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The Technical Discussions on the subject "Health System Support 
for Primary Health Care" address issues of priority concern for the 

development and operation of health systems based on primary health 
care and the achievement of the goal of Health For All by the Year 2000. 

They provide the opportunity to examine at the level of local and 

district health services the essential requirements for progress towards 
health systems which provide a balanced and fairly distributed set of 

promotive, preventive, curative and restorative services with signifi- 
cant participation and social control by individuals and communities. 

To stimulate an exchange of experiences, an outline document with 

questions on selected topics was sent to Member States, nongovernmental 

organizations and intergovernmental organizations in October 1980. 
This paper has been prepared to facilitate the Technical Discussions 
by providing background information based upon the outline document and 
the responses to it which indicate experiences to date and the priority 
concerns for further discussion expressed by Member States. 
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I. INTRODUCTION 

Although primary health care (РНС) has been accepted as the central approach to be used 
by national health systems to work towards health for all by the year 2000 (HFA 2000), there is 

a lack of concrete practical experience in establishing health systems based on PHC and in 

reorienting established health systems towards PHC. The Executive Board of WHO recognized a 
need for Member States to exchange their experiences to date and their plans and intentions, 
as well as uncertainties and hopes, so that country strategies can be better formulated and 

implemented. The subject of health system support for РНС was thus proposed to the Thirty - 
third World Health Assembly and was confirmed as the subject for the Technical Discussions in 
1981. 

If vigorously pursued by all concerned, the РНС strategy can alter sombre projections 
regarding mankind's future. What is needed now is to translate this strategy into practical 
action. To facilitate this task, these discussions should be open and frank exchanges of 

concrete plans and of practical experiences, both negative and positive, so that Member States 
and WHO can draw the proper inferences and thereby provide more effective support to РНС as 

the key to IFA 2000. 

To stimulate such an exchange, an outline document with questions on selected topics was 
sent to Member States, nongovernmental organizations and intergovernmental organizations in 

October 1980 (copy attached). This document is based primarily on the outline document and 
the responses to it which have been received, but also draws upon relevant reports of 
Regional Committees and the Executive Boardl and other documents containing country case 

1 "Health for All by the Year 2000 - Global Strategy ", WHO document ЕВ67/13. Geneva, 
8 December 1980, and Аdd.2 "Regional Strategies and Resolutions of the Regional Committees ", 
11 December 1980. 
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studies.1 It elaborates some of the concepts in the outline, presents a synthesis of replies 

received from countries and other available information, and highlights some issues which have 

emerged as most productive for further discussion. 

While the subject of these discussions is indeed broad, it is suggested that discussion 
of the various selected topics concentrate on support from the district or first referral 
level to action at the local level.2 

Progress in implementation of PIC will require thoughtful analysis of ongoing experiences. 
The exchange of such experiences among Member States will encourage more critical and creative 
action towards the goal of HFA 2000. Thus, the Technical Discussions this year are particu- 
larly central to the concerns of the Thirty-fourth World Health Assembly and to the main work 
of Member States and WH0.3 

II. HEALTH SYSTEM SUPPORT TO ACTION AT THE PERIPHERY 

Some of the responses to the outline document suggest a need for further conceptual 
clarification of the health system based on primary health care, and of certain aspects of 
health system support to PIC. 

1. The health system based on primary health care 

Many country replies indicate rather limited views of health systems and the role of PIC. 

The health system can be generally defined as the interrelated ways in which nations organize 
available resources for the maintenance and improvement of human health individually and in 
communities. The ideal may be to have one unified health system encompassing promotive, 
preventive, curative, and rehabilitative measures. Whether unified or not, a health system 
should consist of functionally interwoven parts covering the home, workplace, educational 

institutions, and community. The health system includes a variety of interrelated activities 
intended to promote and protect the health of individuals, families, work groups, school 

populations and communities. 

The system is usually organized in levels, and РНС is focused on the peripheral level at 

the point of initial contact between individuals aid the health system. The thrust of a 

health system based on РНС should be towards assuring that РНС is readily available to all, 

while the intermediate and central levels provide support to РНС at the periphery as well as 

more specialized care when needed. Thus a well -balanced system provides specialized skills 
as extensions, when needed, of essential medical and other health services available to all in 

need. Rather than waiting passively for problems to appear in the emergency or ambulatory 

services (the "come- and -get -it" approach), the health services should be actively reaching out 
to entire populations to promote health and prevent illness as well as to treat when problems 
do appear (the PHC approach). 

1 For example: (i) "Case Studies of Health Care Facilities in Selected Countries: 

Approach aid Preliminary Conclusions ". Annex to the Background Paper SHS /SPM. WHO, Geneva, 

3 -7 November 1980; (ii) "Organizational Study on the Role of WHO in Training in Public Health 

and Health Programme Management, Including the Use of Country Health Programming ", document 

ЕВ67/22, WHO, Geneva, 8 December 1980; (iii) "National Decision -Making for Primary Health 

Care ": a Joint UNICEF/WHO Study, Document JC23/UNICEF -WHO /81.3, WHO, Geneva, February 1981. 
Other items will be cited in connexion with particular topics. 

2 Valuable guidance to a variation between countries in the numbers of population and 
sizes of geographic areas covered by the different "front -line ", "local" or "district" level 
health services is available in the "Executive Board Study of Basic Health Services" Annex 11 

to Official Records No. 206, WHO, Geneva, 1973. 

Preparation of the Seventh General Programme of Work Covering a Specific Period (1984- 

1989 inclusive). Report of the Programme Committee of the Executive Board, document EB67/18, 
WHO, Geneva, 1981. 
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Certain myths regarding PIC should be dispelled at the start. Firstly, РНС is not a new 
special programme of the health services to be assigned, as malaria control once was, to a 

separate structure. It is a central concern for all the components of the health system. 
Secondly, it is not second -class care relevant only for rural areas or poor people in cities. 
It is, at its best, the essence of first -rate care in both urban and rural settings. Finally, 
it is not a way of placing the burden for health achievement totally on individuals and local 
communities. Rather, the health system must include individuals and communities as responsible 
partners with health workers and health institutions in pursuit of shared health goals. 

In summary, a well -balanced health system based on РНС should: 

(1) encompass the entire population on a basis of equality and responsibility; 

(2) include components from the health sector and from other sectors whose interrelated 
actions contribute to health; 

(3) deliver the essential elements of РНС at the first point of contact between 

individuals and the health system; 

(4) support the provision of РНС at the peripheral level as an important priority; 

(5) provide, at intermediate levels, the skilled and specialized care needed for more 

technical problems, as well as continued training and guidance to communities and 

community health workers; 

(6) provide at the central level, planning and management expertise, highly specialized 
care, teaching for specialized staff, the expertise of such institutions as central 

laboratories, and central logistic and financial support. 

2. Prerequisites of support to РНС at local level 

Before discussing support to РНС at the periphery, certain factors which may encourage 

or discourage the РНС approach should be identified. By examining the role of each of these 

factors in their own countries, participants will be better able to judge the relevance of 

experiences elsewhere to their own situation. 

Political and social setting 

Member States vary greatly in their historical situation, their political economy and 

their degree of dependency on the larger world system. They vary in their organization of 

power and authority, which may range from highly centralized to localized, may favour tradition 

or change, and may be participatory or authoritarian. Their cultural heritage also varies, 

and may have an important influence on politicál, economic and administrative organization. 

All these factors will affect the ease with which countries can develop their РНС approach. 

