving the quality and 
quantity of rural water supplies and waste disposal is improvement in public 
health, these environmental changes can also lead to economic gains. 

The Diseases 

Water- Associated Diseases 

Water -associated diseases, in particular, affect the health of rural populations 
and are widespread throughout the Third World. Their incidence depends on climate, 
sanitary habits and facilities, culture, education and many other factors. These 
diseases have been classified as follows: (a) those related to poor sanitation 
(lack of water and /or sewerage, inadequate personal hygiene); (b) waterborne diseases 
(water is a passive vehicle of the infecting agent); (c) water-based diseases (a 

part of the life cycle of the infecting agent takes place in an aquatic animal); 
(d) water -related diseases (infections transmitted by insects that breed in water). 
Some diseases belong to more than one group. 

Diseases Spread by Poor Sanitation 

These include: ascariasis, trichuriasis, enterobiasis, anclystomiasis, typhoid 
and paratyphoid and other salmonelloses, bacillary dysentery, trachoma, typhus, skin 
infections and ectoparasitoses. These are transmitted by direct contact or through 
water, soil or food, or flies contaminated by faeces or discharges, or by vectors 
which are themselves ectoparasites. Among the water -borne diseases we find cholera; 
infectious hepatitis, leptospirosis, typhoid fever, dysentary and amebiasis. Water 
acts as the most important transmission vehicle in a chain, which may also include 
food. Causes, mode of transmission, methods of control of waterborne infections are 
shown in Table 1 at the end of this annex. Water- based diseases include schisto- 
somiasis (bilharziasis) transmitted by a water -snails- water -man contact, guinea worm 
or dracontiasis transmitted by a water -crustacean -man chain. Water -related diseases - 
these are vector -borne diseases; the vector is an insect which breeds in water: 
examples include malaria, filariasis, dengue, yellow fever. 

Diseases Transmitted by Sources Other than Water 

The spread of a number of communicable diseases is facilitated by poor housing 
as well as lack of sanitary facilities for waste disposal. Tuberculosis is one 

example. In many tropical countries leprosy and American trypanosomiasis is also 
associated with poor housing. Some of those communicable diseases already listed 
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among the water- associated diseases may be included in this category also. The 

list of diseases related to poor housing should also include cerebrospinal 

meningitis and other airborne diseases. 

An important group of environment- related diseases is linked with air pollution. 

In rural areas, smoke from fuel burnt for domestic purposes, as well as contaminants 

linked with agriculture and agricultural industries (plant fibres, plant dust. fungi 

sporae, chemicals) originate various types of disease, particularly respiratory 

diseases and some forms of cancer and other chronic diseases. Excess or deficit of 

some biologically active chemical substances in soil and water are also pathogenic 

factors for many rural populations. 

Magnitude of the Problem 

The magnitude of the health problems in rural areas of the Third World which 

can be prevented through environmentally -based interventions, is indicated in terms of 

incidence, prevalence and mortality rates given in Tables 2 and 3, appearing at the 

end of this annex. These show, for example, that enteritis and other diarrhoea) 

diseases were: (a) among the five leading causes of death in many developing countries; 
(b) among infants and toddlers they are usually one of the two leading causes of 

death. 

One way to illustrate the severity of this health problem is to examine at. random 

some of the facts of national situations. In Lesotho, a country which is predominantly 

rural, only 10 -15 per cent of the total population has some sort of safe means for the 

disposal of their body wastes. In Nicaragua (70 per cent of the population is rural) 

it has been calculated that 80 per cent of the population suffer from intestinal 

parasites, primarily due to contaminated water supply. A review of statistical 

mortality data reveals that enteric and other diarrhoea) diseases are the leading pauses 
of death and account for a large number of hospitalizations and outpatient visits. 

According to the Committee on Government Operations of the United States Senate, ... 

"irrespective of ethnological or sociological differences, provision of potable water 

supply in sufficient quantities and conveniently accessible to people will result in 
30 to 60 per cent reductions of diarrhoea) diseases. The subsequent increases in 

productivity brought about by these reductions would be substantial. In a country 

where the availability of nutritious foods is precari ?us, the increased need for food 

created by parasitic and other infections is tragic." 

In Panama, waterborne disease is the leading cause of death in children under five, 
constituting approximately 10 -15 per cent of mortality in this age group. It is also 

a major source of morbidity and mortality in older children and young adults. In 
1967 only 33 per cent of the rural Panamanean population had a potable water supply 
available to them, and 75 per cent of this supply was in the form of communal wells. 
The remaining 25 per cent of those with potable water supplies available for the 

� РAH0/WH0 ReEort of the Director, quadrennial 1970 -1973, Annual 1973, 
Off. Doc. No. 131, Washington D.C., August 1974. 

2 
Syпcrisis - The Dynamics of Health: An Analytical Report on the Inter -actions 
of Health and Socioeconomic Development, XI Nicaragua, 

US Department of Health, Education and Welfare, Washington, 1973. 
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community had piped water but less than one third of these had the water piped 
into their homes. Also, in 1967, there were 12 sewerage systems in the entire 
country, serving 29 per cent of the total population. Of the total rural 
population in that year only 36 per cent had some waste disposal facilities available 
to them and 99 per cent of these were in the forms of latrines and septic tanks. 
Only 1 per cent of these rural services were home connexions. 

By 1980 only a quarter of the rural populations in the Third World are expected 
to have access to reasonably safe water supplies and sewerage facilities. 

The Impact of Environmental Measures on Health 

There are, of course, innumerable examples cf the direct impact which environ- 
mental programmes have in terms of reducing the diseases discussed above. In Japan, 
a survey in 30 rural areas revealed that after the installation of safe water 
supplies the number of cases of communicable intestinal diseases was reduced by 71.5% 
and that of trachoma by 6k %, while the death rate decreased by 63.3 %, the dysentery 
death rate by 23.1 %, and the diarrhoea death rate by 12.7 %. A similar experience 
in the reduction of intestinal diseases rates following water supply development has 
been observed in Latin America, notably in Cuba, Peru, Colombia and W. Samoa. 
However, provision of safe water is not the only factor, as shown by a recent study 
in Tonga: the available water must be used, and used in a hygienic way (case study 
attached). 

It has not been possible, so far, to identify and quantify all of the related 
factors - social, economic, cultural, educational as well as environmental - which 
may be involved in the reduction, at source, of these diseases. However, in spite of 
the numerous problems encountered by empirical studies, there is a considerable body 
of evidence to the effect that more and better water and other environmental factors 
are associated directly with better health in rural areas. The main finding of 
diarrhoea) disease studies is that the more water that is available, and the closer 
this is to the population, the lower will be the incidence of diarrhoea. Availability 
of sanitary excreta disposal and the extent of health education available for the 
population are further factors contributing to the decrease of the incidence of 
diarrhoeal diseases. Cholera studies show that protected water supplies in a specific 
area have contributed to lower cholera infection rates in that area. Protected and 
improved excreta disposal is an even more important factor in the control of cholera. 
An important conclusion from several studies is that for planning and establishing 
a water supply system to obtain a maximal health benefit, it is essential to involve 

not only sanitary engineers but also experienced epidemiologists who will ensure the 

proper use of water and prevention of diseases of public health importance. Some 

of the case studies and observations of the impact of environmental programmes on 

diseases are presented at the end of this annex. (Table ú, 5). 

The Association of Environmental Health Measures with Economic Improvement 

Environmental health measures are associated with economic improvement in two 

ways: through producing direct benefits in economic activities per se, and through 
contributing to improved health. 

3 
Syncrisis, 1973 I Panama 
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Illustrations of the Direct Effect on Economic Activity 

The introduction of potable water supply systems can result in economic 
benefits to rural communities. Among the short -run effects, we can list the 
possibility of irrigation of garden plots, and the provision of low -cost 

facilities for livestock watering in relatively arid areas, or in areas with at 

least a very dry season. For the latter, it was found in Kenya that one of the 
major benefits of the Zaina potable water supply scheme for human consumption 
was the increase over a four -year period in the number of cattle, pigs, sheep, 

goats and poultry in the areas where they had access to watering troughs the whole 
year round. With cattle, both the number and the milk output per cow increased. 
All of the livestock increases were greater than any changes which occurred in a 

nearby area similar to Zaina but which did not receive a potable water supply 
system. Similarly, in Jordan, it has been reported that the loss of livestock 
during the dry,season was significantly reduced by the installation of village 
water supplies. One advantage of using the potable water supply system also for 
watering of livestock is that, generally, the system requires little additional 
investment to allow this activity. In fact, this practice may create an 
additional small source of water system revenue. For example, in several of the 
drier areas of the Dominican Republic, the national rural water supply programme 
(INAPA) allows water taps to be provided for the watering of livestock from a 
fixed trough at the same monthly charge that would be made for a house connexion. 
Small garden irrigation, or livestock watering efforts, could considerably generate 
additional direct economy benefits to a rural community in a relatively short time. 
These efforts could be directly productive by increasing community income and output 
and generating measurable benefits for purposes of investment. 

Empirical evidence of the relationship over the long -term between economic 
improvement and village water supply systems for human consumption in developing 
countries is difficult to evaluate: in most developing countries, large scale rural 
water supply programmes have been in existence for much less than 10 years. 

Economic Effects of Better Health 

The assessment of costs and benefits of environmental investments such as 
improved rural water supplies, has so far been unsatisfactory, as the extent of 
empirical evidence is too limited. Whilst casual relationships cannot be satisfactorily 
quantified for the purposes of benefit /cost analysis, the evidence to date does point 
to a positive association with economic improvement through improved health. 

A rural economy might experience an increase in output and earnings as a result 
of: (a) reduced worker absentee rates; (b) improved vigour and therefore productivity 
of workers; (c) decreased loss of earnings by members of families caring for others 
who are ill; (e) avoided loss of investment in children due to prevented mortality 
and morbidity. This proposition assumes, of course, that in a labour surplus 

situation$ environmental health interventions are implemented by employment generation 

measures. 

4 
Studies which attempt to value the economic cost of one or more water -related 

diseases in a developing country, by multiplying the country's minimum wage by 

an estimate of disease -caused sick days without considering which opportunities 

the afflicted might or might not have to earn that minimum wage, probably over- 

estimate the 'economic cost'' of the disease in question. 
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Some increases in output might take place in those areas where the planting 
and harvesting seasons are limited to several somewhat short, intensive periods 
and where labour is a scarce resource during such periods. Some economic value 
can also be attributed to exogenous effects of improved health. People who 

frequently come into contact with the residents of villages which are served by 
potable water supply systems are incurring less health risk and therefore their 
labour productivity will not be affected by disease. 

Some studies have calculated the value of the time spent by water carriers in 
many parts of the world to obtain the water. Women would be able to spend the 
time saved in more directly productive activities which could increase economic 
output and earnings. Of course, given the significant underemployment which exists 
in rural areas in developing countries, the opportunity to increase earnings and 
output may be relegated to those seasons, if any. in which planting, cultivation 
and harvesting make labour on a temporary basis a resource in short supply. • 
Liberating children from water carrying duties might allow them to attend school more 
regularly and to take better advantage of existing investment in educational 
facilities. 

Conceptually, a rural water supply programme could have the effect of reducing 
some of the costs which the local or national economy of the developing country is 
currently experiencing. This can be conveniently classified as possible one -time 
reductions in current expenditures, reductions in periodic revenue losses and 
reductions in costs associated with personal consumption. If a rural water supply 
programme brings about lower water -related disease rates, which in turn stimulate 
a more healthy population, it might be possible for the country to cut back on some 
of the expenditures which are currently being made for health and medical services. 
However, little expirical information is available about what has happened to health 
expenditures in such situations. What is likely is that in the short run, the 

quality of health services will improve, because the same staff and facilities will 
be available to serve a population which is now healthier, thanks to an improved 
water supply. 

Overall Economic Effects 

Environmental health programmes can have a macro economic effect on the economy 
of a developing country if the programmes are large enough in relation to total 
national output. If a part of the programmes, for example, are financed by government 
and if these government funds are composed partly of money which the population would 

otherwise have saved, then the fact that government immediately put the money back 
into the economy should contribute to overall economic activity. In other words, 

if the programme is partly financed out of new taxes the user charges which would 

otherwise have been spent on consumption, then the result is a new shift from short - 

term consumption to investment. This shift could have a new positive effect over 

a longer period of time on the economic growth of the country. Moreover, if a part 

of the cost of an environmental programme is financed by the government and if the 
government funds are raised by taxing economic output or income, then the rural water 
supply and sanitation programme may result in a redistribution of income within the 
country. The redistribution could mean a shift from urban to rural and from 
higher to lower income populations. Per capita economic output and income are 
generally higher in the urban areas than in rural areas arid therefore, the rural 

population benefits from the shift. 
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Other Тqр сc óf Importance 

Hygienic Housing 

Considerable efforts are being made in this area, but in many developing 

countries one has not yet gone from the conceptual and planning phase to the 

operational stage. Hven in conceptual and epidemiological studies, much has yet 

to be done by international agencies like WHO and others. As stated in a relevant 

inter -regional report The stark evidence, therefore is of widespread unhealthy 
housing and environmental conditions in rural areas in developing countries.' 
It can be easily understood that hygienic housing depends to a large extent on 
several fields of environmental health, already dealt with in this paper, such as 

water supply, sewerage and excreta disposal, solid wastes collections and disposal, 
rodent and insect control, etc. The same report studies "The basic reason, however, 
for poor housing conditions in rural areas is the low income of the rural population. 
In the majority of developing countries, the economic level in rural areas is one 
of subsistence and even in economically advanced countries, rural incomes lag behind 
urban and national incomes. In these circumstances, the improvement of their house 
is not given high priority by rural dwellers, both because it may involve a cash 
expenditure and because there are more urgent needs such as food." 

It does not follow, necessarily, that countries have to await for an increase 
in rural incomes to a level which will naturally permit the development of healthy 
housing. Intelligent, well -planned intervention may shorten such delays, in spite of 
the enormity of the task: A good case is that of Venezuela, where the planning 
process led to the establishment of a rural housingóand environmental improvement 
programme as an integral part of national planning. 

Institutional Development 

6 

It is obvious that the projects and activities in environmental sanitation cannot 
be carried out without competent institutions, such as Divisions of Rural Water Supplies 
and establishments to train sanitary engineers, sanitarians and sanitarian aids. The 
former should be capable of effective planning and managing environmental health 
programmes and of integrating them into national plans and policies for health and 
general development Planning, construction, administration and evaluation are the main 
operations of the national or regional programmes, and they demand the appropriate 
governmental infrastructure. Specialized Laboratories to support surveillance 
activities or for research are often set up. 

The administration of water and sewage- works, together with the training of the 
respective operators, play a basic role in the success of these rural programmes. 
The same applies to the establishment of an equitable financial plan to support 
sanitary services. 

The importance of the training of manpower cannot be overemphasized. It is one 
cf the soundest investments that can be made. It assumes several forms, e.g. local 
courses, fellowships for academic courses abroad, study tours, work in engineering 
consulting firms offices, in- service training, etc. 

5 Inter -regional seminar on rural housing and community facilities, 
ldaracay- Aragna- Venezuela, 2 -19 April 1967, Final Report, UN Government 
of Venezuela and WHO. 

0 p, cit., idem. 
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TABLE 1а 

Maitt Water borne Infections 

Infection Causative 
organism 

Sourer of 
infection 

Mode of 
transmission Incubation Period of 

infectivity 
Susceptibility, 

communicability, 
infectiousness 

Distribution Control 

Typhoid Sahtmnella. 
ryphi 

Sick persons and 
carriers 

Faecal matter in 
water, food, 
flies; 10 " -10" 
Salt,,. n•phi in 
1 g. of faeces 

7 -21 days From begin- 
ping of ill- 
ncss until 
recovery, 
during 
carrier state 

General suscept- 
ibility, infect- 
iousness 
depends on 
infective dose 
and immunity 

Practically 
everywhere 
in the world 

Sanitation, food 
and water 
control, health 
education, 
vaccination 

Paratyphoid Saln. paratyphi 
ABC 

Sick persons and 
carriers, 
domestic 
animals for 
paratyphoid В 

Faecal matter in 
water, food, 
lies infected 

eggs, meat 

1 -10 days 

Dysentery, 
bacillary 

Shigeia dyseii- 
urine 
Sh. лexneri, 
Sh. sonnei 

Sick persons and 
°short-term 
carriers 

Faecal matter, 
food and water; 
10" -101° 
Shigdla in 1 g. 
faeces 

I 1 -7 days During illness 
and carrier 
state 

General 
susceptibility 

All areas, 
warm 
climates 
more than 
others 

Sanitation, food 
and water 
control, 
vaccination, 
chemoprophyl- 
axis 

lnfcw. t. 

cnteritit 

1i,ch.ridúa coli, 
J'r.a 
othrr organ- 
isms of un- 
known origin 

Sick persons and Faecal matter, 
carriers food and water 
(animals) 

1 -5 days 

1 -5 days 

During illncia 
and carrier 
state 

5-14 days after 
. beginning of 
the disease 

General 
susceptibility, 

in 
children 

Susceptibility 
general, low 
immunity 

Ubiquitous, 
in all areas 

Endemic zones 
and larger 
areas during 
pandemics 

Sanitation, food 
and water 
control, health 
education 

Sanitation, food 
and water 
control, health 
education, 
vaccination 

Cholera Vibrio choIerae 
classical and 
El for vibrio 

Sick persons and 
carriers short 
and long term 

• 

i 

Faecal matter, 
food and water 
10' -10" V. 
rimierat in 1 g.' 
favtсs 

Enterovirus Enteroviruses 
Echo, Cox- 
sukie, polio 

Sick persons and 
amen 

Faecal matter, 
food and water, 
but also contact 

3-14 days During illness 
and carrier 
state 

General 
susceptibility, 
more in 
children 

Ubiquitous; 
in all areas 

Sanitation, food 
and water 
control, health 
education 

Hepatitis Hepatitis Sick persona and 
earners 

Food, water, 
contact (blood, 
syringes for 
serum hepatitis) 

1 -3 months During illness 
and carrier 
state 

General 
susceptibility 

Ubiquitous 
in all areas 

Sanitation, food 
and water 
control. For 
serum hepatitis 
boiling of 
syringes, 
control of 
transfusions 

Aпsoebiasis Eпtatпocbа 
hisrolytica 

Sick persona Faecal matter, 
food and water 

3 days- 
several 
months 

During illness 
and carrier 
state 

General but low 
susceptibility 

Endemic areas 
of tropical 
and warm 
climates 

Sanitation, food 
and seater 
control, health 
education 

3elminths Ascaris 1 bri- 
comes, yri- 
churls 
trichiггra, 

E;ntcrobius 
vеnтiсиlaгis, 

Echinococcus, 
Ta'?p,id 

Sick persons, 
infected people 
and animals 

Infected persons 
and animals, 
then excreta, 
soil and 
Contacts 

2 days --1 
month 

During illness General 
susceptibility 

Ubiquitous, 
in all areas 

Sanitation, food 
control 

source's W, Hobson, The Theory and Practice of Public Health (Cvjetanovic, B. 

p 216 -231) - modified. 
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TABLE 2а 

DEATHS DUE TO GASTRITIS, DUODENIтIS, ENTERITIS, AND 

COLITIS, EXCEPT DIARRHOEA OF THE NЕ�ORN 

1967 1968 1969 

No. of Rate per No. of Rate per No. of 1 Rate per 
Country deaths 100 000 

pop. 

deaths 100 000 

pop. 

deaths 
.� 

100 000 

pop. 

AMERICA 

.234.2 Guatemala 10 221 216.7 11 214 

Dominican Rap. 4.252 109.3 3 535 87.7 

Colombia 20 900 108.8 

Mexico 40 797 89.3 5 852 12.4 + + 

Costa Rica 1 303 82.0 1 408 86.2 + 

El Salvador 1 633 51.8 1 672 51.2 + 

Chile 4 577 50.1 4 533 48.5, + 

Venezuela 3 767 41.6 4 521 48 • б 5 085 50.7 

ASIA • 

Philippines 
Ј 

13 851 40.0 14 320 39.9 + + 

Sri Lanka 4 105 35.1 4 995 41.7 + + 

EUROPE 
Portugal 3 688 39.2 Э 727 Э9.2 2 862 29.9 

Romania 2 173 11.2 Э 147 16.0 2 013 10.1 

Yugoslavia 2 191 11.0 1 352 6.6 + + 

OCEANIA 
Australia 524 4.4 321 2.7 344 1 2.3 

New Zealand 106 Э.9 106 3.8 47 ! 1.7 

+ Data not available 

- 
Source: WHSR, 1971, 24, No. 7. In 1968 and 1969, some data are according 

to ICD 8th Revision (enteritis and other diarrhoeal diceceec - B4) . 
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TABLE 3 

Mortality due to Enteritis and Other Diarrhoeal 
Diseases in 1971 in Latin America 

4 

Ages Countries Death Rate 
per ]00 000 

Place 

leading 

of deaths 

among 10 
causes 

П. • All 
ages 

Mexico 14.0 2 

Paraguay 11.2 1 

Costa Rica 9.4 3 

Venezuela 
Panama . 5 5 5 

R. 1 -4 

years 
Paraguay 27.0 . 1 

Mexico 26.0 1 

Costa Rica 20.4 1 

Panama 15.3 • 2 
Venezuela 14.8 1 

C. 5 -14 Paraguay 19.8 . 1 

years, . 

Mexico 15.8 1 

Panama 8.3 з 

Costa Rica 7.2 4 

Venezuela 3.7 4 

а 
W1d 11th Stat. Rep., 1974, 27, No. 3-4 arid No. 9. 
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TABLE 4a , 

Correlation Between Postneonatal Mortality and 
Water Supplies in Latin America 

Postneonatal Mortality and Percentage 
of l'amiaс of Infanta Dying in Postneonatal 
1'ritиl Served with Piped Water in 22 Areas of 14 

i'гojects. 

• . Postneonatal Mortality and Percentage 
of Families of Infants Dying in Poatnconat:tl 
Period Served with Water Piped Inside House, in 
22 Areas of 14 Projects. 

•� . 

» II 

FIB ‚III' шlги nn• WAIl' 

.! ей 

7в 

o 

р 7! 

i• • 
'8 

I 

1.1 

►•и.вl1 • • ввв а 
•в -88)4 .'I8 

1 г 1 

» и '4 и 188 

FI' CII' М1гМ PIPIO WAIl' 118181 NOYH 

b 
TABLE 5 

Availability of Piped Water in Families of Infants 
Dying in Postneonatal Period and Postneonatal 

Mortality in 22 Areas of 14 Pro,ects 

А„в 

PггcгпtaK^ of 
1 га RI')) r рilид wвtrr 

Pго1- oid 
дгп1К 
rate 

Total lлаi•И 

CalI 
PLгrL,Oпke 

�antis4п 

t'пгlлсгпи. . 

03.7 
9.Э.2 

92.6 
111.0 

83.8 
91.8 
67.5 

y' 28.4 

29:2 
1.8 

27.7 
25.а 

\1м'л•i1in.. . . . . . 87.9 71.4 27.9 
Kiпп•toп•Ч. Апдгвм . 8а.7 13.7 1д.6 

1ti6eir3п 1'г@1п. 

г 'tie. ц1.11 32:5 23.7 
вlпп Jп:en (гг1,г1 ц1.a '.,5.1 21.1 
J1ппц•ггry• 73.0 19.) 31.К 

1 л Pas, i" а1с..ю,.... 

60.1 

62.6 
23.1 
п.3 

Ч.3 

:1.6 
('hi1r, гамаипг 61.1 15.11 38.л 

П11,егг3о РГАно (city) 60.0 :17.К 19.0. 
\ 1�.•1,u . . . . . . . . . 50.9 39.7 71.1 
. . п 11111.. . . . . . . .15.9 :11.К 1).5 
Ѕ" .1илл, м1богЬив :(1.К 11.2 •133 

Гптгп 311.1 1К.2 :11 П 

L1 Suicи)пг. гпмl 1К,0 о.11 11:t .i1 

Iterifr ... . . . . . . .. . . . . 11.2 :1.1 531' 
1П.0 1 

)1 42.9 
10" .h1an, mild 9.6 3.0 54.0 
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Among the well -developed organizations which carry out research and /or 
provide technical services concerning environmental health in rural areas, with 
all the economic advantages that may accrue from such activities, it is worth- 
while to mention: the Pan American Sanitary Engineering Centre (CEPIS) in Lima, 
Peru, which belongs to FARO; the Inter -American Housing Centre (CINVA) in 
Bogota, Colombia, under the Organization of the American States; the National 
Environmental Engineering Research Institute (NEERI), in Nagpur, India, which is 
under tine Council of Scientific and Industrial Research (CSIR) of the national 
government: the Asian Institute of Тechnology (AIT) in Bangkok, at present an 
autonomous regional organization; and the Centre Interafricain d'Etudes 
Hydrauliques (CIEH) in Ouagadougou, Upper Volta. 

As a last example, it seems of interest to cite that more than 30 Member 
States receive specific assistance from WHO in the field of development of institutions 
and services, an area also called in the Organization's terminology "establishment and 
strengthening of environmental health services and institutions." 

CASE STUDIES AND OBSERVATIONS OF THE IMPACT ON 

HEALTH FROM ENVIRONMENTAL PROGRAЖES 

The Relationship Between Diarrhoea and Water Supplies 

The conclusion of a study entitled "Relation of Environmental Factors to 

the Occurrence of Enteric Diseases in Areas of Eastern Kentucky ", 1958 by 
D. J. Schiessmann, et al., were: (a) shigella and parasites were found most 
frequently in children from the area with the poorest sanitation: (b) people 
with piped water inside their houses but a privy outside had two times as much 
enteric disease, two times as much shigella and three times as much ascaris as 
those with piped water and inside flush toilets; (c) ascaris infestation was 
three times as high in people whose water supply was outside the house; (d) shigella 
was 5 per cent lower in children who lived in homes with an indoor water supply; 
(e) rates of shigella and ascaris were two to three times greater in people from 
homes without baths than with baths; (f) no association of disease rates with 
quality of drinking water was observed; (g) housefly abundance was not significantly 
correlated with morbidity or shigella prevalence; (h) the ratio of "summer" diarrhoea 
to "winter" diarrhoea for the years 1955 and 1956 was approximately 2 to 1. The 

authors concluded that the results of the study strongly support the premise that 
the incidence of acute infectious diarrhoeal disease may be reduced significantly 

through selective modification of specific environmental factors in communities 

without regard to etiological or socio- logical differences. 

A WHO report prepared in 1960 by a diarrhoeal disease advisory team under 
the title "Report of a Survey of Diarrhoeal Diseases in Mauritius ", had the 

following conclusions: (a) greater diarrhoeal infection rates were found among those 

who had less readily available water supply; (b) there was less diarrhoea among 
those using municipal water; and (c) diarrhoea occurs in children both over and 
under the average height and weight. 
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LOCATION OF WATER SOURCE AND DIARRHOEA IN MAURITIUS 

1960 

Location 

Persons examined Incidence rate % 

diarrhoea 
all ages 

Incidence rates % 

diarrhoea under 
12 years of age 

1 

Detection rate , 

Shigella under , 

12 years of age! 

All Under 
ages 12yr 

In the house 371 97 0.5 .9 3.1 

On premises 942 222 1.5 

2.9 

5.0 3.6 

Off premises 820 170 8.8 6.5 

Studies carried out by WHO Diarrhoeal Diseases Advisory Team 

A WHO diarrhoeal diseases advisory team surveyed two villages in 

Venezuela in 1965. One of the villages was given an improved water system which 

the whole population could use. The other village was essentially tank truck 

supported. In the first village, 70 house connexions and 22 stand posts were 

set up. Water was good at the source and in the distribution system but became 

contaminated in the house during storage. In the second village the water was 

contaminated at source. Study results showed that diarrhoea incidence was 

significantly lower in the first village after the water system was introduced, 

while at the same time there was no significant change in the diarrhoea rates in 

the second village. 

WATER SUPPLY AND DIARRHOEA IN CHILDREN PAMPANITO OLD VILLAGE 
AND HOUSING SCHEME AND IN MONAY OLD VILLAGE AND HOUSING SCHEME (VENEZUELA)* 

Tуре of 

mater supply 

No. of 

children 
examined 

Diarrhoea 
Balantidium 

. ' 

Cases 
Moray 

% 

Pampanito Moray 
Pampanito 

Cases % Pampanito Мопау РаmРапа 

1) Water inside and 
washing facilities 

360 140 126 47 35 34 15 4 

2) Others 299 160 129 73 43 48 25 9 

Total 659 300 255 120 39 40 40 6 

Differences: (a) Diarrhoea between 1 and 2 Pampanito PК0.005, Moray РК0.05 

(b) Balantidium coli between 1 and 2 Pampanito РКО.05 

* Studies carried out by WHO Diarrhoeal Diseases Advisory Team 
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In a follow -up report of the work started in 1965 in Venezuela, data 

were collected monthly on diarrhoeal cases, on water supply, on meterorological 

conditions, and fly counts were made bi- weekly. Among the conclusions were: 

(a) that the area with the worst sanitation had the highest diarrhoeal rates, 
(b) personal contact, not flies, seemed to be the way diarrhoea spread, and 
(c) the areas examined with the worst sanitation had the highest mortality rates. 

In 1966, WHO prepared а "Summагу Report on Diarrhoeal Diseases Studies in 
Seven Developing Countries Over a Five -Year Period ". Between 1960 and 1965, 

surveys and cross -sectional studies of diarrhoeal diseases were carried out not 
only in Mauritius and Venezuela, but also in Sudan, United Arab Republic, 
Ceylon, Iran and East Pakistan (now Bangladesh). This report showed that, 

generally with the availability of safe water, the rate of reported diarrhoea 
decreased. A similar decrease in the isolation rate of shigellae was evident. 
Provision of a piped water supply to a community with only basic sanitation led 
to a statistically significant reduction of diarrhoea rates for Shigellae and 
Balantidium Coli. For areas with high and low house -fly counts the diarrhoea 
rates were found to be the same. The studies revealed as a common factor that 

children, especially those under three years of age, had by far the highest 
diarrhoea incidence rates. 

In the district of Gorakhpur, Uttar Pradesh, India, piped water was installed 
for 34% of the population in eleven villages. For three years thereafter, the 
morbidity rates of several diseases were calculated in two of the villages. A 

general decrease was reported for dysentary, typhoid, scabies, trachoma and con - 
junctivis over the 1966 -1968 period. Similar results were reported in a study 
dealing with several villages in the district of Barabanki, Uttar Pradesh, 
between 1965 -68. 

Cholera 

A controlled field study carried out by WHO in the central Philippines 
between 1968 and 1974 in four rural communities, showed that the provision of 
sanitary facilities for human waste disposal can reduce the incidence of cholera 
by as much as 68 %, while the provision of a safe water supply can decrease it by 
73%. Where both toilets and water supplies are provided, the incidence can be 
reduced by as much as 76 %. 