In a highly centralized authority structure, for example, even the most trivial decisions 

will be referred to the centre, and local initiatives important for РНС will be discouraged 

and ignored. Health workers at the periphery may have to contact the central authorities 

even to replenish their supply of aspirin. But such centralized structures in a well - 

disciplined system, may be very effective in coordinating diverse activities even at the 

periphery. In a decentralized system, coordination of all types may be difficult. But if 

local structures for coordination and concerted action are well developed, such a system can 

encourage both the cooperation and the local initiative which give the best chance of fully 

realizing the PIC approach.l 

1 Elling, R. H. "Cross- National Study of Health Systems, Political Economies and Health 

Care ". New Brunswick, N.J.; Transaction Books, 1980. 
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Economic setting 

It is well known that general resource levels correlate highly with such general indicators 
of health status as infant mortality and longevity. Within population subgroups, the adverse 
effects of poverty on health are also well known. But evidence is accumulating that broadening 
the control and distribution of resources within a system of social and economic justice may 
be more important for health than the level of resources per se,1 at least to the extent that 

benefits can be extended to the poorer segments of society, as required for PIC. 

The development of health systems based on РНС will require increased resources, as well 
as reallocation of existing resources. Funds must be generated from new as well as traditional 
sources to match resources with responsibilities for РНС at the periphery.2 Decisions to 

adequately finance РНС at the national level will require widespread commitment and clear 
policy generation. 

Public understanding and commitment 

Support to РНС must encompass its promotion, development and functioning. These feed 
back upon one another to form a continuous cycle and commitment to all of them is needed on 
a permanent basis if a health system based on РНС is to grow and develop as it should. For 
this to happen there must be widespread understanding and acceptance of the importance of РНС 
among the general public, politicians and decision -makers. 

The development of such support is influenced by the medical public health culture which 
has developed in a country. Attitudes, values and beliefs are involved. If the media glorify 
only the superspecialist in the tertiary care centre, it will be hard to motivate people for 
РНС. Support for development and effective functioning of РНС will not be forthcoming without 
social and political will and leadership at all levels. 

Commitment to РНС may face serious obstacles without clear understanding of its impli- 
cations. In one developing country, leaders may believe that a valuable gift is being given 
to the nation in the form of an elaborate hospital, offered by well -meaning but misguided 
officials and citizens of an industrialized nation. Several multinational suppliers of high 
medical technology are happily cooperating in this "aid" project. But once built, this 

hospital, serving only a small proportion of the population, will take up 60% of the health 
budget, leaving few national resources for primary health care for the majority of the popu- 
lation. Where such resources are committed without regard for achieving appropriate balance 
between the need for primary care facilities and the need for support and referral facilities, 
a health system based on РНС cannot be developed. In other countries the names of peripheral 
health units are being changed to РНС centres without altering their passive, curative role, 
and without assuming any real responsibility for the health of the entire community in which 
they operate. 

Such examples underline the need for better understanding of and commitment to РНС as the 

base of a well -balanced health system. It is encouraging to note that not one of the country 
replies suggests anything but general support for the РНС approach, though some offer a highly 
selective view of what this means. It is also worth noting the growing international forces 

assiting in increasing general understanding of РНС and its implications for health system 

1 Panikar, P. G. K. "Resources not the constraint on health improvement: a case study of 

Kerala ". Economic and Political Weekly, 3 November 1979; pp. 1803 -1809. 

2 Financing of Health Services. Report of a WHO Study Group. Technical Report Series 
No. 625. Geneva, WHO, 1978; and Zschock, D. K. Health Care Financing in Developing 
Countries. Washington: American Public Health Association, 1979. 
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reorientation.1 Increasingly, we might speak of a "world context" of commitment towards 
PIC within which national and local efforts to establish health systems based on РНС or to 

reorient health systems towards РНС will be encouraged. 

Health policy and legislation 

Policy derives from an atmosphere of commitment. However, to become effective this 
commitment towards РНС must be translated into statements of clear government intent and 

supported by necessary legislation. Action priorities must be chosen within a comprehensive 

policy. The local community should play a major role in identifying problems and setting 
priorities - the bottom -up approach. For example, some country experiences suggest that 

for the health services to play a proper role in wider development efforts, they must first 
assure the provision of acute care and referral at the periphery, since this is what most 

people mainly expect of the health services. Once this is provided, a vigorous role can 

be played in assisting communities to organize improved food and water supplies, sanitation, 

health education, etc.2 

Legislative action may be required to ratify national policy or to assure financing. 

In addition to such general legislation, specific legislation may also be needed such as 

authorization of institutions, drug use or health workers, such as laws allowing auxiliaries 

to give immunizations. 

Other support 

The above areas of support are obviously critical to promotion and development of 

health systems based on primary health care. However, it is proposed that further discussion 

be limited to the support topics in the following section, except for aspects specific to 

support at the peripheral level, in view of the breadth of the subject and the limited time 

available. 

III. SELECTED TOPICS FOR DISCUSSION 

Here, in this section, (1) principles regarding the selected spheres of concern as 
described in the outline document are incorporated, (2) both positive and negative country 
experiences in realizing these principles are presented, and (3) some open issues needing 

further discussion are identified. The hope is to encourage serious discussion in concrete 
terms of both positive and negative experiences and of plans and intentions and even 
anxieties and hopes, so that fruitful exchange will be followed by appropriate action. 

While countries were invited to reflect on certain questions regarding seven topics, 
participants in these discussions should realize that: (1) they are entirely free to raise 

other topics relevant to the subject, and (2) since country replies reflect a need to become 

concrete and practical about district level support to the periphery, special attention should 

be given to the problem of organizing support at this level (Topic 3). 

It is obviously impossible to deal fully here with each of the seven complex topics. 

Participants are encouraged to elaborate on these topics as necessary in the discussions and 
offer further examples. Such elaborations and exchange of experiences will contribute 

importantly to both the discussions and a final report which should be widely disseminated. 

1. Intersectoral cooperation 

Since health levels are importantly determined by life conditions extending well beyond 

the usual purview of the health services, the contributions of sectors other than health must 

be mobilized in support of РНС. Depending on the way authority is organized in the 

1 Kleczkowski, B. M. "Matching Goals and Health Care Systems: An International 

Perspective ". Social Science and Medicine 14А (1980); pp. 391 -395. 

2 
Banerji, D. "Health as a Lever for Another Development ". Development Dialogue, 

1978, No. 1; pp. 19 -25. 
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country, such intersectoral cooperation may be more difficult than intra -health sector 

cooperation. 

Reflecting this difficulty, some countries recognized the importance of the concern but 

said they have found no practical way of achieving intersectoral cooperation. Unfortunately, 

this seems especially true at district and local levels, where it counts the most. 

Sometimes a general interministerial coordinating body for PIC has been set up at national 
level. But this may be limited to isolated examples of cooperation and lack either the 

authority or the influence to enact concerted, comprehensive intersectoral programmes in 
support of PIC which are effective at the local level. 

Another pattern evident in country replies is the setting -up of a PIC office, usually 
within the ministry of health. It is possible for such an office to have a beneficial effect 

within the health sector itself if it can draw fully on the authority and prestige of the 

ministry as a whole to marshal the resources of the health sector in support of РНС. But it 

appears that, unless the ministry of health is unusually strong, it is not likely to succeed 

in developing widespread intersectoral support for РНС. It is thus important that inter - 

sectoral support to PIC be developed first at the highest level of national administration. 

Some countries appear to deny the relevance of the concern for intersectoral coordination 
in support of PIC. These tend to be developed countries taking a narrow view of PIC as 
something limited to personal health services at the periphery. It is becoming increasingly 
clear that the most basic aspects of PIC, which are taken for granted because they are seen as 

assured by the infrastructure of a developed society, are not necessarily assured for all 
time. Man has not only learned to exploit and remake the environment, he has begun to 

seriously challenge the adaptability of human biology and human social forms with the dumping 
of chemical and other wastes and pollutants. Recent estimates for one advanced society place 
millions of people at risk of drinking chemically polluted water, some of the pollutants being 

human carcinogens. Thus the РНС approach, including the assurance of pure water for drinking, 

is also relevant to industrialized countries.1 There are also a number of life -style issues 

which must be taken up in joint action between health and other sectors,2 i.e., health and 

education as regards smoking, personal hygiene, eating habits and nutrition; health and 

transportation and law enforcement as regards accidents; health and agriculture, industry 

and labour as regards prevention of occupational hazards; health and housing, social services 

and urban development as regards rural migrants adapting properly to city life, etc. 