Cost /benefit analyses of various cholera control programmes undertaken by 
WHO in 1971 revealed that in the long run sanitation is both more effective and 
less expensive than immunization.? Moreover, sanitation is also effective not 
only against cholera but against other enteric infections. Immunization is used 
rather extensively although its efficacy in known to be limited. Only an 
intensive sanitation programme can render a country non- receptive to cholera. 

In endemic situations, sanitation is to be preferred to vaccination from the 
cost /benefit point of view, especially over a time interval. These were the 
findings also of an epidemiological model constructed by a team of WHO experts 

7 WHO, Field Evaluation of Environmental Sanitation Measures Against Cholera, 
by J. C. Azurin and M. Alvero, Bulletin, WHO, 1974, 51, 19 -26 
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(Epidemological Model of Cholera and its Uses in Cost -Effectiveness and Cost 

Benefit analyses, 1971, WHO). In long -term programmes, the per capita cost 
of vaccination becomes higher than that of sanitation. 

While toilets are comparable in their effectiveness with water supplies 
when used in combination, and supplied by health education, after some years, 
they can eliminate cholera completely from a village. Even when cholera is 
introduced into a village, it is considerably less likely to spread in 

villages with some kind of sanitary facilities (water or privies), and if it 

spreads, it attacks less people and the number of cases is lower. 

Typhoid Fever 

An epidemiological model has been constructed for typhoid fever in stable 
populations in order to study the dynamics of infection at different levels of 
endemicity.9 The model was used to study relative effectiveness of immunization 
and sanitation and to compare effects of alternative control programmes. The 

model was based on epidemiological parameters leading to the establishment of the 
proportions of epidemiological groups in the population, such as the susceptible, 
the infected and the immunе - and rates of transition between these groups. 
Numerical values based on available evidence were assigned to the parameters to 
provide a simulation of stable endemicity. Changes were then introduced in the 
values of some of the parameters in order to study the consequences of control 
programmes such as mass vaccination and improvements in general health conditions 
and sanitation, particularly in terms of the incidence of disease. The model 
demonstrated that a single mass vaccination reduces the incidence of this disease 
considerably, but the gain is largely lost after a few years. Repeated 
vaccinations at five -year intervals will produce further decreases in incidence, 
though the additional gain becomes smaller with each consecutive vaccination. As 

for the possible effect of improvements in sanitation: the incidence level 
decreases to a new level of stability when the transmission of the infection is 
reduced by improved sanitation. The effect of sanitation is long - lasting, and 
in this respect gives better results than vaccination. The simultaneous applicat- 
ion of mass vaccination arid sanitation gives a cumulative effect which in some 
cases tends to be close to the effect of sanitation alone. This model was applied 
to the W. Samoa typhoid control programme, and its basis and predictions were 
validated. 

8 
K. Uemura, B. Cvjetanovic, T. K. Sundaresan, D. Barva, B. Grab and Y. Watanabe - 

Epidemiological Model of Cholera and Its Use in Cost -Effectiveness and Cost - 
Benefit Analyses, BD /Cholera /71.4, Rev. 1 

9 Cvjetanovic, B., Grab, B., & Uemura, K. Epidemiological Model of Typhoid Fever 
and its Use in the Planning and Evaluation of Antityphoid Immunization and 
Sanitation Programmes, Bull. W1d 11th Org. 1971, 45, 53-75 
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PREFACE 

This document summarizes the analysis and conclusions found in the main 

report, "Health and Rural Development ", prepared for submission to the 

World Bank (IBRD) and subsequently to the Administrative Committee on 
Coordination (ACC), as WHO's contribution to the ACC Assessment of the approaches 

and efforts of the UN system in the field of rural development. This summary 
and the main report are largely analytical in content. They are not intended 

as official position papers, nor do they reflect final and official policy 
positions and views of the Organization on the subject of rural development. 
These have yet to be formulated and submitted to WHO's governing bodies for 
approval. 

Terms of reference for WHO's contribution to the ACC Assessment were for- 
mulated on 14 July 1975, in consultation with Mr Leif F. Christoffersen, Chief, 

Rural Development Division, IBRD and Mr A. Z. M. Obaidullah Khan, Special 
Consultant for the ACC Assessment, IBRD. They were based on the specific guide- 
lines given to WHO by Messrs Christoffersen and Khan. They are two -fold. First, 

they call for a qualitative analysis of the linkages between health and economic 
improvement in rural areas of developing countries. The analysis should be made 
within the framework of an overall approach to development in general and to 
rural development in particular, and should lead to the identification of elements 
of a strategy for rural health development. The analysis should be based upon a 
careful sifting of the evidence and an evaluation of experience to date, in those 
fields of health intervention which are most conducive to rural, economic and 
social development. The analysis should conclude with WHO's operational definition 
of rural development. 

The terms of reference call, secondly, for WHO to examine its role, structure 
and programme process and the implications of these for rural development. This 

appraisal should deal particularly with WHO's functions, structure, programming 
system, planning methodologies, and its experience with - and views about - 
interagency planning and coordination. In addition, the terms include (a) an 

indication of the proportion of financial resources currently expended by WHO on 
technical cooperation activities that are of benefit to rural populations, and 
(b) a description of WHO's present and future programmes and activities related 
directly to rural development. 



1. 

INTRODUCTION 

Many people in the "Third World" do not benefit from development for they lack 

opportunity to achieve minimally good health. Conversely, the social and economic 

levels of living of these people are so low that ill -health becomes an inevitable 

condition of daily life, for there is an absolute consumption level below which it is 

impossible for an individual or a family to be healthy. Poor health is a major con- 

dition of poverty and a key factor in the perpetuation of poverty in the Third World. 

Gunnar Myrdal has pointed out that the transfer of money income from "haves" to 

"have nuts" would not by itself do much to relieve poverty. What is needed is basic 

improvement in the quality of life of the poor, i.e. in the actual conditions under 

which poor people live and work. Throughout most of the Third World, these conditions 

add up to a syndrome of helplessness: disease, malnutrition, undernutrition, high 

fertility, illiteracy, shelterlessness, under -employment and low income all interact 

cumulatively to close off avenues of escape. In addition, poverty involves a lack of 

access to social and economic services, lack of hope for the future, lack of willing- 

ness to risk new initiatives, lack of security. These reinforce each other: poor 

health and poor nutrition increase mortality, which encourages more births to achieve 

familial security and survival; lack of knowledge worsens nutrition and health; ill 

health induces malnutrition by interfering with appetite, digestion and absorption of 

foods; poor housing or lack of access to piped water endangers health. 

Part I of this paper outlines some of the characteristics and dimensions of poverty, 

and suggests elements of an approach for alleviating rural poverty. Part II outlines a 

strategy for rural health development, and deals with fields of health intervention 

which are of high priority for the rural development process. It draws on recorded 

experiences of association between health and socio- economic development. Part II also 

discusses socio- cultural considerations in the promotion of rural health. It concludes 

with a discussion of key aspects of an operational definition of rural health development. 

Finally, Part III discusses the implications of WHO's role, structure and programme 

process for the pursuit of rural health and development activities. It describes future 

WHO programmes and activities that are related directly to rural development, and it 

articulates future policy options for WHO in this field. 
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I HEALTH, POVHRTY AND RURAL DEVELOPMENT 

Health and Poverty in the Third World: An Overview 

Health 

In recent decades, many developing countries have experienced improvement in 

health conditions along with general socio- economic development. Nevertheless, the 

current situation amongst the poor of these countries remains desperate in terms not 

only cf the pattern and incidence of disease, but its duration, severity and outcome 

as well. 

Foetal, Infant and Child Mortality 

Foetal Death. The incidence of late foetal death (after the 28th week of pregnancy) 

is reported in developed nations to vary between 10 and 15 per thousand live births. 

Examples of late foetal death rates for the Third World are: Mozambique 52.7, 

Senegal (Dakar) 36.9, and Mexico 16.2.1 As with neonatal mortality, 

foetal mortality is linked to increasing age of the mother and higher birth order: 

both work to the detriment of the foetus, who in the developing countries is as likely 

to be the fifth born as he is to be the first, and to have a mother whose period of 

reproductive activity extends in practice far beyond that generally found in the 

developed world. 

Infant Mortality. The first year of life is the most hazardous, yet the infant 

of the Third World often starts this period with the handicap of low birth weight: 

many studies have shown average birthweights to be significantly below those found in 

developed nations. Birthweight is strongly associated with the height of the mother, 

thus maternal nutrition, even prior to pregnancy, is important. Apart from 

malnutrition, diseases which debilitate the mother also retard the growth of the foetus - 

resulting in lower birthweight. Thus, the high incidence of disease in adults in the 

Third World also acts to the disadvantage of the infant. Hence, with one factor re- 

inforcing the other, the overall infant mortality rate in the less developed regions 

in the world has been estimated (1965 -69) at 140, or more than five times higher than 

the overall rate Of 27 in the more developed regions. The least developed countries 

or regions have rates in excess of 200, or more than 20 times higher than those in 

some developed countries.2 

Child Mortality. As a child passes infancy, problems of malnutrition begin to 

surface as the balance of his dietary intake often shifts prematurely from maternal 

1 
United Nations Demographic Yearbook, 1973, New York, 1974. 

2 UN Document E /СONF.60 /CBР /14, submitted to World Population Conference, 1974. 
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to external sources. A second peak in mortality occurs in the age group of 12 to 18 

months (whereas, in developed nations, the period of life from one through four years 

is a relatively safe one). Although data on mortality in the age group 1 -4 (child 

mortality) are even more scarce than data on infant mortality, such figures as are 

available indicate that, as compared with a rate for child mortality of one per 1000 

for developed countries, rates of the order of 50 per 1000 are not uncommon in the 

less developed countries. In other words, the difference in mortality levels for this 

age group is much greater than for infant mortality, between the less developed and the 

more developed regions. 

Adult Life Expectancy 

Even assuming the obstacle course to adulthood is passed, the citizen of the Third 

World can generally expect to live five to 20 years less than his counterpart in the 

developed countries. This fact is of special significance: life expectancy is one 

of the most sensitive indicators of health status. It correlates highly with a number 

of forms of morbidity and debility, and thus can indicate the broad extent and severity 

of a nation's health problems. 

Expectancy of Additional Years of Life at Age 203 

Males Females Males Females 

Chad 26 32 USA 49.8 57.0 

India 37 36 Sweden 53.5 58.5 

Kenya 43.0 45.7 France 50.5 57.7 

Mexico 47.8 .51.5 Japan 52.3 57.3 

Morbidity and Mortality 

Death is only the tip of the iceberg that measures human suffering. There is 

a core pattern of disease which affects the poor in the Third World, especially in 

rural areas,where it is fostered largely by a hostile environment. These communicate 

diseases interact synergistically with malnutrition to constitute the major causes of 

morbidity (and mortality) amongst the rural poor. Diarroeal diseases are estimated 

to cause approximately 10% of all deaths in the developing countries. Air -borne 

diseases, including pneumonia, influenza, measles, whooping cough, tuberculosis, 

dipht8eria, and bronchitis among others, remain a category of major public health 

importance. They account for perhaps as much as 20% of all deaths in the Third 

World. Malaria and parasitic diseases, schistosomiasis, sleeping sickness, and 

onchocerciasis in particular affect rural populations. In some endemic areas, more 

than 50% of the population are infected with schistosomiasis and the world total of 

UN Demographic Yearbook, 1973• 
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infected persons has been estimated tc total 200 million. Sleeping sickness is 

found south of the Sahara along streams and in the moist savanna zones. Two forms 

of the disease exist and both are fatal when left untreated. The most serious 

clinical symptoms of onchocerciasis are eye lesions leading to blindness: about 

20 million people are infected in the world, the largest endemic areas being located 

in tropical Africa. 

Rural Health 

Some of the factors affecting levels of mortality and morbidity in the Third 

World are listed below. A plus ( +) indicates the favoured environment for each 

of the factors while a minus ( -) indicates the one disadvantaged. A question mark 

suggests a situation which is not clear and will depend on peculiarities of a given 

country. 

Availability of medical services 

Level of nutrition 

Rural Urban (Poor) Urban (not poor) 

- + 

- 

+ 

+ 

Literacy - + 

Availability of safe water - ? + 

Adequate waste disposal - - + 

Crowding ? - + 

Proximity to animals - + + 

Proximity to disease carrying vectors - + + 

Obviously the urban population which is not poor maintains a substantial advantage 

over the rural population, which generally comprises the largest proportion of a 

developing nation's populace. Between the urban poor and rural, the urban poor may 

suffer the steepest gradients of mortality and morbidity,eкcept where animal- related 

and vector -borne diseases are of major importance amongst rural populations. Generally, 

and in contrast to the experience of developed countries during their periods of 

industrialization, levels of health tend to be lower amongst rural populations than 

amongst urban ones in the developing countries. This rural /urban differential in 

health reflects, the rural/urban differential in socio- economic conditions. 

� 
Infant Mortality Rates 

4 

Urban Rural 
Chad (1964) 134 162 

Liberia (1970) 82 158 

Pakistan (1971) 100 138 

Turkey (1967) 113 168 
Ecuador (1071) 80 87 

Panama (1072) 20 38 

UN Demographic Yearbook, 1073 
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Poverty: Other Characteristics and Dimensions 

Characteristics 

According to IBRD, 550 million or 85% of all people having less than the equivalent 

of US$ 50 per capita income yearly, lived in rural areas in 1969; of the 750 million 

people living below the US$ 50 line and/or receiving less than one third of the national 

average of per capita income, over 80% were found in the rural sector - and represented 

40% of the total rural population of the Third World estimated for that year.5 Besides 

living in rural areas, most of the poor work in agriculture and related pursuits. Many 

are self -employed and do not enter the wage economy. Under -employment is widespread. 

The poor lack productive assets (land), which leads to low rates of savings thus depriving 

the poor of capital for acquiring assets. More importantly, food, health and education 

resources are inequitqbly distributed. This denies the poor access to obtaining the 

nutrition, health and skills they would need to take advantage of economic opportunity 

even if it existed. 

Examination of three characteristics of rural poverty in an Asian country -lack 

of land, demographic growth and malnutrition- illustrates how these characteristics 

interact. Surveys in that country revealed that a third of all rural households 

either had no land or had minuscule parcels (up to one acre) and depended on wages, 

mostly from casual labour in agriculture, as their source of income (196)/64). Of 

these people, 70% lived below the official poverty line (minimal level of consumer 

spending). As the size of land holdings increased, the consumption standard of rural 

households improved correspondingly. But for the poorest families the inadequacy of 

income sources, that is, land, was compounded by family need: there were too many 

dependent mouths to feed. The poorest 10% of the rural population averaged 5.9 

members per family, and all of these people were below the official poverty line. On 

the other hand, the richest 5% of rural households averaged 3.7 members per family 

and were found at the top of the scale of consumption spending. In short, the larger 

the family, the lower the level of consumption per rural household because the 

ratio of dependants to family earners increased. Malnutrition and poor health led . 

to high infant mortality and provided a continuing incentive to have as many 

children as possible amongst the poor rural families. Thirty to forty per cent of the 

rural population lived below the minimal standard of caloric intake per person. The 

nutritional deficiency experienced by these people contributed to their low productivity, 

� World Bank, Rural Development Sector Policy Paper, February, 1975. 
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which, in turn, resulted in a continued inadequacy 

response of these people to economic opportunities 

for nutritional improvement is a lengthy process. 

deprivation in childhood are permament. 

Dimensions 

of diet and low work output. The 

could only be sluggish at best, 

Often, the effects of dietary 

Based on an arbitrary assumption that the equivalent of US$ 50 per head annually 

represents a poverty line, below which minimal needs of nutrition, health, shelter, etc., 

are difficult to satisfy, it has been estimated that in 1969, 31% of the total population 

in the Third World lived below this line. Also in that year, an estimated 

48% had a per capita income of less than US$ 75 per annum.6 A more realistic 

indicator of the dimensions of poverty is nutrition: surveys have shown that vast 

proportions of people in low income groups in the Third World subsist on diets that fall 

below minimal needs of nutrition for normal living and working. Typical is the case 

of a vast region in a Latin- American country where 75% of families classified as rural 

were found to consume less than the minimum of nutritional requirements.7 

The Future Incidence of Poverty. The United Nations estimates that between 1970 

and the year 2000, the rural population will have increased by almost one billion people 

aid will comprise over half of the t;tal population of the Third World. Most 

of this increase will take place in Africa, South Asia and East Asia. Whilst the locus 

of poverty may shift to the urban setting in most of Latin America, out of the total 

members of people who will continue to suffer the worst manifestations of poverty, the 

proportion who live in rural areas will remain high in Africa and in Asia through the 

year 2000 and beyond. Therefore, a strategy to relieve poverty must focus on the 

health and other socio- economic characteristics of the rural poor. Since malnutrition 

and ill- health are closely associated with both the causes and the symptoms of rural 

poverty, improved nutrition and health could lead to cumulative improvements in other 

conditions of poverty. 

Economics of Poverty 

Economic growth in the Third World has benefitted a minority of people (mainly 

modern sector and urban based). It has provided little benefit to over a third of the 

populations of these countries, for it has been accompanied by increasing inequality in 

6 
Chenery, H., Ahluwalia, M. S., Bell, C. L. G., Duloy, J. H. and Jolly, R. 

Redistribution with Growth. Oxford University Press, 1974. 

7 
Turnham, David. The Employment Problem in Less Developed Countries: A Review 

of the Evidence. Development Centre Studies, Employment Series No. 1. Paris: OECD, 1971. 



7. 

the distribution of income and of other growth benefits. Rapid growth even appears 

to induce a greater income inequality and incidence of poverty in countries at the lowest 

levels of development (highly dualistic economies, low average income, etc.). Consequently, 

it is estimated that the poorest 60% of the population of 43 developing countries receives 

an average of only 26% of total income (1969).8 Amongst 66 nations, the developing 

countries appear to have a greater degree of income inequality than the Socialist and 

developed nations: in the former, the estimated share of total income received by the 

lowest 40% income group averages 12.5 %, and in half of these countries, ..t averages 

only 9%.9 

Two major determinants of income distribution and poverty are: the extent to 

which national wealth /assets are concentrated, and the rate at which human resources 

improve qualitatively through education and health. The poor in developing countries 

seem to benefit most from economic growth and income distribution evolves most equitably, 

in countries where government assumes a major economic role in order (a) to bring about 

a more even spread throughout society in the ownership of productive assets, and (b) to 

direct a flow of resources specifically towards improving the education, employable 

skills and health of the poor. There is evidence, furthermore, (a) that redistribution 

policies can often facilitate rather than thwart economic expansion, and (b) that 

when redistribution is combined with social and economic gains for the poor, fertility 

rates of the poor tend actually to decline over the long term. 

Towards a New Approach to Development 

10 

We may still be far from knowing, quantitatively, how and to what extent education 

and health contribute to economic productivity, employment and income generation. But 

we do know that the concentration of human skills and productive capability is just as 

important a cause of income inequality and poverty as the concentration of physical assets. 

To redistribute assets without improving the productive capacity of the recipients of 

those assets, would be self -defeating: land reform succeeded in Japan and South Korea 

partly because rural people had the education to define their own needs and the skills 

and health for pursuing their own interests effectively. 

Conditions of the poor in the Third World do not allow us to await the results of 

further research, nor the design and testing of comprehensive theories. Experience 

tells us that the goal of development should be that of "social productivity ", based 

Adelman, I. Economic Growth and Social Equity in Developing Countries, 
Stanford University Press, 1973. 

Chenery, et al., Redistribution with Growth. 

10 
Rich, William. Smaller Families Through Social and Economic Progress. 

Overseas Development Council, Washington, D.C., 1973. 
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on policies of distributive reform where these are needed, rather than economic 

productivity for its own sake. In other words, the aim must be to improve the quality 

of daily life of the poor. This is a social rather than a purely economic objective. 

Therefore, what is needed is a reorientation of development from production through 

distribution and consumption: the content of GNP, i.e., what is produced and for whom, 

should take priority over its rate of increase. Resources should be redirected - from 

concentration on the modern "growth" sectors to the traditional and rural sectors, 

where most of the poor are found. This means, in health, that we stop following 

traditional patterns: these emphasize curative services, are hospital and urban - 

based using technologic and specialized medicine, and result in national health resources 

and opportunities being distributed inversely in relation to national health needs. 

Rather, national health promotion should begin where the problem lies, i.e., in rural 

areas and amongst other underserved groups, and health efforts and resources should be 

redistributed accordingly. These efforts and resources must be integrated with those 

of the other sectors, if progress is to be made in improving the living and working 

conditions of the poor. 

Rural Development: Some Key Aspects 

Definition of Rural Development 

We view rural development as a process of betterment in the living and working 

conditions of the poorest rural families, consisting of absolute gains in human welfare: 

minimal standards of food intake, health,education, skills, shelter, clothing, security. 

Our central concept is one of human growth and self- reliance. We recognize, however, 

that this process cannot take root nor be maintained unless the productivity and incomes 

of the rural poor provide a surplus sufficient to sustain welfare gains. There must 

be an overall average increase in both consumption and output per head. A production 

increasing strategy is necessary but insufficient to raise consumption of social goods: 

production aid consumption gains must reinforce each other. 

Economic Aspects 

Investment 

In the poorest areas, the rural development process could hardly be initiated without 

a flow of public investment to support productivity -and income growth of the poor by 

building up the latter's ownership of and access to social /human assets (health, education) 

as well as physical ones. This may require investment (a) in health and other social 

services, sufficient to produce substantial improvement in the living and working 

conditions of the poor, and (b) in the capital stocks owned or newly acquired and 

controlled by the poor, sufficiently greater than what the poor themselves could provide 

initially from their own savings. 



9. 

Distributive Reform 

Where the distribution of productive assets is highly skewed at the outset, the 

poor might not be able to ultimately attain a threshhold of economic self- support in 

order to sustain continuing improvement in their living and working conditions. In 

such cases, action to provide the poor initially with sufficient assets (land) in 

order to raise their productivity, may be needed and may involve distributive reform: 

change in the structure of land ownership and tenancy in some cases; resettlement 

and colonization in others. Past experience, in such circumstances, has shown that 

without redistribution, the benefits of investment intended for the poor become 

appropriated by - and "spillover" to - the richer and more powerful groups. 

Spillovers can be large and may occur in many rounds throughout the life of a 

service or investment, the net result being that conditions of the rural poor which 

were meant to be improved remain largely unchanged. 

The causes of spillover derive mainly from the existing socio- economic structure 

(wealth correlates closely with power) and to a lesser extent from the nature of public 

goods. Benefits of the latter cannot and should not be retained exclusively within a 

specified group. This is particularly true with health,because disease may transceг all 

socio- economic classes. If spillovers can be reduced, enough benefits might be retained 

by the rural poor for the latter to experience some absolute gain in their conditions. 
t 

It is less likely, however, that the position of the poor relative to conditions of 

higher income groups could improve without very substantial reductions in spillover. 

Analyses indicate that reductions cannot be achieved, in any event, without an initial 

redistribution of land and other assets, with consequent changes in the structure of 

production. Furthermore, in some situations, distributive reform might not succeed 

without a weakening in the power of the agrarian oligarchy - who deny the poor access 

to land, welfare and economic services /inputs. Any alternative in such situations 

(e.g., a package of inputs "designed" to ensure that at least half of its benefits 

accrue to "targeted" groups of the poor) might amount to little more than a holding 

operation: the poor would achieve some absolute but only temporary gains. 

Rural Development Programmes 

The content and sequencing of programmes depend upon a country's political, economic 

and social circumstances. Generally, however, programmes call for a multi -sectoral mix 

of policies, activities and investments tailored to specific characteristics and needs 

of the rural community: schools, clinics, agricultural /vocational training, personal, 

social welfare services such as disease control, improved nutrition, widening adult 

literacy, family planning, physical infrastructure including rural electrification, 

inputs into agriculture and rural industry, credit, irrigation facilities, etc. Three 
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criteria are needed for selecting and implementing activities: first, if the poor are to 

become self -reliant they should participate in selecting and carrying out these activities. 

Second, inputs and activities should be mutually supporting (example: activities that 

generate employment should be complemented by skill training and health interventions 

needed to benefit optimally from the new employment). Thirdly, given the need for 

economic viability, social inputs should be those which are least costly and most 

effective (most associated with positive impacts on economic productivity). 

Economic inputs should be priced at levels - and social /economic services delivered 

in ways - which enhance their accessibility to the poor. This might require inter- 

vention in factor and product markets and modification of urban - rural terms of trade, 

i.e., changes in the very pricing mechanisms which have favoured growth of the modern 

and urban sectors over that of the traditional and rural sectors. As for delivery modes, 

since most rural areas have little in the way of an institutional infrastructure, two 

principles might apply: first, community involvement and mobilization of local resources 

should be maximized. The Comilla cooperative project exemplifies one way in which local 

resources can be mobilized. In WHO, we are developing concepts, policies and programme 

methods for delivering "primary health care" and services at the village level, 

integrated with other developmental activities. Second, social service activities 

should be integrated with one another and with economic services in order to economize 

resources at scale and to simplify administration. The "Community Education Centres" 

established in Ujumaa villages in Tanzania illustrate how this can be done. Another 

illustration: some health interventions are more effective when delivered through sectors 

other than the health services system (example: in the Sudan, measures to control 

"man -made" malaria in the irrigated areas of the country are delivered more cost - 

effectively by local agricultural authorities, e.g., the Gezira Agricultural Board, 

as an integrated part of agricultural practice, than by the offical health services). 

Local Participation 

The viability and momentum of rural development can best be assured if the poor 

are organized to support that process from below. Whatever form such organization 

may take - cooperatives, unions, village committes, regional associations - it must 

enable the poor to exploit their strength in numbers and to poor their resources, not 

only for the common pursuit of socio- economic improvement, but also for the defence 

of whatever gains they achieve. The initiative to organize must come from the poor 

themselves: they must perceive the causes of their poverty, and must share a common 

identity as poor people and not solely as members of a certain ethnic group, caste, 

religion, or local regional group. This constitutes a further reason why the poor 

should become "self- reliant" and participate as fully as possible in development activity. 
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The participatory and self -reliant approach it increasingly accepted in 

developing countries. In health, we in WHO have adopted this approach as a cornerstone 

of our "primary health care" programme, referred to above. "Participation" requires, 

by definition, that the poor define their health and other problems on the basis of 

their own perceptions of this reality, rather than on the basis of the perceptions of 

outsiders - however technically qualified the latter may be. Qualified, technical 

guidance is needed, but the people themselves must analyse and come to grips with the 

causes of their own problems and then work out priorities for action. 

Decentralization. If the poor are to take in hand their own developmental 

activities, decision -making authority should be delegated to the local level. This 

implies a devolution of power both within and outside the governmental structure. 

The modalities of decentralization (for revenue raising and for planning, budgeting 

and executing rural development programmes) must be dictated by the national /local 

political and institutional context. Whatever its form, decentralization should serve 

the interests of the poor, for the basic problem often lies in the existence of a 

local power structure and its linkage /alliance with the national, political and economic 

establishment. 

Redeployment of administrative units from the central and /or regional to the 

"peripheral" levels, for rural development purposes, has generally failed: (a) the 

usual bureaucratic tendency is to stifle local initiative; (b) the administration 

forms a natural alliance with the local power structure, facilitating "spillover "; 

(c) administrations are compartmentalized sectorally and are not structured to execute 

inter -sectoral activities such as those of rural development. Of course, the 

administration should render maximum support to the rural development process,and 

this may require new kinds of incentives /•sanctions as well as criteria for evaluating 

public service performance. But what may finally be needed is the creation of 

entirely new institutions controlled and run to a large extent by the rural poor 

themselves (as in Tanzania). 

Political Aspects 

Everywhere, the nature of the political process and the distribution of political 

power heavily influence patterns of resource and income distribution. A strategy 

to attack rural poverty, along the lines we have proposed, could be perceived in some 

cases as a threat to the existing balance of power. National contexts differ widely 

from one another; nevertheless, in a number of contexts the major constraint on rural 

development could arise from political opposition to distributive reform (and to 

local participation and/or decentralization). 
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Where broad, redistributive measures are essential but are precluded by political 

opposition (enjoined, in the case of the health sector, with medical /professional 

opposition), governments and external aid donors are still morally obligated to do all 

that is possible to help the rural poor. We take this position, knowing that the net 

result of such efforts could amount to little more than a holding operation. What 

is crucial, under these circumstances, is that rural development strategy be based 

upon analyses of socio- economic and political factors. Otherwise, objectives cannot 

be set realistically. 

The implications of setting objectives realistically are considerable: how much 

absolute gains can be reasonably expected to be achieved and sustained in rural health? 

Will they be enough to significantly improve in absolute terms the consumption package? 

What will be required in health technology? How much real resources are likely to be 

needed for different target levels of absolute gains (i.e., manpower, training, transport, 

water, sanitation, environmental, disease control, etc.)? And can the real resources 

required be generated wholly from within the community, partially or not at all? 

These questions raise to a level of high significance the extent to which consumption 

and production increases can be attained independently from urban and national 

developmental policies and norms. It may be the case that rural consumption and 

production gains are only possible with direct linkage to national policies, goals and 

norms. 

In conclusion, the success or failure of efforts to relieve rural poverty will be 

determined by Government's commitment or lack thereof to rural development. We 

recognize, moreover, that the degree: of priority given by national political leaders 

to rural development-which is a long -run process - will often be the result of a 

reconciliation between long -term, potential political gain, and the short -term, 

political requirements of staying in power. 

II RURAL HEALTH DEVELOPMENT 

Towards a Strategy for Rural Health Development 

Most Governments in the Third World .hаvе very limited resources; therefore, rural 

health development will involve difficult choices between alternative means of 

promoting consumption and production. If the rural poor are to attain economic 

viability, especially in the poorest countries and areas, then not only should rural 

development activities complement each other, but inputs into these activities ought 

to be proportioned to yield optimal results at the least cost. Guidance for making 

resource decisions will have to be formulated from sound conceptual reasoning (based 

on a careful sifting of all the evidence). 
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Health and Rural Economic Improvement 

Amongst the many health /economic interactions, one can discriminate major relation- 

ships centered around the quality of a nation's present and future stocks of human 

resources. There are, of course, other indirect effects which are important for the 

attainment of social and economic goals (the feeling of well -being, the psychological 

relief from daily suffering and the energies to do things other than work, family and 

community chores, are all possible if health is improved). 

Sick people have less energy and effort to perform household chores, work, or 

school learning tasks. Better health enables children to learn and to develop physically 

and mentally and adults to perform their household arid work tasks better. By removing 

physical and mental barriers, i.e. poor health, it is argued (a) that future members of 

the work force, i.e. children, will embody more skills, strength and vitality; 

(b) investments in education and training will be made more cost /effective; and 

(c) existing members of the labour force will be more receptive to acquiring new skills. 