In a more positive vein, countries report numerous examples of successful intersectoral 

action to solve specific problems: 

- In one developing country, district health officials worked with urban planners and 

housing officials to develop inexpensive but much healthier housing for pert -urban 

slum dwellers. This kind of effort is also relevant in developed countries where 

municipal hygiene and housing conditions have deteriorated for many inner -city 

residents. 

- In another instance, there are national, regional and local efforts to assure the 

production of food for local needs through peasant agriculture, while the potentially 

harmful effects of agribusiness production for world markets is avoided.3 

1 Dubos, R. Man Adapting. New Haven, Ct.: Yale Univ. Press, 1965. 

2 Lalonde, M. A New Perspective on the Health of Canadians. Ottawa: Information 

Canada, 1975. Also Prevention '80. DНHS(PHS) Publication No. 81 -50157 Washington D.C.: 
USGPO, 1981; and Promoting Health /Preventing Disease, Objectives for the Nation. 

Washington, D.C.: DHHS, Fall, 1980. 

The generality of the problem of world market production through multinational agri- 

business firms undercutting peasant agriculture is laid out for Africa in Lele, U. "Rural 

Africa: Modernization, Equity, and Long -Term Development ", Science, 211 (6 February 1981), 
pp. 547 -553. 
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- Elsewhere, a national policy decision was taken to include health understanding as an 
essential part of literacy. Thus schoolchildren learned to read using simple but 
correct health content; for example, that human and animal waste must be kept from 
contaminating the water supply, or that an infant acquires a natural immunity from 
drinking its mother's milk, etc. 

- In a small local project, a rather traditional medical clinic was established in a poor 
rural area. It invited the community to form a board of governors. After a short 
time the community members expressed their appreciation of the new medical services but 
said their most serious problems were not medical. They said "We don't have jobs, and 
the land here, although rich, is undercultivated by absentee landlords. Thus there is 
not enough to eat, so too many of our babies die and our adults are too weak to be 
productive." And so they joined with community people to secure tracts of land which 
the community itself could cooperatively farm. The community came to feed itself and 
even began supplying food to the market. Eventually they opened a canning factory 
which provided jobs and so a creative circular process of health in socioeconomic 
development was begun.1 

In summary, there are both positive and negative experiences with intersectoral support 
to РНС, and considerable uncertainty as to how to encourage such support remains. What kind 
of intersectoral structures and processes will work best, especially at district and local 
levels in different countries? How should successes in this sphere of concern be identified, 
monitored and reported? What factors explain the successes and failures? 

2. Community participation 

The last illustration under topic 1 also illustrates this sphere of concern. But the 
topic is relevant at all levels and is broad, so that it entails both a sort of support to 
РНС as well as a basic societal condition enabling the РНС approach to be taken. Community 
participation is thus both an important component of РНС and a source of support for further 
development of PHC. 

As stated in the global strategies document, now before the Thirty- fourth World Health 
Assembly: 

"A clear national policy may be needed, and even appropriate legislative and budgetary 
measures, to ensure that individuals and communities can participate actively in deciding 
on health policy and in guiding the planning, management and control of the health 
infrastructure and the programmes it delivers. Existing mechanisms may be used, or 

new ones may have to be created, to make it possible for people to express their views 
on their community's or country's health system, to take decisions concerning the scope 
of individual and community involvement in ensuring certain elements of primary health 
care in the health and related sectors, to control primary health care in the community 
in which they live, and to participate actively in the control of the other levels of the 

health system. To fulfil such responsibilities people have to be well informed; to 

inform them will be an important function of health personnel, who form part of the 

community aid country in which they live and work ". 

There are four general types of community participation: (1) participation at all levels 
in planning and deciding as regards health services structure and functioning; (2) provision 
to community health efforts of facilities, materials, funds, labour and other support; 
(3) provision of health services to others, for example, the well elderly helping to care for 

elderly who need assistance, or family members assisting in the physical and social 
rehabilitation of a patient; and (4) caring for one's own health through personal hygiene, 
proper diet and self -care. 

1 Hatch, J. "Self -Help and Community Participation: The Development of a Health Care 
System ". In: Burrell, C. D. & Sheps, C. G. (eds) Primary Health Care in Industrialized 
Nations. Special Issue of the Annals of the New York Academy of Sciences, V. 1978; 

pp. 49 -56. 
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Some countries replied that they are moving in the direction of seeking greater 

community involvement through appointing representatives from the community to advisory boards 

of local health facilities. While this no doubt is an advance, it is important to make a 

distinction between authentic community participation and a "pseudo" type. In the first type, 

there is true voluntary involvement as well as a sense of representative responsibility to the 

community at large. And, very important, there is some real devolution of authority as well 

as responsibility with the participant exercising an actual voice in determining such things 

as engagement and dismissal of health services staff, allocation of budget, hours of operation, 

etc.1 In the second type, the participant is included for show while real power continues 
to be exercised in centralized and traditional ways. Quite obviously different national 

conditions will be more or less encouraging to authentic community participation at the local 

and other levels. 

Another important distinction to be made is between individual citizen involvement and 

involvement of the effective local power structure. In some settings, community leadership 
may be exercised by a system of traditional leaders who must be included if action is to be 

effective. In another, trade unions may dominate community as well as regional and national 

decision -making. In each instance the setting of PIC priorities and ways of pursuing the 
health programme will differ. Where the workers' movement is strong, for example, health 

facilities serving only specially privileged groups are likely to be severely criticized and 

considerably more attention to prevention of occupational hazards may be called for. 

Some countries reply that they have a system of representative democracy and the local 
health and social services are under elected bodies of citizens at district and regional 

levels. Is this adequate? In some ways it is not because the wide involvement of people 

in improving their own health is not thus achieved, the responsiveness of the health services 
may be lost in deliberations of budget, etc., and engagement of other sectors by citizens 

themselves may be limited. 

Other replies indicate that although physicians and district level health supervisors 

have the responsibility to stimulate community participation, they lack the training for this. 

This appears to be a very practical concern which deserves full discussion. 

A number of replies report success in community self -help in which local communities 

take responsibility for building or providing space for a local health facility and in 

providing РНС facilities, labour, or supplies. While this form of participation is very 

valuable, it should be emphasized that it cannot be taken as a complete substitute for the 

provision of resources from the national and other levels. 

Many countries have had each community choose the persons to be sent for training in 

first -line care and then return to serve the community. Where such community decisions are 

made wisely (rather than, say, chasing an uninterested relative of a local leader), important 

links of trust and mutual respect are established and cultural and local relevance of the 

services are enhanced. 

Participation can take place through a variety of special programmes. Family and 

community involvement in rehabilitation of physically and mentally disabled persons has proved 

very beneficial.2 Several countries have very positive experiences in their recent efforts 

to plan and provide РНС for the elderly, not only in institutional but also in home settings. 

Another important life -saving activity is in community -based oral rehydration of infants and 

children and others suffering from diarrhoea. Family members can be trained to recognize the 

signs of dehydration and help each other to administer oral rehydration salts or at least 

know when to enlist the timely help of village health workers.3 

1 Etzioni, A. The Active Society. New York: The Free Press, 1968. 

2 Helander, E., Mendis, P. & Nelson, G. "Training the disabled in the community. 
An experimental manual on rehabilitation and disability prevention for developing countries ". 
WHO (unpublished) document DPR/80.1, Version 2. WHO, 1980. 