As more good health spreads throughout all age groups, and especially in future members 

of the labour force, improved health can be co- joined with other social improvements such 

as in education. 

Ill health may affect economic productivity by (a) preventing or retarding the 

settlement of agriculturally rich lands; (b) causing additional consumption of current 

resources (food, medical treatment and services, etc.) which could otherwise be avoided; 

(c) reducing the availability of skilled manpower, and (d) increasing absenteeism 

amongst members of the employed work -force. 

It is now recognized that changes in the quality, of labour which affect labour 

productivity make an important contribution to economic growth. Better health and nutrition 

constitute one change in quality contributing to the growth of labour productivity. This 

argument rests on three propositions: first, a healthy worker can work at a more 

physically demanding job than a sick one; second, the marginal productivity of a 

sick person is less than that of a healthy person, and third, a sick worker will work 

less time than a healthy one. The presumption is that if a sick worker were to become 

a healthy worker, his (her) marginal productivity on the same job would be increased: 

he (she) would be able to work more arid his (her) earnings, would 

be greater. 

As in the case of the contribution which education makes to labour productivity, 

there are variables at play which we as yet know too little about. But empirical evidence 

does lend enough strength to the health /labour productivity relationship, in the case of 

a wide variety of "sick" definitions (i.e. parasitic infections, nutrition levels, 

communicable diseases), for this theoretical conclusion to point the way to strategies 

for rural health development. It should be noted, given the existence of large propor- 
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tions of rural workers in a "landless" status with no sustained employment possibilities, 

that health interventions unaccompanied by asset redistribution policies or other 

employment generating opportunities might not, on balance, be sufficient alone to raise 

the average economic levels of all. 

Motivation 

The "value" of health to a rural economy includes mental or attitudinal elements 

(attitudes towards work and motivation for achievement and self -betterment) conducive 

to economic improvement. Because many rural workers are self -employed, their motivation 

is important. The rural poor often tend to regard life's events as pre -ordered, but 

disease control and /or eradication and environmental health improvements demonstrate 

dramatically that this is not so. Health services (curative) and promotive activities 

also prove that one's own behaviour influences his (her) prospects in life. 

Improved motivation resulting from reduced mortality as well as morbidity is 

the basis of the child -survival hypothesis: when people have a growing awareness of their 

own capacity to influence the course of their lives, this can lead to motivation for 

fewer children. When mortality and particularly infant mortality decline sufficiently, 

people experience a greater sense of familial security and hence the need for more 

children diminishes. Of course, health improvement must be part of widespread economic 

and social improvements for the emergence of motivations leading to the demographic 

transition of lower death and lower birth rates. 

Towards a Strategy 

Although investment and consumption aspects are mixed through most health inter- 

ventions, the investment components of health become more apparent when health is viewed 

as an integral part of the broader development context. On this basis, it is possible 

to identify fields of intervention in which investment components seem to dominate other 

benefits, direct and indirect: such interventions (a) produce the more sustained, last- 

ing and possibly greater health effects, in response to the profile of rural health status 

described earlier, and (b) are most cost /effective and conducive to economic improvement, 

for they contribute more immediately and permanently to the reduction of certain medical 

(epidemiological) indices (e.g. disease and disability rates) without first needing to 

improve personal and social satisfaction. 

Historically, widespread improvements in public health in developed countries began 

with improvements in food supply and the introduction of safe water supplies and sewerage 

disposal systems, which accompanied the industrial revolution during the late eighteenth 

and nineteenth centuries. As for the relative contributions to sharp reductions in 

mortality made by nutritional and environmental improvement on the one hand, and by 

medical science and curative health service on the other, the historical record suggests 

substantial impact from the former and as yet undetermined impact from the latter. 
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Purely "treatment" or curative activities in support of the sick are costly. Furthermore, 

the extent to which they can significantly and permanently alter mortality and morbidity 

has been questioned by the results of numerous surveys and studies. 

At least in the poorest of rural areas, and on cost /effectiveness grounds, priority 

fields of intervention might generally include - but by no means be limited to - the 

following: nutrition, control of infectious diseases, promotion of reproductive health 

including fertility regulation, environmental sanitation. It should be noted, however, 

that curative service promotes individual satisfaction which is a prerequisite to 

mental, if not physical well -being of rural people and their receptivity to other 

health promoting areas. In this sense, curative care can have important socio- 

political effects because of community satisfaction with health services. As a matter 

of strategy, successful implementation of the more cost /effective or "high priority" 

components of a rural health programme, might not be ensured unless treatment activities 

are included in that programme. Hut more importantly, mure treatment activity represents 

a vital _part of consumption and social well- being, and hence, a vital part of the overall, 

social goal of the strategy we have outlined from the. beginning of this paper: improve- 

ment in the quality of rural life. The extent to which resources should be expended on 

pure treatment activities depends upon (a) the level of economic viability of the rural 

poor, to support oonsumption, in the programme area and (b) the extent to which treatment 

costs can be reduced through the "primary health care" approach to delivery modes, 

described in Part III of this paper. 

Priority Fields of Interventions 

Nutrition 

Malnutrition is an aspect of rural poverty which requires most urgent improvement. 

Even in rural areas where severe, clinically manifested forms of malnutrition are not 

readily visible, a large portion of the population lives in a state of under- nutrition. 

Chronic, mild to moderate forms of protein -calorie malnutrition may affect up to an 

estimated x+60 million people in the Third World. Half of the affected are children. 

Millions more suffer from disabling diseases caused by specific nutritional deficiencies. 

The synergistic relationship between malnutrition and disease is well documented. Mal- 

nutrition is the main contributory cause of infant and early child mortality in develop- 

ing countries. Anaemia combines with poor nutrition leading to pregnancy complications 

and ill health. Children of malnourished mothers are disadvantaged at birth with low 

birthweight. Some forms of morbidity directly due to specific nutritional deficiencies 

need special consideration. Blindness caused by vitamin A deficiency is now recognized 

as a serious health and socio -economic problem: hundreds of thousands of children in 

the Third World are totally blinded every year and many times that number are partially 

blinded. Poor health conditions, moreover, lead to food wastage through malabsorption 
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of nutrients or poor digestion. Diarrheic processes pose a grave threat to health: 

diarrhoea and malnutrition are closely linked. A major consequence of malnutrition is 

mental retardation in children due to malnutrition during intrauterine life and early 

childhood, combined with insufficient socio- psycho stimulation. 

The list of factors which contribute to malnutrition in rural areas includes: 

lack óf sufficient land for the poor, due to overconcentration of land in'the hands 

of large owners; food growing patterns (crop spectrum) that are deficient in 

nutrients; environmental factors (draughts, floods, etc.); pre and post harvest 

losses; government policies emphasizing cash crop production for export, to 

boost foreign exchange earnings, which result in further impoverishing the rural 

poor (commercialization may lead to the use of land areas for intensive production, 

thereby increasing the unequal distribution of food resources within a country in 

favour of the urban and export sectors); the unselective transfer and introduction 

of agricultural technology; lack of food distribution infrastructure, and misinforma- 

tion or counter- productive socio- cultural practices. 

The direct and indirect economic costs of malnutrition can be high: a proportion 

of economic resources invested directly and indirectly in the creation and the 

formation of a country's future stock of human resources is lost, since malnutrition 

is a primary contributor to infant /child mortality and to morbidity. Losses derive, 

in the first instance, from wasted consumption. Subsequently, investments in health, 

education and other development programmes may also be wasted. Developing countries 

now spend upwards of 4% or more of their GNP on education, but the efficiency of their 

educational systems is lowered by as much as 50% by pupil attrition and repetition caused 

partly by nutritional deficiencies. Lastly, it is well documented that malnutrition 

reduces work productivity. 

A "food policy" giving high priority to nutrition would balance the purely 

economic imperatives of agricultural development against the goal of meeting the 

nutritional needs of the rural poor. This may require: (a) specific actions to 

redistribute food supplies per se, as part of a broader complex of distributive reform 

measures; (b) very close coordination between agricultural production policy and 

health interventions that are aimed at ameliorating specific nutritional deficiencies, 

and (c) substantial modification of existing agricultural policies and practices, in 

order to ensure that agricultural development serves specific targets of nutritional 

improvement for the poorest segments of the rural population. Finally, the important 

role of women in bringing about better nutrition for the family underscores the urgent 

need for educating rural women in nutrition. 

Infectious Disease Control: Malaria and Other Parasitic Diseases of Man 

Parasitic diseases characteristically affect rural areas, where multiple infection 

is the rule: in Africa, for example, rural people may suffer from malaria, schistosomiasis, 
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filariasis and several intestinal helminths. Important diseases in this group run 

a chronic debilitating course; some lead to death in a high percentage of cases. 

Susceptibility to the infective agents is practically universal. Where the ecology 

is favourable to transmission, as in many rural areas, high proportions of the 

population are affected. Lack of safe and easy treatment aggravates the problem. 

Vector or reservoir control can become expensive and involve extensive ecological 

manipulation, while being subject to setbacks (e.g., development of resistence to 

insecticides). 

In 1973, 488 million people in 66 countries lived in areas where malaria was 

endemic (of these, 346 million were not covered by anti -malaria programmes). In 

some areas which have been subjected to long and intensive control programmes, immunity 

levels of populations have fallen (but when difficulties arise in executing these pro- 

grammes, the number of malaria cases may soar to alarming levels). The need for long- 

term commitment to malaria control must be emphasized. 

Schistosomiasis is a fresh -water, snail -borne disease found in Africa, tropical 

America and large areas of Asia. In some rural endemic areas, more than 50% of the 

population may be affected. The disease remains largely uncontrolled and its 

prevalence is increasing. Proper engineering design of water management projects 

can limit the spread of schistosomiasis among populations affected by such projects. 

Consequently, effective planning for, and operation of, schistosomiasis control 

activities require close co- ordination between the agriculture, water management and 

health services. 

Onchocerciasis, a parasitic disease that produces blindness, is carried by the 

female blackfly (simulium damnosum), and is particularly widespread in tropical Africa 

(but is also found in Central and South America). Epidemiological data indicate that 

men are at far greater risk of intense infection than women of corresponding ages (and 

the prevalence of eye lesions and blindness is reportedly higher among men in their 

economically productive years). The pattern of socio- economic liability that has 

emerged due to onchocerciasis has been particularly damaging: people affected become 

incapacitated and are usually unable to maintain productive activity. Onchocerciasis 

has caused widespread migration out of affected areas, with a consequent drop in 

agricultural potential. Productive capacity falls due to the combination cf land 

shortage, low yields, limited and disabled labour. In turn, this contributes to 

further out- migration, a perpetuation of population maidistribution and non -use of land, 

resulting in an enormous drain on national resources. 

Other infectious parasitic diseases include African trypanosomiasis (sleeping 

sickness), American trypanosomiasis (Chagas disease), filarial worm infections, hookworm, 

various intestinal parasites and leishmaniasis. Mention should also be made of a 

number of zoonoses: these are diseases which affect man's animal herds, thereby 
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reducing his food supply; they also affect man's own health, causing illness and 

even death. 

The burden of parasitic diseases extends well beyond their direct contribution 

to mortality and morbidity. Their prevalence may dictate the distribution of a 

population: human occupancy of large areas of Africa, Asia and the Amazon areas of 

South America has been impossible due to malaria, trypanosomiasis, or onchocerciasis. 

In populated endemic areas, labour productivity is reduced. Epidemics of malaria, for 

example, can create such havoc that crops are not planted or not reaped. The whole 

work force of a stricken area may be disabled. In agricultural and pastoral tropical 

areas where malaria is most rife, the peak transmission season most often coincides 

with the period of maximum agricultural activity and nomadic movement. 

Whilst parasitic diseases may thwart rural economic improvement, conversely, rural 

economic development can sometimes be a precursor to parasitic disease. Man -made 

alternatives to the ecology, or increase in population density, may lead to a significant 

and self -defeating prevalence of parasitic diseases where none or nearly none was 

previously registered. Example: irrigation schemes can bring about a great increase 

in the incidence of schistosomiasis through the creation of excellent conditions for 

the multiplication of the species of snails which are the intermediate hosts of the 

parasite. 

Reproductive Health/Fertility 

The fertility pattern, or more specifically the birth rate, is one of the main 

determinants of population growth rates which are in turn an important factor in rural 

socio- economic development. Furthermore, pregnant women and young children are the 

rural population groups most vulnerable to disease and ill- health. The advent of 

effective, safe, and acceptable measures to regulate fertility, therefore, has led to 

an ever -increasing focus of attention on family planning. 

The Influence of Health /Mortality on Fertility 

Better health of the mother may increase her fertility to some extent and will 

certainly increase her chances for the delivery of a healthy child. Furthermore, even 

modest improvements in health may dramatically reduce infant and child mortality. Hence, 

from a demographic point of view, the short -term effect of improved health is likely to 

be an increased rate of population growth. In the long run, however, this increase can 

be reduced or even reversed, according to the child -survival hypothesis described 

earlier. As experience and /or expectation of child survival increases, so does the 

practice of family planning. Recent experience shows that the modern demographic 

transition (decline in death rates followed by a decline in birth rates) is being 

shortened to a time lag of less than 25 years. 
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The Influence of Social and Economic Improvements on Fertility 

As noted earlier, a continuum of increasing income levels, equitable income 

distribution, economic security, changing cultural values, better housing, widespread 

education and health and nutrition improvements, creates the motivation for smaller 

families. Greater education and job opportunities for women are also important. 

Finally, studies of the acceptance of family planning methods have further brought out 

numerous factors associating religious beliefs, superstitions and taboos with high or 

low fertility. 

Recognizing that health improvements can and should produce balanced socioeconomic 

effects, WHO has subscribed to the comprehensive socio- economic approach outlined above. 

This approach is reflected in the World Health Assembly Resolution WHA28.44 which: 

(a) welcomes the emphasis given in the World Population Plan of Action to the inter- 

relationships of population and socio- economic development; (b) stresses the urgency 

of reducing maternal, perinatal, infant and childhood mortality and morbidity through 

improved management of maternal and child health services and other aspects of family 

health care; (c) recognizes the need to improve health through support to research on 

all aspects of human reproduction, including methods of fertility regulation and the 

impact of family planning on health and on optimal physical and psychosocial development 

of the child; (d) urges Member States to take the initiative in organizing national 

follow -up activities in the health -related aspects recommended in the World Population 

Plan of Action; and (e) requests the Director -General to intensify activities related 

to family health care as part of the strengthening of health services and to participate 

fully in the development of all activities of the World Population Plan of Action 

related to health. 

Health and Fertility 

As early as 1865 it was noted that mothers who have a large number of children 

have higher risks of complications of pregnancy and difficulties in labour that may 

prove to be fatal. Another factor affecting maternal mortality and morbidity is 

maternal age. Mothers who conceive between the ages of 30 and 40 have twice the risk 

of dying in pregnancy or childbirth as women aged 20 to 30. The risks increase to four 

or five times in women over 40. Birth order is another important factor. Studies from 

both industrialized and developed countries have consistently shown that the risks of 

infant mortality after the first child increase with increasing birth order (especially 

after the fourth child). It is not only the number of children that leads to 

unfavourable health consequences, but also the interval between pregnancies and the 

mother's age at pregnancy: too short an interval is particularly hazardous to the 

child's health. 
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Family Planning Programmes 

Evaluations of family planning programmes indicate that these can contribute to 

fertility decline. Prcgramme acceptance frequently correlates with high levels of 

income and education, but inverse relationships are possible. Attempts have been made 

to model possible economic effects. However, the application of cost /benefit analysis 

is difficult because of the problem of assigning a monetary value to a child. While 

economic considerations are certainly not the sole ctiteria for determining fertility 

regulation policies, the interaction between the two is important. Nevertheless, the 

issue of economic benefits of family planning shouldpnot be isolated from recognition that 

the number and spacing of children is a fundamental human right of couples, irrespective 

of effects on demographic trends and /or economic growth. Family planning services must 

be viewed as important elements in rural health development. 