3 
"Guidelines for the Trainers of Community Health Workers on the Treatment and Prevention 

of Acute Diarrhoea ",WHO/CDD/SER/80.1, Geneva, 1980. Also "Community Organization - One of the 

Keys to Primary Health Care". Contact (Geneva: Christian Medical Commission, World Council 
of Churches) Ni. 56, June 1980. 
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In summary, wide recognition of the positive value of community participation has been 
achieved. However, there still remains much to be done. How can district level health 
personnel be best trained and gain positive experience in encouraging authentic community 
participation at district and local levels? How can health leaders at all levels be 
encouraged to support an evolving health policy encouraging community involvement, rather than 
depending upon a rigid national health policy which may not reach the very people it is 

supposed to affect? 

3. Organizing support 

During these discussions it is especially important and challenging to exchange and 
utilize the different experiences in organizing the health system so that PIC services are 
fully backed up by personnel and facilities at the first referral or district level. It is 

suggested that a substantial part of these discussions should be devoted to this topic. While 
support must be given to the promotion, development, and functioning of PIC at all levels of 
the health system, the district level usually provides the major direct support to PIC and is 

the interface between the local health system and the successive levels of referral and 
specialized services of the remainder of the system. 

What do country replies reveal in this matter? 

- Some say they have established РНС activities at the periphery with village level 
health personnel functioning with little or no support from the established health 
services. These countries have only the most limited kind of support structure from 
district level outwards. Front -line personnel can become discouraged without 
technical back -up and supervision, assurance of drugs and other supplies, a network 
which encourages prompt attention to referred patients and continuity of care upon 
return, and in- service education on a regular basis. 

- Some outline a clear formal structure but say that its performance is poor when it 

comes to supervision, supply or continuity of care following referral. 

- Even in countries where РНС tends to be narrowly defined in terms of personal health 

services (mostly the developed countries), support for РНС at the periphery is often 

regarded as a problem since hospital budgets consume as much as 90% of the health 
services' budget: Hospitals represent both a force competing with PHC for scarce 

resources and a tremendous potential resource for support to PIC. But major 

reorientation is required to realize their potential for support. This will require 
review of their present and possible activities and decisive action to relate their 
enormous human and technical resources to support РНС in defined geographic areas and 
population groups.l 

- In some countries decentralization has not been seriously pursued so that even where 
district level institutions are present, they are unable to provide support - material 
or otherwise - to local РНС efforts. In short, there is no concept of regionalization, 
a set of important principles to guide intermediate and local support for PIC.2 

Though many facets of this topic might be pursued in depth, two are taken up here as 

deserving special attention; !1) the structure of motivation for support to РНС; and 

(2) the identification and pursuit of local PIC goals and responsibilities. 

(1) The structure of motivation. If a general climate of commitment towards РНС 
prevails in a country, motivation of health personnel and community residents will follow 

naturally since specific incentives and recognition for good work in РНС are likely to be 

� Mahler, H. "Hos itals and Health for All by the Year 2000 ", Canad. Journal of Public 
Health, 70 (September /October 1980), pp. 347 -349. Also "Role of Hospitals in Programmes of 
Community Health Protection ". Technical Report Series No. 122, WHO, Geneva, 1957. 

2 
"Organization of Local and Intermediate Health Administrations ". Technical Report 

Series No. 499, WHO, Geneva, 1972. 
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provided. For example, one country reported increasing the salaries for physicians in rural 

areas by 507g while salaries in urban areas were held relatively constant.1 

In such a setting, persons involved in PIC will gain respect and encouragement from local 

communities for their devoted pursuit of local health activities. Similar approval and 

respect must be provided by supervisors at district, regional and national levels, including 

a reasonable share of opportunities for promotion, further training and career advancement 
for workers involved in PIC if РНС is to be strongly supported by the health system. 

To some degree, the problem of motivation is also one of intellectual challenge. The 

tasks to be performed and supported at the periphery are not duller and simpler. In fact, 

the challenge of providing effective РНС to all citizens of an area is a tremendously exciting 

one. This excitement needs to be transmitted to health workers at all levels both in 

educational programmes and through enthusiastic leadership within the health system. The 

challenges of realizing health in socioeconomic development can be as intellectually stimulating 

as laboratory research; in fact there is also need for action -oriented research as an integral 

part of developing and managing health systems based on РНС. 

(2) The identification and pursuit of local РНС goals and responsibilities. The 

inability of personnel at either the local or district level to say clearly what the local 

goals are is one of the most general and crucial failings at the present time. It is hard 

for local health workers to know what support to offer when the goals are unclear. Further- 

more, it is most important that the specific responsibilities of each health worker be clearly 

defined in relation to these goals, including responsibilities for supervision and support 

from higher levels. 

Specific goals will be developed jointly with community members and in relation to local 

situations. However, it is important to have a common ideal regarding local goals which 

can be pursued in various ways in different circumstances. Such an ideal is presented below. 

This ideal is feasible. It has been successfully pursued in some developing countries with 

very limited resources justly distributed. It may not be completely feasible in all 

situations at present. Fundamental socioeconomic transformation may be needed in some 

countries before it can be realistically pursued. But even if it can be achieved only in 

part, it is helpful to have such an ideal in mind. 

According to this ideal, local health goals have two components: (1) personal health 

services, and (2) community health work, including intersectoral cooperation for improved 

water supply, sanitation, health education, etc. For the local goals in personal and family 

health terms, what is needed is a view of the entire population and its individual health 

needs such as that provided for malaria by house -to -house surveillance. Thus the health team 

should develop and pursue a complete promotive, preventive, treatment and rehabilitation plan 

for each member of each household within their defined population. If a father has a hernia 

and needs a truss, or an operation at the district hospital, this can be part of his plan. 

If a mother lacks knowledge of how to feed the family better with available food, then food 

preparation and storage lessons can be part of her plan. If children need immunizations, 

these can be part of their plan. There is thus a merger of promotion, prevention, treatment 

and rehabilitation. In relation to these plans, health team managers will identify and 

assign tasks, sometimes involving referral to district or more specialized facilities in the 

health system. 

Similar plans should be developed for the community as a whole in relation to food and 

and water supplies, sanitation, health education and other local health problems. Specific 

plans should also be developed for high risk groups as appropriate, including schoolchildren, 

pregnant women and occupational groups, ranging from agricultural workers exposed to 

pesticides to industrial workers at risk from chemical or other environmental hazards. 

Information gathered in the preparation and implementation of both personal and community 

1 An overview of such incentives as offered in different Member States is given in 

"Incentives Offered to Civil Servants in the Medical Field for Services in Remote, Semi -Rural 
and Rural Areas ", compiled by E. Israël, Document WнO /S1S/76.1, Geneva, 1976. 
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health plans will also be a useful source of health information for local and higher level 
planning and management. It should include information about both successful and 
unsuccessful plans, since analyses of reasons for failure can provide important information 
for improving the rate of future success. 

More than one developing country has utilized such a system with great success. In one 
relatively poor village, a team of four part -time health workers carried out health examina- 
tions on each member of the population of 1500. Before this work began, community discussions 
were held to explain the purpose of the examinations and to overcome the resistance of the 
older women who were reluctant to be examined by the young health workers. The value of 
avoiding lost time from work because of illness became clear in discussions and the 
resistance melted. From then on the health workers kept a card for each person reflecting 
tasks to be performed, the person responsible for the tasks, and progress. At the end of 
each year, the local health workers submitted a report of their successes and failures to 

district personnel, who had also helped implement the plans requiring referral. These 
reports could then be used as a basis for corrective action and improved support relevant to 

actual experience at the local level. 

In summary, it is essential that local PIC activities be vigorously supported by the 

other components of the health system, particularly at the district level. To achieve this, 
there must be general commitment to РНС and the health system must also provide a motivational 
structure which encourages involvement in РНС at all levels. What are the most effective 
ways of encouraging motivation for РНС within the health system? What can be done in 

education and training programmes for health workers? What administrative and intellectual 
factors have been most useful? 

The detailed organization of support for РНС must be based on clear definition of local 

goals which extend to the individual, family and community level. On the basis of these 

goals priorities and plans of action can be defined, and clear responsibilities assigned for 
each needed action. Is the approach to developing local goals, as discussed above, 
appropriate? What are the to implement this approach? What the most 
critical types of support needed from district health services for pursuit of local goals? 