Environmental Sanitation 

Since the lack of safe, potable water, the lack of waste disposal facilities and 

poor housing are main causes of disease transmission in rural areas, programmes to 

remove these deficiencies have often proven to be more cost -effective than treatment 

of environmentally related diseases. 

Water -associated diseases include: (a) those related to poor sanitation (lack of 

water and /or sewerage, inadequate personal hygiene); (b) waterborne diseases (water 

is a passive vehicle of the infecting agent); (c) water -based diseases (a part of the 

life cycle of the infecting agent takes place in an aquatic animal); (d) water -related 

diseases (infections transmitted by insects that breed in water). Some belong to more 

than one group. The spread of a number of communicable diseases transmitted by sources 

other than water is facilitated by poor housing as well as lack of sanitary facilities 

for waste disposal. In many developing countries, enteritis and other diarrhoeal diseases 

are among the five leading causes of death and are usually one of the two leading causes 

of death in infants and very young children. 

Although all factors (cultural, social, economic as well as environmental) which 

may be involved in the reduction at source of these diseases cannot be identified and 

quantified, a considerable body of evidence has accumulated showing that more and better 

water and other environmental improvements are associated directly with better health. 

Epidemiological models, for example, demonstrate that the effects of good sanitation 

are long -lasting (and in this respect may give better results than vaccination against 

a number of gastro -intestinal diseases). 

Environmental health measures are associated with economic improvement in two 

ways: through producing direct benefits to economic activity per se and through 
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contributing to improved health and hence to worker productivity. The introduction 

of potable water supply systems can result in short -term economic benefits to rural 

communities: the possibility of limited irrigation of garden plots; fish farming 

in reservoirs constructed for the local potable water supply; the provision of low - 

cost facilities for livestock watering in relatively arid areas or in areas with at 

least a very dry season. Long -term benefits are difficult to identify, for in most 

developing countries rural water supply programmes have been in existence less than 

10 years. 

Although casual relationships cannot be satisfactorily quantified for purposes of 

benefit /cost analysis, the evidence to date does point to positive associations of 

environmental sanitation with economic improvement, of the kinds already mentioned 

(reduced worker absenteeism; improved vigour and productivity of workers; decreased 

loss of earnings by members of families caring for others who are ill; decreased loss 

of future output and earnings due to reduced mortality of adults; avoided loss of 

investment in children due to prevented mortality and morbidity; savings from 

avoided medical expenditures). 

Socio -Cultural Considerations 

Strategies for rural health development should be based on an understanding of the 

particularity of the people and regions to which they are addressed: health 

disease follow specific epidemiological patterns, and these in turn reflect 

not only geographical, climatic and physical environmental factors, but also the 

social, behavioural and cultural features of the populations in question. Within 

rural settings, there are functioning cultural systems which represent to the 

rural community a long process of adaptation to their environment. 

Rural populations are chiefly characterized by their geographical dispersion, 

relative isolation and their traditional life styles. While this is true of all 

rural populations, it is particularly so in developing countries where, because of 

underdeveloped communication systems, there is little exchange of ideas and knowledge 

between rural and urban communities. In such rural communities, social change 

necessarily progresses at a slow pace and often precipitates resistence from those 

whom it involves. 

Different peoples in different settings perceive health differently, evaluate 

disease and affliction according to distinct criteria, and subsequently respond to 

their evaluations with correspondingly different therapeutic interventions. Rural 

conditions may be such that a population accepts certain diseases as normal, or 

not requiring treatment, or not constituting illness unless the sickness actually 
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prevents work or vital body functions. These definitions may be reinforced by 

different ideas about the cause of illness and the appropriate treatment ranging 

from the magical, the religious, or the environmental, to "scientific" thought such as 

germ theory. 

Difficulties arise when the introduction of health measures based on an alien 

belief system about the cause of disease conflicts with established beliefs and /or 

social patterns that have formed the core of everyday life of rural people. It is 

also important to note resistance features in external or donor agency culture. Such 

agencies may have tended unwittingly to impede the process of change: they have promoted 

solutions in agricultural technology, health technology, etc., in the conviction that 

this is the principal or sole solution to people's problems, ignoring how people 

define their own problem and solutions. Because the poor have such limited alternatives 

for development, the essence of rural health/development may be to provide increasing 

alternatives, i.e., other choices than traditional ones. One of the erroneous assump- 

tions in development in the past has been to replace existing options rather than to 

provide additional ones. 

Procedures for carrying out health interventions should be designed so as to 

be understandable and manageable by those to whom they are addressed. They should, 

moreover, be structured in such a way as to encourage initial anticipation and then 

reinforce continued participation through appreciable feedback, i.e., the participants 

should be able to see and appreciate what is happening and the benefits that accrue from 

it. Community development, communications and health education are inseparable. All 

cultures, all communities, have designated teachers, be they religious, warriors, or 

basic medical practitioners. To them should go responsibility for motivation and 

education. Rural health development projects should, in their initial stages, include 

a basic study of the social and cultural parameters of the health problem as part of 

any epidemiological profile. They should also seek to satisfy immediate needs, defined 

by the people themselves, and from these progress to more long -term goals. 

An Operational Definition of Rural Health Development 

This section discusses táo key, operational aspects of the definition and strategy 

of rural health development which we have elaborated so far: i.e., the target group 

concept and programme objectives. 

Target Group 

A "target group" may be defined as a group of people who are not only poor but 

also relatively homogenous as regards the effect which policy actions might have upon 

them. Using criteria of assets and employment, for example, a target group could be 

tenant farmers, or small farmers, or the landless. The concept has the advantage 
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of lending a specific focus to programmatic action for concentrating resources and 

inputs on the poor. 

Although health conditions do constitute both a cause and a symptom of poverty, 

income and other economic measurements could not always be sufficient nor appropriate 

In many cases for target groups in rural health development. The health concept is one 

of specific risk. Those groups of the population living or working within a defined 

geographical area who are particularly exposed to a certain degree of risk of 

contracting, or severely suffering from a certain disease or health hazard, must 

constitute the "target group" for any programme to reduce that risk. For example, 

pregnant mothers may represent a group particularly at risk for a given disease, 

state of ill health or requirement for well -being. Therefore, in health, (a) population 

at risk will not necessarily nor even usually correspond to a single socio -economic 

group, and, (b) for rural health interventions to be effective and sustained, they must 

be extended to the limits necessary to optimally control or eliminate the disease and 

health condition. The design and execution of a rural health intervention must always 

allow for the "group at risk" concept. This could, in some circumstances, lead not 

only beyond "target" rural groups in poverty, as defined by economic terms, but even 

beyond the rural population as a whole. 

According to our operational definition, it is only possible for health target 

groups to coincide with those defined by socio- economic criteria in certain cases. 

Many health risks by their nature must be defined by geographical, ecological, demo- 

graphic or other qualities which define the pattern of occurrence of disease. Health 

related interventions must follow these health risk parameters, even if to do so is to 

depart from the strict confines of the target group defined in economic terms or in 

other ways. This fact, however, should not detract from the essential compatability 

of rural health development with rural development generally. But it may mean, in 

some cases, that inputs into the health component of a rural development programme/ 

project, may have to be applied geographically beyond the confines of a programme/ 

project area in order to reach the entire identifiable (and where possible, quantifiable) 

group at risk. 

Programme Objectives 

It also follows, from our previous analysis, that strategies for rural health 

development should fulfill certain inter -dependent policy criteria. To repeat, 

first, they should be the most cost -effective strategies that are feasible under local 

circumstances. Second, they should improve directly the physical and psychological 

capabilities of the present and the future economically active population groups 

amongst the rural poor. Third, they should help increase general social satisfaction 
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among the maximum possible number of the rural poor, in order to stimulate individual 

and social desire for further economic growth. Fourthly, they should serve as a 

mechanism for redistributing to the rural poor health resources concentrated on 

urban centres and the rich. Fifth, they should reduce social, psychological and 

functional dependency of the rural poor on centrally institutionalized health facilities 

and of health workers on urban- orientated services and careers. 

III WHO AND RURAL DEVELOPMENT 

Implications of WHO's Role, Structure and Programme Process, for Rural Development 

WHO's role as the directing and coordinating authority for international health 

work, its organizational structure and its programme process, are described in Annex "A ". 

The detailed examination of these aspects of WHO, presented in Annex "A ", reveals their 

implications for rural health development. These implications are summarized in the 

ensuing paragraphs. 

WHO's concern for the health of rural populations in the Third World derives from 

a constitutional commitment to countries and peoples who are most deficient in terms of 

health. This fact, coupled with the inseparability of health from social and economic 

development, constitutes a mandate for WHO to collaborate in rural development. 

Insofar as major rural development efforts require the coordination of inputs 

of international health work, WHO is uniquely constituted to contribute to such efforts. 

Furthermore, where rural health policies are needed as an integral part of rural 

development, WHO offers through its World Health Assembly and Regional Committees the 

political forums necessary to develop consensus policies in rural health. 

The regionalization of WHO, the network of WHO Representatives' offices and 

operational activities in most developing countries of the world, backed by a cadre 

technically competent in health, offer a ready framework for collaboration in the 

health -related aspects of rural development work, for use by Member States, the UN 

system and external donors. 

The longer -term health programming process of WHO, as well as the adoption of 

biennial budgeting cycles in common with the majority of organizations in the UN system, 

could facilitate joint planning in rural development. WHO's criteria for health 

programme selection and evaluation are increasingly oriented toward relationships 

between health improvement and socio- economic development. Country Health Programming, 

a planning methodology under constant review and development by WHO, has been introduced 

In several countries. It can be brought directly to bear on rural development as part 

of a national planning process, with inputs from the UN system and external sources. 

Project Systems Analysis, Health Project Planning and Management methodologies developed 
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and used by WHO can be made directly available to collaborative efforts in rural 

development. 

Inter -Agency Planning and Coordination 

WHO's participation in joint planning and coordination activities with other 

agencies both within and outside the UN system is described in Annex "A ". It should 

be noted here, however, that WHO has expressed the view, previously reported to the 

Administrative Committee on Coordination, that (a) many coordination meetings have been 

insufficiently oriented toward operational planning among agencies and countries, and 

(b) that the prior consultation arrangements, as practised so far, have not brought 

the results Which had been intended originally. WHO has expressed the belief that 

the focus of prior consultations should be shifted from programme planning documents 

(which are necessarily broad in nature) to individual fields of activity of multi - 

organization concern, and to the elaboration of lines of specific action. We consider 

that inter -agency planning and coordination capabilities must be fully explored with 

a view to finding common programming mechanisms, particularly at country level, for 

inter -agency contributions to rural development. 

WHO Technical Cooperation Benefitting Rural Populations 

While WHO has contributed toward rural health improvement in many countries, it 

has not as a general policy targeted its work on rural populations per se, 

Nevertheless, a significant share of WHO's technical assistance cooperation with and 

services to governments is of direct benefit to rural populations. Insofar as the 

experience of WHO and Member States has increasingly shown that rural populations in 

developing countries are among those most deficient in terms of health, the work of 

WHO has been increasingly directed towards activities of direct benefit to rural 

populations. 

WHO's programme budget and financial expenditures are not classified on the basis 

of rural and urban populations served. It is not possible, therefore, to quantify the 

degree to which WHO assistance has been directed to rural beneficiaries. However, in 

order to obtain an idea of the rural orientations of WHO's work, an informal sample 

was taken at all echelons of the Organization and in more than 100 countries, during 

1975. The basis for the sample and the results obtained are outlined in Annex "B ". 

The sample returns suggest that about 75% of technical cooperation expenditures 

budgeted by WHO from all sources of funds (WHO's Regular Budget, UN funds, other sources)' 

in 1975, were believed to benefit rural populations, while 25% benefit urban populations. 

Training of auxiliary health workers and vector borne disease control were most oriented 

toward rural populations, while family planning and environmental hygiene (including 

water supply and sanitation) were less oriented toward the rural sector. 
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The implication of these sample figures, subjective and incomplete as they are, 

seems to be that the orientaticn of WHO toward the health of rural populations is 

already consistent with a major new emphasis by the United Nations community on rural 

development. 

Primary Health Care (PHc) 

Considering that "a large proportion of the population, particularly in rural 

areas of developing countries, has no access, or insufficient access, to health 

services ", WHO's Executive Board resolved in January 1975 that henceforth, priority 

should be given to ". . . primary health care at the community level "11 This endeavour 

aims at reaching rural people with a health care service which is accessible, acceptable, 

and self -sufficient, consisting of basic medical and nursing activities to meet the 

essential health needs of individuals, families and communities and to improve the 

quality of their lives. The system is based on local recruitment and local training 

of villagers as health workers, who will remain in their own community to deliver basic 

health care after relatively short training periods. 

Key features of the PIC approach may be enumerated as follows: 

(a) primary health care activities developed at the rural community level respond 

to the felt, developmental needs of the community (health or otherwise), and may be inter - 

sectoral in character (i.e., related to agriculture, education, training, housing, etc.); 

(b) these activities make maximum use of local resources available including 

indigenous healers and traditional birth attendants; 

(с) the health technologies utilized should be adapted to the stringent manpower 

and cost limitations characteristic of rural communities; 

(d) primary health care activities should be planned and implemented with a 

maximum involvement of the rural community. Through this process the organization 

of the community should be strengthened especially as it relates to health aspects 

of community development; 

(e) the health services should be strengthened so as to provide needed support 

to primary health care activities especially as it relates to technical supervisory, 

referral, logistical and training aspects; 

(f) the governmental support of local PIC activities should be provided in a 

manner to enhance a more equitable distribution of national resources available for 

rural health development. 

11. WHO Executive Board, EB55.R16, 27 January 1975. 
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To initiate РНС programmes in a number of countries, WHO is promoting and supporting 

projects aimed at developing new types of front -line health workers to meet basic 

rural health needs. For example, projects in Iran and Indonesia are being implemented 

to train and put in place two new -type, front -line health workers: (a) the primary 

health care worker (usually female) for maternal and child health, family planning or 

child spacing and nutrition, and (b) the primary health care worker (usually male) for 

sanitation, water supply, vector control, immunization and other priority health inter- 

ventions. 

PIC will offer the means for implementing future programmes in the fields of high 

priority for rural health development which were identified and discussed earlier. 

In short, the РНС approach, which WHO has already embarked upon, should provide an 

effective framework for the formulation and implementation of strategies for rural 

health development. 

Future Programmes in Fields of High Priority for Rural Health Development 

WHO's activities in high priority fields, described below, include those which 

are now on- going, those which are included in our 1976 /77 Programme Budget and those 

which are proposed for the 1978/79 Budget. 

Nutrition 

WHO is and/or is planning to cooperate with member governments in the following 

areas: (a) national food and nutrition policies and plans: aid in design /implementation 

of the health component of such plans and in the establishment of nutritional targets; 

(b) nutritional surveillance; (c) promotion of nutrition in basic health services 

at the rural family level; (d) control of specific nutritional deficiencies; 

(e) development of national technical competence. 