How can responsibilities for various action, including support action, best be distributed 
within the local and district health system? 

4. Manpower 

If we start at the base of the system of health manpower, then we must realize that the 
greatest pool of untapped health manpower is the population itself. For example, at the 

level of community care, mass campaigns have been encouraged which have successfully reduced 
the prevalence of schistosomiasis and other diseases. At the personal care level, well - 
informed patients can in many ways be, with the aid of health personnel, the managers of their 
own progress, lending true continuity to their health care. 

Recognition of the population itself as part of health manpower recalls an important 
principle for conservation of resources, namely, that the person least trained but able 

effectively to do a task should be the one to do it. For this principle to be realized, 
highly trained personnel will have to relinquish some of their simpler repetitive tasks to 

others. The work of any one person must be understood as part of the work of the health 
team. The РНС team must certainly include both the local health system and the district 
level support elements. The specific components of the local health system will vary, 
although a three -tiered system including village, health centre and district hospital has 
been suggested as a model.- It is important for both training and management that all 
members of the health team have clear job descriptions which explicitly state the tasks for 

1 Some helpful guidance is given on the division of labour among members of the local 

health team in Flahault, D. "An integrated and functional team for primary health care ". 

WHO Chronicle, 30: pp. 442 -446 (1976). See also Hall, T. L. & Mejia, A. (eds) Health 

Manpower Planning: Principles, Methods, Issues. Geneva, WHO, 1978; and "Training and 

utilization of auxiliary personnel for rural health teams in developing countries ". Report 

of a WHO Expert Committee. Technical Report Series No. 633. WHO, Geneva, 1979. 
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which each worker is responsible, including tasks in support of PIC carried out by district 

level workers. 

In general there are three broad areas of manpower concern: (1) reorientation of 

existing personnel through re- education for new roles in support of РНС; (2) training of new 

health workers for various РНС tasks; and (3) regular refresher training for all members of 

the РНС team. 

(1) Reorientation of existing personnel. Such re- education can be crucial to 

reorienting the health system and motivating health workers to support the РНС approach. 

- Some countries say that efforts along these lines are in their infancy. 

- Some countries report programmes tore-educate physicians, nurses and others for 

greater understanding and support of РНС, but few are certain of the success of these 

programmes. 

- Other countries report some experimental training programmes but are awaiting results 
of evaluation studies before further action. Is there really a lack of knowledge of 
how to conduct such re- education, or is this a matter of research delaying action ?1 

An initial step is to train the trainers and managers of district and local level health 
personnel in the РНС approach. Countries may wish to share resources and experiences in 

such training on a regional basis. In addition to the basic principles of the РНС approach 
such training might also address prevalent misconceptions which are often barriers to support 
of РНС among health professionals: 

- The РНС approach is not taking power away from established health personnel. It is 

actually giving them greater responsibility: professionally for the health of entire 
populations and administratively for the entire РНС team and its activities. If 

these responsibilities are justly and effectively wielded in support of local РНС goals 

they can earn great respect and influence. 

- Clinical and other technical skills are not irrelevant to РНС. They are essential to 

training and supervision of local workers where appropriate, and to provision of high 
quality referral care for problems which cannot be resolved by the local РНС team. 

An example of the type of professional challenges involved concerns a worker who had 
lost his legs and was required to sit cross - legged on the floor to do his work. 

After hearing complaints about the inflexibility of the artificial limbs from the 

family health worker, the district physician visited the worker to investigate the 

problem. He was then able to develop a new set of hinges which solved the problem. 
This is appropriate technology and application of high skill at the same time. 

(2) Training of new health workers. A variety of new types of РНС workers are being 

trained in different countries in different ways. Variety is appropriate since local 

circumstances are being reflected. However, some codification and information about 

promising directions might be usefully exchanged.2 For example, should there be one multi- 

purpose personal health worker for both MCI and adult male medicine, or should there be two, 

one for MCI and one for adult male medicine? What of efforts to enrich the training of 

traditional practitioners which some country replies reflect? Increasingly there is 

1 Durana, Ines et al. Teaching strategies for primary care. A syllabus. New York: 

The Rockefeller Foundation, 1980. Also Flahault, D. "L'éducation et la formation pour le 

changement - le changement dans l'éducation et la formation ". In: Griffiths, A. & 

Bankowski, Z., eds., Economics and Health Policy. XIIIth CIOМS Round Table Conference, 

Geneva: CIOМS and Sandoz Institute, 1980, pp. 128 -139. 

2 
"Training and utilization of auxiliary personnel for rural health teams in developing 

countries ". Report of a WHO Expert Committee. Technical Report Series No. 633. 

Geneva, WHO, 1979. 
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recognition of the potential of cooperation between traditional and modern approaches, as 
well as a recognition of risks.1 There also appears to be a need for a community health 
worker to focus on water supply, food and nutrition, sanitation, community participation, 
health education and self -help. To what extent should this role be separated from the role 
of providing personal health services? 

(3) Regular refresher training for PIC team. It is good to report that regular in- 

service training is widely recognized and used to improve quality, morale, and flexibility in 

the health system. Sometimes this is done by mobile training teams. Often local workers 
are brought to the district or regional level for refresher training. Such training must be 
relevant and oriented to the pursuit of local goals and tasks. For individual health workers, 

the sense of someone caring what they know and how they do their work, and the opportunity to 
advance through training programmes can be a strong motivating force. For the health system, 

such training provides approaches to solving real work problems for people whose education 

may have been less practical. It also allows upgrading of skills and shifting of functions 

between categories of personnel. Community members should also be included as instructors 
in some training programmes, for they have much to offer in regarding making the health 
services more relevant and effective. 

In summary, manpower support to РНС involves reorientation of existing health personnel, 
training of new health workers and regular refresher training. The base of the health 
manpower pyramid is formed by the population itself and the efforts of patients and community 

members are supported by the local health team. low can we best reorient physicians and 
other health professionals at district level to be more supportive of the РНС approach? 

What factors are most important in determining the variety and responsibilities of local 

health workers for particular situations? What are appropriate roles for traditional health 

workers - bone setters, midwives, herbalists, etc., in the health system? low can refresher 
training activities be strengthened and made more relevant? 

5. Financial support 

The overall picture as regards financing and accounting for support to РНС at local level 

can best be given by quoting one country's reply: 

Effect of РНС on total health expenditure 

The indications are that РНС will lead to an increase in the total health 

expenditure. 

The major factors responsible for the increase have been identified as follows: 

- cost of drugs 

- logistics support for the storage and distribution of drugs 

- expanded immunization and other control activities, particularly for malaria and 

diarrhoeal diseases 

- training of РНС workers 

- supervision of РНС workers 

- development of training and reference manuals 

- construction of clinics, dispensaries, etc. 

1 Traditional and modern medicine. Special issue of Social Science and Medicine. 

Vol. 15A, No. 2, February 1981. Also Nemec, J., "Rediscovering an ancient resource - a new 

look at traditional medicine ". Contact, No. 58, October 1980. 
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Funding sources for PIC 

The major funding sources may be under the following broad categories: 

- central government 

- international, bilateral and multilateral donor agencies 

- voluntary organizations 

- community sources 

It is, however, not possible at this stage to indicate the relative proportions. 

Guarantees for continued funding 

From the political commitment to PIC, one can only assume that funding from national 
resources will be secure and regular for use at all levels as planned. 

Several things are clear from this rather typical reply: (1) РНС will cost. It is not 

simply a money - saving approach. However, greater returns are expected from the РНС approach 
which more than justify the increased initial costs. (2) New sources of funds, including 
international transfers, reallocation within countries and local contributions will be needed 

in many countries. (3) Guarantees of continuing funding for РНС cannot be given but depend 
on continuing goodwill and political commitment. (4) Because of the recurrent costs of 

existing referral and specialized care facilities and other interests (as reported in other 

country replies) and the limited additional resources available, there is still far too little 

support going to comprehensive РНС in most health systems. (5) The actual levels of funding 

for РНС are generally unknown because most current accounting .systems do not adequately 

distinguish РНС from other components of the health system. 

In summary, if pursuit of local РНС goals and tasks is the most important responsibility 

of the health system, then funds and other resources should be provided in amounts which 

reflect the priority given to this responsibility.1 What new sources of funding for РНС can 

be identified? If international transfers in support of PIC are needed, how can they be 

increased and channelled to ensure most effective use? How can the proportion of health 

resources available for РНС be increased? low can health system accounting mechanisms be 

revised to better reflect support to РНС? • б. Management and supportive supervision 

The need for new mechanisms of intersectoral management and the need for decentralization 

including real devolution of authority as well as responsibility were mentioned earlier. 

The outline document discussed planning and evaluation, supervision and management training. 

The central principle in all of these concerns is that good management must direct and 

channel the several kinds of resources - personnel, facilities, equipment, supplies, etc. - 

so that resources match responsibilities. If the pursuit of local РНС goals and tasks is 

the most important responsibility of the health system, then the planning process, day -to -day 

administration, and supervision should lead to the evaluation that the resources have 

adequately supported РНС at the periphery. 

From country replies, two problem areas stand out: the proper allocation of functions, 

technologies and resources to the different levels; and a possible over -dependence upon 

management training. 

1 "Financing of health services ". Report of a WHO Study Group. Technical Report 
Series No. 625. WHO, Geneva, 1978. 
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There appears to be widespread uncertainty as to what tasks are to be performed with 
which technologies at different levels of the health services. This problem is compounded 
where institutions at the same level are competing for the ability to do highly specialized 
tasks and have the associated equipment and prestige. Countries asked questions such as: 
At what level is a full laboratory needed? Which most essential laboratory analyses are 
needed at local level? Is an X -ray needed at local level ?, etc. There are ways of deciding 
these questions which are relevant to each situation.' For example, standard lists of 
appropriate equipment and supplies for local and district level are reported by several 
countries to have been helpful. But this concern clearly calls for additional examples and 
discussion by participants. 

Many countries mention management training in their replies as if it offered magic 
solutions. The importance of such training is not denied here. But the application of good 
management can begin before everyone has had a course in management.2 For example, the tools 
of modern management can be applied beginning with the formulation of family, community and 
workplace, health plans at the local level, task analysis in relation to those plans, task 

assignment among health team members and community members and reallocation of funds, equipment 
and other resources to match the tasks to be performed.3 

In summary, management functions must be shared among members of the local health team 
and the community to assure that resources match responsibilities. However, there are many 
uncertainties which call for exchange of further examples and understandings. How can the 
best allocation of functions and resources between different levels be made? How much 
management can be done without special training? How can supervision be made supportive 
rather than simply critical or inspectorial? 

7. Facilities, equipment and supplies 

The allocation of tasks and functions to different levels of the health system has been 

considered in earlier sections. The requirements for facilities, equipment and supplies will 
be greatly influenced by this allocation of tasks. 

The development of primary health care usually begins with the existing health infra- 

structure even though its facilities and personnel are often inequitably distributed in 

relation to the population. The functions of existing facilities must therefore be redefined 
if they are to play an effective role in providing and supporting PIC. Because of the present 
maldistribution of facilities, planning and development of new facilities to provide adequate 

access to PIC for all people is also needed in most countries. Considerable experience has 

already been gathered on the development of facilities for health systems based on PHC, 

including appropriate staffing and equipment for various functions and sizes of population 

served.4 

Once decisions have been made about what supplies and equipment are needed by facilities 
and personnel at each level to carry out their assigned functions, a logistics system must 

ensure the timely availability of these materials. This requires procurement of adequate 

1 "Appropriate technology for health ". Report by the Director -General. WHO document 
ЕВ61/26. Also "Background paper on a meeting on planning, programming, design and 
architecture of health care facilities in developing countries ". WHO, Geneva, 3 -7 November 
1980. WHO document SHS/SPM/80.3. 

2 
On being in charge, a guide for middle -level management in primary health care. 

Geneva, WHO, 1980. 

Modern management methods and the organization of health services. Public Health 

Papers No. 55. Geneva, WHO, 1974. 

4 
Kleczkowski, B. M. & Pibouleau, R., eds. Approaches to planning and design of health 

care facilities in developing areas. WHO Offset Publications, Geneva, Vol. 1, 1976; Vol. 2, 

1977; Vol. 3, 1979; and "Case studies of health care facilities in selected countries: 
approach and preliminary conclusion ". Annex to a WHO Background Document SНS /SРM/80.5. 



A34/Technical Discussions/1 
page 17 

amounts to meet local needs, adequate storage to ensure maximum useful life - particularly 
important in the case of materials such as vaccines and certain drugs which require continuous 
cold storage, timely distribution to point of use, and adequate inventory control and feed- 
back - including mechanisms for resupply and redistribution according to varying needs. 

Country replies mention many different problems and some successes in improving 
logistics systems for support to PIC at the periphery: 

- Some countries indicate that it has been easy and helpful to develop lists of essential 
drugs to be maintained at local and district levels.1 

- The most widespread concern is with supplies of essential drugs. It is thought that 
the population will lose confidence in PIC services if essential drugs cannot be 

provided regularly. This will increase use of referral facilities, with consequent 
overcrowding, and will greatly reduce the ability of the local health system to function 
effectively in promotive aid preventive health activities. 

- Limited roads, transport and communications often make distribution of supplies 
difficult. • - Centralized decision -making makes adjustment of supply to local needs and timely 
resupply difficult. 

- In some countries, cold chain requirements and mechanisms for monitoring are being 
worked out to ensure effective maintenance and supply of perishable drugs and vaccines. 

In summary, achievement of local РНС goals requires appropriately planned and equipped 
facilities at all levels and a logistics system which ensures that drugs and supplies are 
available in an effective state where and when they are needed. How can existing health 
facilities be reoriented to effectively and efficiently fulfil their role in РНС? How can 
development resources for health facilities be best used to meet priority needs and support 
PIC? What can be done to ensure the availability of adequate drugs and supplies for РНС? 

How can logistics systems be developed and improved to assure timely distribution, adequate 
storage, inventory control and adequate feedback and resupply of essential drugs and supplies 
for РНС? 

IV. SUMMARY 

In spite of great progress in formulating strategies at all levels for HFA 2000, country 
replies to the outline document and other information indicate that there are still 
considerable misunderstandings of well -balanced health systems based on РНС. Beyond the 

conceptual level, concrete practical experience with (1) establishing РНС -based health 
systems or (2) reorienting established health systems towards greater support for PIC is 

still quite limited. Since actual experience is so limited, participants in these 

discussions are encouraged to share intentions and plans as well as actual experiences, both 
positive and negative. Such exchanges might go on beyond these discussions in the form of 
additional publications on the subject for wide distribution, and action - oriented health 
systems research directed at issues considered in these discussions may be stimulated both 
within and between country health systems. 

After indicating the importance of this year's Technical Discussions to the work of 
Member States and the concerns of the Thirty- fourth World Health Assembly, this background 

document elaborated a concept of a well -balanced health system based on РНС. It went on 

to discuss some preconditions for support to РНС at the local level, including: widely - 
shared distribution aid control of general resources; a decentralized yet concerted organi- 
zation of authority in the nation; and commitment towards РНС as well as other forms of 
support to РНС at the national level, including policy, legislation and financing. Seven 

1 "The selection of essential drugs ". Second report of WHO Expert Committee. 