Control of Infectious Diseases 

WHO and cooperating agencies will intensify studies on all aspects of water 

management for the improvement of rural living standards including disease control. 

Such approaches could exert considerable influence on rural development, but for 

certain diseases hindering advancement in rural areas, more specific measures must 

be applied. For prospects of the Organization's positive impact on community well- 

being in rural areas, advances are required in the measures used to control the diseases 

through chemotherapeutic and immunizing agents, and by way of improved means of 

vector control using biological rather than chemical methods. The recently inaugurated 

WHO Special Programme for Research and Training in Tropical Diseases is oriented 

specifically to encourage the development of new approaches in drugs and immunizing 

agents to combat a number of parasitic diseases: malaria, schistosomiasis, filariasis 
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including onchocerciasis, trypanosomiasis and leishmaniasis. The control cf certain 

diseases such as malaria, filariasis and African trypanosomiasis must at present depend 

on control of the vector by the use mainly of insecticides. 

Mention should be made of the onchocerciasis control programme ir. seven countries 

in the Volta river basin area in West Africa supported by UNDP, FAO and 1BRD with WHO 

as the executing agency. WHO expects to collaborate with the other donor agencies 

and with national governments in the socio- economic development phase of this programme, 

by assisting with the design and execution of the health components of the rural 

development programmes /projects. 

Reproductive Health/Fertility 

WHO is focussing programme efforts on development of strategies for extending 

comprehensive services to mothers, children and families most in need in the rural 

areas of developing countries. WHO's projects being developed in rural areas emphasize 

the training and utilization of auxiliary personnel in the delivery of services. 

Furthermore, in order to better meet the health care needs of the rural poor, WHO is 

encouraging programmes for the training of rural traditional midwives or birth 

attendants. 

WHO's research activities in human reproduction and family planning will continue 

to search for improvement of existing methods of fertility regulation and the 

development of new ones, as well as to explore alternative strategies for the provision 

of family planning care. Work is in progress, for example, to develop methods of 

fertility regulation suited to women in rural areas with poor health delivery systems - 

such as long- acting or self- administered contraceptives. 

Environmental Sanitation 

There are a variety of modes of technical assistance which WHO and other agencies 

offer in promoting environmental improvements. The necessary research and development 

is presently directed toward low -cost technology, low -cost innovations, preventive 

maintenance and the mobilization of rural material and manpower resources. WHO's 

future assistance will be in: (a) appraising local experiences with various technologies, 

indigenous and imported, for the benefit of other potential users; (b) encouraging inter- 

disciplinary studies; and (c) promoting in -house training of workers at various levels, 

and the exchange of technical personnel between institutes. 

Studies of the existing situation and immediate needs of the rural sector in 

relation to water and sanitation facilities as well as total rural development efforts 

are an important tool in planning. These will continue to serve as an important 
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mechanism for improving the Organization's ability to assist countries in rural 

sanitation efforts. They will be accompanied, as heretofor, by: pre -investment 

studies for other environmental health improvements, such as ir. housing projects and 

food hygiene control schemes; socio- economic, including behavioural, studies; and 

full utilization of WHO's epidemiological and other resources for pinpointing "high - 

risk" rural areas, populations and situations and in recommending priority investment 

schemes. 

An encouraging initiative for the long -range improvement of rural water supply 

and sanitation is the proposal of the Ad Hoc Working Group on Rural Potable Water 

Supply and Sanitation for an integrated international programme, extending over a 

10 to 15 -year period, for assistance and support to developing countries to resolve 

the identified constraints to reaching national sectoral objectives within the context 

of integrated rural development. This programme, if approved and implemented with 

funds from donor countries, is expected to have a significant effect upon multi -sectoral 

rural development programmes. 

WHO Policy and Programmatic Options in Relation to the UN System 

WHO faces a broad range of choices as to the course it should follow in its 

future policy and programme in rural development. Many of these options for rural 

development are essentially long -term in nature, and will require time and effort for 

elaboration of sound policies, representing the collective and individual will of 

Member States. In the interim, WHO stands ready to review - in response to requests 

from the UN system - those components of its 1976 /1977 Programme and its proposed 

1978 /1979 Programme Budget that are directly related to rural development, for purposes 

of joint planning /programming. 

The options for WHO fall under two broad categorids: a unilateral and/or 

bilateral course of action, and a multilateral course of action. No one option is 

necessarily mutually exclusive with another. WHO's future course may involve a 

combination of one or more of the options listed. 

The unilateral approach would involve WHO working essentially on its own with 

each country. In such a case, WHO would assist technically with the planning, 

evaluation and /or execution of the health component of a country's rural development 

programme. Other UN and multilateral /bilateral agencies might also input into the 

same programme, but WHO would be involved in joint planning /programming of this external 

assistance only to the extent requested by the country concerned and /or needed for 

purposes of programme coordination and coherence. 
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Bilaterally, WHO could participate with another agency such as FAO, ILO, or IBRD, 

in the pre -planning through the execution stages of a rural development programme/ 

project. Example: WHO could handle the health component and all health aspects of 

a sector study /evaluation, of a project identification exercise and /or project 

preparation and appraisal of an ‚BR]) project. On the execution side of an IBRD 

project, WHO could be responsible for technical assistance and /or project monitoring 

in relation to the health components and aspects. 

Multilaterally, three courses present themselves. At the broadest level, WHO and 

the UN system might opt for development of broad common policies for rural development. 

Under this option, the UN system would be viewed as a forum on rural development, 

promoting common principles and policies. WHO's participation in multilateral action, 

under this alternative, would be largely limited to participation in conferences and 

other exercises aimed at the purpose stipulated above. An example of one such 

conference would be the forthcoming World Conference on Agrarian Reform and Rural 

Development. 

A second, multilateral option would be that of participation in the planning and 

execution of a UN system -wide plan or strategy for rural development. The first 

stage of such an ekeгoise is already scheduled by the ACC. However, a level of 

greater specificity for joint action than the ACC's task force approach, would require 

the establishment of joint planning mechanisms among the UN agencies at central or 

regional levels, in order to formulate strategies for subsequent implementation in 

different countries. This second option for multilateral action, furthermore, could 

be divided into two sub -options: (a) joint planning and programming at the global or 

international level, and (b) joint planning and programming restricted to the country 

level and conducted in all developing countries. 

A third multilateral option could consist of a UN system -wide experiment with 

developing countries in joint planning and programming, in which WHO would participate. 

This option could also be divided into two possible sub -options: (a) concentration 

of the experiment in one country only (e.g., Kenya), and (b) concentration of the 

experiment (to develop strategies suitable for a range of differing situations) in a 

series of different developing countries - selected on the basis of (a) countries 

interested in participating in such a programme, and (b) a carefully drawn typology 

of rural poverty and development in countries of the Third World. 

Most of the above options raise issues as to the depth of joint involvement in 

planning, programming, execution, and evaluation. Thus, an individual or multi - 

country experiment might be limited to the pre -investment planning phase, or include 
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project formulation, or extend to programme or project implementation. The greater 

the range of involvement, the greater will be the burden placed on the carrying 

capacity of the UN system. Thus, choices will have to be made which reflect the 

resource limits of WHO, of the system as a whole and of the developing countries 

involved. The options listed also raise questions concerning modalities and mechanisms 

of collaboration: exchange of technical personnel; meetings of programme planners; 

joint operational research teams in the field; multilateral and inter -sectoral 

coordinating mechanisms for mobilizing policy, technology and resources at country, 

regional and central levels; new programme and project management structures for 

planning, formulation, execution and evaluation of programmes in rural development. 

The commitment of WHO and the UN system to rural development thus poses difficult 

choices between alternative courses of action, with implications for the structure, 

financial and technical capacity of the entire UN system. 
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Introduction 

How WHO responds to the challenge of relieving rural poverty, given the elements 
of an effective strategy for rural health development, depends on (a) WHO's role in 

international health, (b) its structure, and (c) its programme process inclusive of its 
planning /programming methodologies. This annex deals briefly with each of these 
topics. 

Constitutional Role of WHO 

The World Health Organization was established in 1946, "to act as the directing 

and coordinating authority on international health work ".1 WHO was not conceived by 

its founders as a supra -national organization, but as a community of Member States, 
designed to develop health policies and to undertake collaborative work in the health 
field. At the same time, WHO was brought into relationship with the United Nations as 
a specialized agency within the terms of Article 57 of the Charter of the United Nations. 

Article 1 of WHO's Constitution provides that "the objective of the World Health 
Organization ... shall be the attainment by all peoples of the highest possible level 
of health ".2 Thus the elimination of inequalities in health is a constitutional purpose 
of WHO. The constitutional functions of WHO include the coordination of international 
health work and the provision of assistance to governments upon request. 

Developing Countries 

As a direct result of their interpretation of the Constitution, the policy organs 
of WHO have directed the Organization's work toward peoples of those developing countries 
which are most deficient with regard to health and socio- economic development, with 
increasing emphasis on rural areas. In 1961, the Fourteenth World Health Assembly 
initiated a series of activities in favour of the newly independent and emerging States, 
most of which were subsequently identified as the "least developed among developing 
countries ". In 1962, the Fifteenth World Health Assembly authorized the Director -General 
to implement an accelerated programme for assisting those the least developed States. In 

1967, the Twentieth World Health Assembly, realizing that the requirements of some 
developing countries exceeded their resources, requested the Director -General to develop 
measures for special assistance to developing countries). Finally, in 1975, the 

Twenty- eighth World Health Assembly decided in resolution WHA28.76 to ensure a sub- 
stantial increase, in real terms, of technical assistance and services 4or developing 
countries from 1977 to the end of the Second Development Decade in 1980. This decision 
was taken in the context of consideration of (a) the United Nations Declaration/Programme 
of Action on the establishment of a New Economic Order, and (b) awareness of the 

tremendous difference in health standards between developed and developing countries and 
of the lack of human, material and financial resources of the developing countries to 
cope with their health problems and to build their national health services. 

Rural Areas 

WHO's constitutional concern for peoples most deficient in terms of health, plus 
the fact that a large proportion of the population, particularly in rural areas of 
developing countries, has no, or insufficient, access to health services, led WHO's 

1 Basic Documents, Twenty -fifth Edition, page 2, Constitution of WHO, Article 2(a). 

2 Ibid, Article 1. 

Handbook of Resolutions and Decisions, Vol.1, page 10, resolution WHA20.5O. 

4 
Off.Rec. Wld 11th Org.. No. 168, Annex III. 
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Executive Board to express the conviction, in resolution EB55.R16, that priority 

attention should be given to primary health care at the community level, as part 

of a comprehensive system including preventive, curative, promotive and rehabilitative 

services for the entire population of countries.5 Thus, in summary, to the extent that 

rural populations represent underserved peoples deficient in terms of health, they are 
of major constitutional concern to WHO. 

Organizational Structure of WHO 

The main organs of WHO are the World Health Assembly, the Executive Board, the 

six Regional Committees and the Secretariat. The Assembly, WHO's supreme governing body, 
meets annually and is composed of delegations of Member States. It determines WHO's 

overall policies and programmes. The Executive Board is a non- political, technical 

organ, whose thirty members are designated by as many Member States, but act in their 

individual capacities as Board Members and not as representatives of their countries. 
Board Members meet twice yearly to prepare the Assembly's work, to give effect to its 
decisions and to act as its executive policy arm. The World Health Assembly, the 
Executive Board, and the individual Regional Committees provide unique forums having the 

political and technical capabilities to develop consensus health policies amongst Member 
States in relation to development in general (and to rural health development in 
particular). 

The structure of WHO is characterized on the one hand by centralization of policy 
in the World Health Assembly and Executive Board (with ultimate executive responsibilities 
being vested in the Director -General and his Secretariat), and on the other hand, by 

decentralization of programme management among the geographical regions. WHO's activities 
are largely decentralized to six regions, each with its own Regional Committee composed 

of representatives of Member States and Associate Members in the region concerned. Each 
region has its own Regional Office headed by a Regional Director. WHO's six regional 
offices are located at Brazzaville for Africa; Washington for the Americas; (the Pan 
American Sanitary Bureau with six zone offices in Brasilia, Buenos Aires, Caracas, 
Guatemala City, Lima and Mexico City); New Delhi for South East Asia, Copenhagen for 
Europe; Alexandria for the Eastern Mediterranean, and Manila for the Western Pacific. 

WHO assigns Representatives in those countries when requested. The network of WHO 
Representatives' offices at country level covers from 45 to 50 countries at any one time. 
In addition, WHO has health projects in as many as 140 to 150 countries during an 
operating period. Technical co- operation activities and services to governments may be 
provided by all levels of the Organization. For budgetary and managerial convenience, 
projects are presented at several distinct levels: field management of projects and 
country programmes at the country level, regional office management of inter -country 
and regional projects, and headquarters management of inter -regional projects. The 
regionalization and multi -level project management structure of WHO place a premium on 
integrated planning and coordination. Of all the organizations in the UN system, WHO 
has the smallest percentage of staff at headquarters. This decentralization reflects 
WHO's orientation towards cooperation with countries. As a consequence of its consti- 
tutional mandate, WHO has few functions or programmes that are not closely related to 
assisting governments to meet the health needs of their people. 

Programme and Project Planning Process 

WHO General Programmes of Wbrk (Five /Six -year Plans) 

WHO's Constitution requires the Executive Board to submit a "general - programme of 
work" covering a specific period to the World Health Assembly for consideration and 

5 Off. Rec. Wld 11th Org., No. 223, pages 10 -11. 
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approval.6 Planners in WHO always need to maintain a longer -term perspective when 

preparing programme proposals, and in that sense maintain an informal "rolling" plan. 

However, for purposes of setting targets and evaluating performance, the Organization 
has found it useful to fix specific time periods for work programmes. The longer - 

term perspective afforded by five or six year plans is essential to the integration of 
health planning with the longer -term development efforts of members of the UN system. 
To date, the Assembly has approved five general programmes of work covering 1952 -56, 

1957 -61, 1962-66, 1967 -72 and 1973 -77. The fifth General Programme of Work outlines 
the major health problems confronting the world, defines the role of WHO in inter- 

national health, and sets the principal programme objectives under four principal 

headings: strengthening of health services, development of health manpower, disease 

prevention and control, and promotion of environmental health. In the Sixth General 

Programme of Work, covering 1978 -82, increasing emphasis will be placed on the relation- 

ships between health care and socio- economic development, and on the inter -action of 

health with other social services and other sectors. 

Annual Integrated International Health Programme of WHO 

The Director - General must prepare annual programme budgets for approval by the 

World Health Assembly.? These establish targets and allocate resources for the short - 
term within the context of the general programme of work. The annual programme budget 

covers all external contributions expected for specific health programmes and projects 
carried out by or in collaboration with WHO. Extra- budgetary sources of funds may 
include the United Nations Development Programme, the United Nations Fund for Population 
Activities, the Voluntary Fund for Health Promotion, Funds in Trust and others. Together 
these constitute what is termed the annual Integrated International Programme of WHO. 
This form of presentation is well -suited to multi -sectoral, collaborative programming 
showing the interface between health programmes and programmes for other development. 

Biennial Programme Budgeting in WHO 

In the interest of better planning and more effective utilization of resources, 
and in order to conform with other agencies in the UN family, the Twenty -sixth Assembly 
voted in May 1973 to delete the annual budgeting requirement from WHO's Constitution. 
When this constitutional amendment has been formally acceOted by two -thirds of the Member 
States, WHO will adopt a biennial, short -term programme budget cycle (beginning in an 
even year, such as 1978/79). The adoption of common budgeting cycles by WHO and the UN 
system could facilitate joint planning efforts in rural development. 