Technical Report Series No. 641. Geneva, WHO, 1979. 
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selected topics were then considered with a suggestion that special emphasis be placed upon 
organizing support. Within this topic, special attention was given to motivation for PIC and 
the definition and pursuit of local РНС goals and tasks. In each of the seven topics, 

principles, as stated in the outline document, were incorporated, country replies and other 
information were synthesized, and questions needing further exchange and discussion were high- 
lighted. But there is no pretence that each topic has been thoroughly covered. Thus 

participants contributions will be very important to proper elaboration in the final report. 
Throughout this document the focus has been on support to РНС from the district or first - 

referral level to the local level. Participants may wish to expand this focus but are 

encouraged to include it in their deliberations. 

• 
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I. INTRODUCTION 

Primary health care has been accepted as the key to attaining the target of health 

for all by the year 2000 as part of development in the spirit of social justice.1 In this 

critical role it forms "an integral part of the country's health system, of which it is the 

1 Alma -Ata 1978. Primary Health Care, Geneva, World Health Organization, 1978. 
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central function and main agent for delivering health care," as well as "an integral part 

of the overall social and economic development of the community.i1 

The practical implementation of primary health care is underway in many countries. 
It has become increasingly apparent that the existing health system is ill- equipped to 
integrate and adequately support primary health care. The need for wider coverage of 
services, more intersectoral interaction, administrative decentralization, greater use of 

paraprofessionals and expanded involvement of communities in decision -making and implementa- 
tion represents a substantial broadening of the mandate of existing institutions. There 
is therefore a need for reorientation of the health system to provide effective support for 

primary health care in its broadened scope. This reorientation requires policy decisions 
as well as concrete action at all levels from the village or urban neighbourhood to national 
and international systems. 

At present, country and regional strategies for achieving health for all by the 

year 2000 have been prepared. These strategies have been reviewed by Regional Committees 

and will be reviewed by the Executive Board and the Thirty- fourth World Health Assembly, 
leading towards development of a global strategy. 

It is therefore timely to consider "Health System Support for Primary Health Care" 

as the subject for the 1981 Technical Discussions. This opportunity for exchange of 
information and experience on the support requirements for strengthening primary health 

care, and on country approaches to reorienting their health systems to provide this support, 
will be valuable both for strategic planning and for programming and implementation of 
activities aimed at achieving the goal of health for all by the year 2000. 

This document presents a framework for use by countries in considering the question 
"How is primary health care to be integrated into and supported by the health system so as 

to fulfil its key role in achieving an acceptable level of health for all by the year 2000 ?" 

To answer this question it is necessary to have clear ideas on: (1) the nature of primary 

health care; (2) the nature of the existing health system and the changes in the system 

that primary health care implies; and (3) the nature of requirements for health system 

support to primary health care. Within the broad subject area of the 1981 Technical 

Discussions, seven topics are suggested for more detailed consideration. Selected 

issues which appear most essential are presented for further discussion along with illustra- 

tive questions. 

It is hoped that this paper will stimulate an analysis of thought and experience at 

country level on this important subject. Identification of additional issues, clarifica- 

tion of problems experienced, and attempts at solutions, whether successful or not, are 

solicited from concerned persons at all levels of the health system, from both health and 

other sectors. The responses to this document will contribute to a global exchange of 

concepts and experiences in this area and will provide the material for preparation of the 

background document for the 1981 Technical Discussions. 

II. BASIC CONCEPTS 

Before proceeding it is necessary to ensure a common understanding of the terms 

used. Therefore the basic concepts of primary health care, the health system and health 

system support, as they are used here, are presented below. 

1 Formulating Strategies for Health for All by the Year 2000, Geneva, World Health 

Organization, 1978, p.12, paragraph 13. 
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1. Primary Health Care 

The concept of primary health care (РНС) has been clearly defined in the Declaration 

of Alma -Ata, which is familiar to most readers. A brief description from that document is 

as follows: 

"Primary health care is essential health care based on practical, scientifi- 
cally sound and socially acceptable methods and technology made universally access- 
ible to individuals and families in the community through their full participation 
and at a cost that the community and country can afford to maintain at every stage 
of their development in the spirit of self -reliance and self -determination. It 

forms an integral part both of the country's health system, of which it is the 

central function and main focus, and of the overall social and economic development 

of the community. It is the first level of contact of individuals, the family and 

community with the national health system bringing health care as close as possible 
to where people live and work, and constitutes the first element of a continuing 
health care process. "1 

For the purpose of the Technical Discussions, several aspects of primary health care 
deserve emphasis: 

1. РНС is the central thrust of the health system for achieving health for all by the 

year 2000, not an isolated programme or set of services, and it must give direction 
to the whole system. 

2. PlC, to be "universally accessible ", must often extend its activities far beyond 
the geographic limits of the existing health services, greatly increasing the 
usual difficulties of providing personnel, training, supply and supervision, and 

thus requires innovative approaches to manpower, organization and management. 

3. РНС involves "full participation" of individuals, families and the community, and 

mobilization of such support and participation is crucial to its effectiveness. 

4. РНС is an integral part of the overall development of the community, and requires 

support from and interaction with other sectors participating in health development 

(agriculture, education, water supply, for example) at all levels of the health 
system. 

5. РНС is the first level of community contact with the health system but it must be 
supported by all levels and must interact dynamically with all other levels and 

elements of the health care system. 

2. The Health System 

The health system can be generally defined as the interrelated ways in which 
nations organize available resources for the maintenance and improvement of human health, 

individually and in communities. This definition includes all purposeful activities con- 

tributing to health and may range from increased production of food, better housing, 

improved water supply, or greater knowledge of health -promoting behaviour through educa- 

tion or communication media, to those activities which are traditionally part of health 

sector activities, such as preventive, curative and restorative services. In addition 

1 Alma -Ata 1978: Primary Health Care, Geneva, World Health Organization, 1978. 

Article VI, pp. 3 -4. 
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to institutions, representing both the health sector and other organized sectors, the 

health system also includes the health -related activities of individuals and communities. 
This concept is illustrated in Figure 1, which makes no attempt to be complete but shows 
some of the many interactive components of the health system. 

Primary health care has been stated as being the central thrust of the health system. 
Its critical role in achieving health for all by the year 2000 is demonstrated by consider- 
ing its position within the health system. It includes not only all institutional activi- 
ties related to health and occuring at the community level, regardless of the sector 

involved, but also all health -related activities carried out by communities or individuals. 

This conception extends the boundaries of our thinking about the health system well beyond 

the traditional confines of the health sector. More importantly, and it is the underlying 

reason for the development of the primary health care concept, the implementation of PIC 

entails a dramatic broadening of the health system itself, both geographically and in the 

scope of its activities. 

FIGURE 1. COMPONENTS OF THE HEALTH SYSTEM 
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З. Health System Support 

A broadening of the health system of the magnitude indicated above has substantial 

implications for the supporting processes and structures of the system. Examination of 
these implications, and an indication of appropriate actions which may be needed to 
reorient and revise the health system to effectively carry out its increasing responsibi- 

lities, are the major tasks of the 1981 Technical Discussions. 

Given the complex nature of the health system, a variety of types of support are 
required. In areas of health policy, law or financing, support is required from the 
larger development system of which the health system is a part. Realization of the new 

PlC-based health system will require mobilization of much greater inter -sectoral support 

and new mechanisms for interaction. The redirection of the focus of institutions towards 
РНС at the community level will require replanning, redefinition of roles, reorganization 
and retraining in many cases. Personnel involved in РНС will continue to require admini- 
strative support, facilities, supplies, supervision and other management support. How- 

ever, the task of meeting these requirements will be greater than before because of the 

greater number of personnel, their wider distribution and their broader responsibility. 
Furthermore, each type of support may require action at several levels of the health system. 

The health system support needed for РНС may be classified into three areas: 

1. Promotion of РНС: 

2. Development of РНС: 

3. Functioning of РНС: 

- establishment of policy and priorities; 
- mobilization of intersectoral support; 
- legislation; 

- mobilization of community support. 