WHO has recently started to work on a new form of programme budgeting intended to 
relate the work of WHO to explicit objectives, and to provide an integrated system of 
planning, monitoring and evaluation at all echelons within the Organization. The new 
system will be oriented to the health "output" of WHO: i.e. what the Organization does 
in terms of the objectives sought (rather than the "input" of internal functions and 
objects of expenditure). The system will help define health targets and will provide 
for subsequent measurement of target achievement. To this end, activities have already 
been presented in a "Programme Classification Structure" based largely on the major 
objectives of WHO's General Programme of Work. 

Development of WHO Programmes of Technical Co- operation 

WHO's decentralization requires close co- ordination between headquarters and 
regional offices in the development of programmes for technical co- operation with 
governments. Headquarters supplies planning assistance and policy, technical and 
administrative guidance. The Regional Directors, Regional Offices and WHO Representatives 

6 
Basic Documents, Twenty -fifth Edition, pages 8 -9. 

7 
Basic Docum.ts, Twenty -fifth Edition, pages 10, 13 and 14. 
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are responsible for developing regional programmes and projects to assist governments. 
Due to the new emphasis on country health programming, the role of WHO Representatives 

in planning, negotiating and monitoring projects at the country level is becoming more 
important. WHO's Constitution stipulates that the Organization assists governments, 
upon request, in developing their health programmes. WHO obtains agreements for all 

projects In which WHO provides assistance under its Regular Budget to governments. 
Such agreements are followed by a Plan of Operations that describes the specific project, 
and includes a time schedule and details of inputs of the participants. 

Consultations are held with governments, and their requests for assistance are 

sent to the WHO Regional Offices. Requests are formulated as specific programme/ 

project proposals by WHO Representatives and Regional Advisers working closely with the 

governments concerned. Based upon consideration and resolutions by the Regional 

Committee, the Regional Director makes any adjustments which may be appropriate and 

sends the Regional Proposed Programme and Budget Estimates with his recommendations to 

the Director -General in Geneva for approval. The Director -General's Proposed Programme 

Budget Estimates are then examined by the Executive Board and forwarded, together with 

the Board's comments and resolutions, to the World Health Assembly. The Assembly reviews 

the Proposed Programme Budget Estimates in committee, and then votes to approve the 

Regular Programme Budget level under eleven broad appropriation sections. Assembly 

approval constitutes an authorization to incur obligations for the appropriation and 

amounts voted. 

Programme Selection Criteria 

The volume of worthwhile projects /programme proposals submitted to WHO normally 

exceed available budgetary resources. This places a premium on (a) promoting collaborative 

solutions to health problems by attracting external resources, and (b) applying criteria 

to the selection of programmes /projects /activities. WHO criteria pose the following 

questions: Is the problem of major health importance? Are there positive multi -sectoral 

implications? Is there a strong rationale for WHO involvement? Will the activity con- 

tribute toward attainment of programme objectives? Who will benefit? How will they 

benefit in terms of health, social and economic development, and how will this be 

measured? How does the proposal compare with alternative solutions in terms of cost/ 

effectiveness? How objectively can effectiveness be measured? Will it lead to develop- 

ment of broad national programmes? Does it provide for appropriate adaption of the 

technology involved to various national contexts? Naturally, selection criteria are 

constantly evolving. For example, the concept of target populations is evolving from a 

concept of populations most at risk for a particular disease or infirmity, to include 

such factors as insufficiency of health services. 

Planning Methodologies 

Country Health Programming (СНУ) 

An important methodology for planning health development and programming health 

and health -related activities is that of Country Health Programming which is now under 

implementation in a number of countries. CHP plans and programmes the country's own 

health investments and provides a sound basis on which WHO's programmes of technical 

co- operation with and services to a country can be developed. It will also serve as the 

health sector input to UNDР country programming. СИР is a national process. It is inter - 

sectoral and multi -disciplinary in nature and WHO's assistance, when required, is limited 

to support in methodology and procedure. СНР aims at the systematic analysis of 

alternative health strategies and solutions, and their formulation in specific health 

investment programmes. The СНР process begins with an analysis of baseline information 
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on socio- economic conditions using urban and rural economic, demographic, health 

status, human, material and financial resources, and governmental, community as well 

as other institutional information (a detailed description of present and future policies, 

strategies and activities for rural development is considered essential in most develop- 

ing countries). CHP identifies clusters of programme areas that deserve priority 

attention, defines alternative national strategies, analyses the feasibility, costs and 

effectiveness of these alternatives, and leads to the definition of corresponding 

health development programmes, some of which might require more detailed project formula- 
tion. Insofar as CHP is a national process, concerned with the total country picture, it 

will be brought to bear on the health aspects of the rural development process. In 1976, 

national staff, WHO Representatives, and regional and headquarters' staff with experience 

in CHP will undertake a review of countries' experience in CH? in order to further . 

improve this methodology and its adaptation to country situations. 

Health Project Planning and Management 

WHO is further developing methodologies for health project planning, management and 

evaluation. Methodologies have been developed for systematic analysis of the health 

problem, socio- economic and developmental environment of a project, planning the project, 
scheduling human, material and financial inputs, directing and controlling operations, 
and evaluating target achievement and effectiveness on the basis of predetermined 
criteria. WHO is concerned with the need to adapt, rather than adopt, technologies to 
the various national contexts and local conditions of countries, is testing simplified, 
realistic approaches to project development, particularly at the community level in 
rural areas. WHO is also promoting communication between Member States of their ex- 
perience with different methodologies adapted to local conditions. This experience in 

health and related sectors will make a valuable contribution toward the planning, 

management and evaluation of rural health development projects /programmes in the future. 

Inter -agency Planning and Co- ordination 

WHO participates in programme planning consultations with other organizations within 
and outside the UN system. WHO participates fully in the implementation of the prior 

consultation procedures recommended by the Economic and Social Council (ЕC(SOC) in 

Resolution 1549 (XLIX) on the basis of an agreement reached in the Administrative 
Committee on Coordination (ACC). WHO circulates the Director -General's Proposed Pro- 
gramme and Budget Estimates document to all organizations of the United Nations system 
simultaneously with distribution of the document to WHO Member States, and requests 
comments. The programme and budget proposals.of other organizations received by WHO are 
circulated within WHO and are reviewed to avoid overlap of activities as well as to 
develop mutual action in areas of common concern. Comments are exchanged with other 
organizations, and comments received from other organizations with respect to the WHO 
Proposed Programme and Budget Estimates are submitted to the World Health Assembly in 
connexion with the Assembly's review and approval of WHO's Programme and Budget. WHO 

participates in at least two hundred such meetings each year, for the exchange of pro- 

gramme information and coordination of programme efforts. The WHO share of these joint 
activities and financial requirements is included in the Director -General's Programme 
and Budget Estimates. These include planning and coordination activities with the UN, 

UNDP, UNFPА, UNEP, UNICEF, FAO, ILO, UNESСO, UNHCR, UNDRO, UNEO, IAEA, UNCDF, UNIDO, 

UNOTC, WMO, WFP, IMCO, ICAO, UN Regional Economic Commissions, IBRD, AFDB, ASDB, IDE, 

various Governmental and Non -governmental Organizations, foundations, universities, and 

public and private institutions concerned with health and socio- economic development. 

Some of these, such as the UNDP Inter -Agency Working Party on Rural Development and the 

FAO /ILO/UNESCO Inter -Secretariat Working Group on Rural Education and Training, have 

been concerned particularly with rural problems. 
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WHO has expressed the view, previously reported to the Administrative Committee 

on Coordination, that (a) many of the meetings held, such as those referred to above, 
have been insufficiently oriented toward operational planning among agencies and 
countries, and (b) that the prior consultation arrangements, as practised so far, have 
not yielded the results originally intended. WHO has expressed the belief that the 
focus of prior consultations should be shifted from programme planning documents (which 

are necessarily broad in naturel to individual fields of activity of multi -organization 
concern, and to the elaboration of lines of specific action. Inter -agency planning should 
aim at finding common, programming mechanisms at the country level for inter- agency con- 
tribution on a multi -sectoral basis to development. The objectives of this endeavour 
should be to forgo between the United Nations system and developing countries a new 
concept of social /economic programming which would be directly relevant to a country's 
own development objectives. We believe that inter -sectoral programming for rural 
development should be a process that is largely national in effort and initiative and 
that joint UN agency endeavours should proceed in this spirit. By improving their own 
capacities for development programming, developing countries will be in a better position 
to judge what they require of the United Nations system. The system will then have to 
adapt its global programmes and technical assistance accordingly. 
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Programmes and Sub -programmes 

1.1 ORGANIZATIONAL MEETINGS 

2.1 EXECUTIVE MANAGEMENT 

2.2 CO- ORDINATION 

2.2.1 Programme Planning and Ceneral Activities 

2.2.2 Programme Co- ordination with other Organizations 

2.2.3 Co- operative Programmes for Development 

2.3 RESEARCH PROMOTION AND DEVELOPMENT 

3.1 STRENGTHENING OF HEALTH SERVICES 

3.1.1 Programme Planning and General Activitie: 

3.1.2 Strengthening of Health Services 

3.2 FAMILY HEALTH 

3.2.1 Programme Planning and General Activities 

3.2.2 Maternal and Child Health 

3.2.3 Human Reproduction 

3.2.4 Nutrition 

3.2.5 Health Education 
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Programme 
Number 

Programmes and Sub- nrоrammes 

4.1 HEALTH MANPOWER DEVELOPMENT 

5.1 COMMUNICABLE DISEASE PREVENTION AND CONTROL 

5.1.1 Programme Planning and General Activities 

5.1.2 Epidemiological Surveillance of Communicable Diseases 

5.1.3 Malaria and Other Parasitic Diseases 

5.1.4 Smallpox Eradication 

5.1.5 Bacterial Diseases 

5.1.6 Mycobacterial Diseases 

5.1.7 Virus Diseases 

5.1.8 Venereal Diseases and Treponematoses 

5.1.9 Veterinary Public Health 

5.1.10 Vector Biology and Control 

5.2 NON- COMMUNICABLE DISEASE PREVENTION AND CONTROL 

5.2.1 Programme Planning and General Activities 

5.2.2 Cancer 

5.2.3 Cardiovascular Diseases 

5.2.4 Other Chronic Non -communicable Diseases 

5.2.5 Dental Health 

5.2.6 Mental Health 

5.2.7 Biomedical Aspects of Radiation 

5.2.8 Human Genetics 

5.2.9 Immunology 

5.3 

5.3.1 

5.3.2 

PROPHYLACTIC, DIAGNOSTIC AND THERAРЕUTIC SUBSTANCES 

Programme Planning and General Activities 

Specifications and Quality Control of Pharmaceutical 
Preparations 

5.3.3 International Standards for Biological Products 

5.3.4 Drug Evaluation and Monitoring 

5.3.5 Health Laboratory Technology 
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Programmes and Sub -programmes 

PROMOTION OF ENVIRONMENTAL HEALTH 

Programme Planning and General Activities 

Provision of Basic Sanitary Measures 

Pre -investment Planning for Basic Sanitary Services 

Control of Environmental Pollution and Hazards 

Health of Working Populations 

Establishment and Strengthening of Environmental 

Health Services and Institutions 

6.1.7 Food Standards Programme 

7.1 HEALTH STATISTICS 

7.1.1 Programme Planning and General Activities 

7.1.2 Health Statistical Methodology 

7.1.3 Dissemination of Statistical Information 

7.1.4 Development of Health Statistical Services 

7.1.5 International Classification of Diseases 

7.2 HEALTH LITERATURE SERVICES 

7.3 WHO PUBLICATIONS 

7.4 HEALTH INFORMATION OF THE PUBLIC 

8.1 PERSONNEL AND GENERAL SERVICES 

8.2 BUDGET AND FINANCE SERVICES 

8.3 INTERNAL AUDIT SERVICES 

8.4 LEGAL SERVICES 
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Number 

Prоgrammеs and Sub -programmes 

9.1 REGIONAL PROGRAMME PLANNING AND GENERAL ACTIVITIES 

9.2 ASSISTANCE TO COUNTRY PROGRAгу?MES 

10 TRANSFER TO TAX EQUALIZATION FUND 

11 UNDISTRIBUTED RESERVE 
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SAMPLE OF WHO EXPIN DIТURES ON TEIHNICAL CO- OPERATION 
ACTIVITIES OF BENEFIT TO RURAL POPULATIONS 

Basis for the :ample 

An informal sample was taken in all regions of WHO to obtain an idea 

of the extent to which technical co- operation activities under the WHO integrated, 

international health programme in 1975 were thought to benefit rural as 

distinguished from urban populations. 

The definition of urban was taken to be a population density of at least 

50 000, or as. determined by use of best judgement in the national context of each 

country. The costs of activities were assigned between rural and urban 

populations either on a percentage share basis, or on the basis of majority 

impact, based on the opinion of programme managers and WHO Representatives 

responding to the sample. This subjective element must be borne in mind in 

considering the implications of these informal, indicative figures. 

Sample returns were taken from all echelons of the Organization, including 

activities sampled from more than 100 countires. The sample covered technical 

assistance activities and services totalling $ 52,282,400, which represents a 

sizeable sample of WHO technical co- operation with and services to governments. 

Allowing for differences between regions, as well as differences in subjective 

interpretation, the-results obtained are.uf interest in the rural development 

context. 

Special attention was paid in the sample to training of auxiliary health 

workers, environmental hygiene, family planning, nutrition, and vector borne 

diseases. All other assistance was treated as a single item. In addition, the 

shares of such assistance borne by the 1t'HO regular budget, other members of the 

UN system and Other Sources of funds were distinguished. While the sample figures 

do not reflect the breakdown of total ';IT) expendi tures by pro rarmme and source of 

funds (which may be found in WRO OfNcial Records), they do lend support to thJ 

statement that a significant level of 1'.110 technical support is of direct benefit 

to гига1 popuIRtlons. 
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Results of t e Sample 

Of the total sample returns, programme managers and WHO Representatives 

indicated that about 75 per cent. of technical co- operation expenditures were believed 

to be of benefit to rural populations. Training of auxiliary health workers and 

vector borne disease control were most oriented toward rural populations. Family 

Planning and environmental hygiene (including water supply and sanitation) were less 

oriented toward rural populations. The results of the sample are summarized bel:w: 

1 

WHO Benefiting Benefiting Sample 

Technical Rural Urban Total 

Area Populations Populations Expenditures 

�- 
(in Millions of 

US t) 
(in Millions of 

јѕ ) 

(in Millions cf -, 
1 

Training of Auxiliary 

Health Workers $ 1 129 3 80 9 1 210 2 

Per cent. 93.3 % 6.7 % 100 % 

Environmental Hygiene $ 705 3 831 1 1 536 4 

Per cent. 45.9 % 54.1 % 100 % 

Family Planning $ 7 509 6 9 601 0 17 110 6 

Per cent. 43.8 % 56.2 % 100 % 

Nutrition $ 789 4 320 9 1 110 3 

Per cent. 71.0 % 29.0 % 100 % 
i 

� 

Vector Borne " 

Diseases $ 10 800 6 905 2 11 705 8 

Per cent. 92.2 % 7.8 % 100 % 

All Other 

Assistance $ 18 405 6 1 203 5 19 609 1 

Per cent. 93.8 % • 6.2 % 100 . Ñ 

Sample Total $ 39 339 8 12 932 6 52 282 4 

Per cent. 75.2 % 24.8 `,ó 100 