- planning and programming, including intersectoral 

coordination, choice of appropriate technologies, 
community participation, evaluation and appropriate 
research; 

- manpower development, including reorientation of 

existing workers and training of new ones; 
- organization, including referral mechanisms; 
- provision of financing and facilities. 

- management of resources, including finance, manpower 

and information; 

- coordination of components, including both sectoral 
institutions and communities; 

- supportive supervision; 
- provision of equipment, supplies and drugs. 

These processes form a continuous cycle and support to all of them is needed on a 
permanent basis if the РНС -based health system is to grow and develop as it should. 

The amount and type of reorientation of the health system required to ensure 

adequate support for РНС will vary according to the nature of the existing health care 

system, the specific form taken by РНС in each country and the political, economic and 

cultural context in which they operate. It is necessary to recognize the ways in which 
these differences influence various requirements for health system support. On the other 

hand, regardless of these differences, many of the issues regarding health system support 

are common to a variety of types of health system and lessons learned in one may often 
be applied to problem- solving in others. 
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III. SELECTED TOPICS FOR DISCUSSION 

It is apparent that the issues involved in health system support for primary health 
care are wide -ranging and numerous. It is suggested that in view of the short time avail - 
able the discussions should be directed towards a limited range of topics, while bearing 
in mind the basic concepts and their broader implications. This will allow a more meaning- 
ful exchange of information and experience on selected issues of greatest relevance to 
current efforts in primary health care. 

Considering the above, recognized issues and questions on seven key topics are 
presented in the following pages. The seven topics selected are: 

I. Intersectoral cooperation 
2. Community participation 

3. Organizing support 
4. Manpower development 
5. Financial support 
6. Management 
7. Facilities, equipment and supplies 

The issues presented should be of relevance to any country concerned with primary health 
care, irrespective of economic status or political, system, although the relative importance 
of issues may vary among countries. 

In addition to limiting the range of topics considered, it is suggested that the 
major focus be on support to PIC at the local level. The local level includes PIC 

activities at the community level, intermediate PIC personnel and institutions (health 
centres, health posts, etc.) and district level organizational units. It may be helpful 
to think first of specific PHC functions such as improvement of nutrition or water supply, 
or provision of immunization services. Then, for these topics, consider what support 

actions are needed at each level for those functions to be effective. Although attention 
is focused on the local level, if action or reorientation is essential at higher levels - 

regional, country or international - to facilitate support at the local level, this should 

also be considered. 

1. Intersectoral cooperation 

One of the major features of primary health care is its emphasis on intersectoral 
approaches to attacking health problems at their roots, which often lie in social and 

economic circumstances beyond the reach of health services alone. Such concerted action 
requires policies which promote cooperation and new structures for interaction. Health 
development councils and networks have been proposed and are being tried in several 

countries as structures for furthering intersectoral action. Whatever form they may take, 

opportunities for interaction regarding problem definition, analysis of alternative 

approaches, definition of sectoral roles and responsibilities, and management of imple- 

mentation are required regularly at all levels. 

Experience at the local level indicates that frequent and continuing discussion and 

exchange of information among cooperating sectors is important. Formal structures of co- 

ordination such as district development councils can play an important role, and their 

existence is often an early reflection of policy commitment to intersectoral cooperation. 

Decentralization appears to favour intersectoral action at the local level if there 

is local interest. Conversely, in more centralized situations, even with considerable 

local interest in cooperation, it is often difficult to achieve in the absence of clear 

authority from the regional or national level. In such situations, local cooperation 

requires a mandate from above directed to all concerned institutions. This in turn 
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requires the well developed central coordination noted earlier. 

Although intersectoral cooperation is not a new idea, further experience is needed 

to clarify areas where such cooperation will be most productive and better ways of going 

about it. Since all sectors must be reintegrated at the level of the community and the 

family, it is important to promote mutual awareness among different sectors, even in the 

absence of joint action, so that development activities can be mutually supportive. 

Although our focus is on the local level, in this section it should be noted that 

certain types of intersectoral support at the central level are essential if PIC is to be 

effective. Policy statements for РНС must be supported by appropriate plans and budgets. 

A considerable task still remains in many countries to enlist the support of development 
planners and finance ministries to assign higher priority to PHC. 

Finally, legislation may be needed to provide official support for РНС policies. 

This may range from constitutional change in support of health as a basic human right, to 

institutional changes or budgetary support, to regulatory legislation regarding the role 

of various РНС institutions or workers. 

Questions (to be answered with respect to your own country or area): 

- What mechanisms exist at local and more central levels for intersectoral 

action in health? How well do they function? How could they be improved? 

- How much planning, decision -making and financial control are delegated to the 

local level? What effect would increased delegation of control have on 
possibilities for intersectoral planning and action at the local level? 

- What specific activities are being undertaken jointly with sectors other than 

health? What sectors are involved? Was planning undertaken locally or 
more centrally? How could these intersectoral activities be improved? 

2. Community participation 

The concept of primary health care envisions individuals, families and communities 

accepting much more responsibility for their own health than simply seeking medical care 

when ill. Both health workers and community members will require reorientation for their 

new roles. In some communities, particularly well educated ones, there is already a high 

level of awareness of individual and community actions which promote health. In others, 

health is widely perceived as a series of activities performed by outsiders, for which 
the community bears no responsibility. In the latter communities, particularly those 

where local resources are very limited, substantial inputs from outside the community may 
be required to bring about awareness of local capacity to act together to promote health 

and well -being. 

It is clear that some degree of community organization, ideally representing all 

its parts, must be functioning or developed before community dialogue on planning or action 

can begin. The availability of local leadership as well as material and financial 

resources appears to be favourable for promoting and developing participation. Effective 

channels of communication are also a helpful factor. 

On the other side of the dialogue, technical participants must be sensitive to 

community concerns and oriented to developing the process of participation, as well as 

achieving its ultimate ends in terms of health. This may require significant reorienta- 

tion of technical staff and revision of technical training programmes to develop an atti- 

tude of respect for local perceptions, as well as the communication and interaction skills 

needed to change those perceptions and behaviours which adversely affect health. 
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Certain national and institutional features also seem to be important in promoting 
community participation. As with intersectoral cooperation, clear national policies, 
adequate financing and administrative decentralization foster greater participation at the 

local level. 

Since communities must be involved in PIC right from the planning stage, РНС implies 
that they must also be able to exercise a greater control over the resources, both local 
and national, available for health. Although many communities can indeed mobilize signifi- 
cant resources at the local level, this must not be seen as a substitute for the provision 
of national resources. Indeed, as has been noted, the broadening of the health system in 
the РНС model will require a substantial, though not unrealistic, increase in resources at 
all levels if the goal of health for all is to be achieved. 

Therefore attention must be paid to the possible need for major reorientation of the 
national administrative systems to enable them to be responsive to needs expressed at the 

local level. Such reorientation must extend beyond the health sector. For example, if 

a community wishes to invest in wells and roads rather than a dispensary, resource shifts 
among sectors may be required and the administration must be capable of responding with 
more pump sets and shovels and fewer syringes, if credible support is to be provided for 
community participation. 

Questions: 

- In what ways are local communities involved in РНС? How widespread is this 
involvement? What ways have been most effective? What has worked least 
well? 

- What types of health personnel have been directly involved in promoting com- 
munity participation? What training have they had for this role? What 
additional training would be most useful? 

- Which national policies and programmes encourage community participation? 
Which ones discourage participation? What changes would be most likely to 
promote participation more effectively? 

- What administrative or organizational changes have been made to promote com- 
munity participation? How well have they worked? What additional changes 
would be helpful? 

3. Organizing support 

We have seen that primary health care means a broadening of the scope of the health 
system in both its activities and its geographic coverage. Both require the strengthen- 
ing of a variety of support structures and may require reorganization as well as reorienta- 
tion. The organizational changes needed for intersectoral coordination and community 
participation have just been considered and need not be reviewed. 

The district level usually provides the major direct support to РНС and is the inter- 

face between the local health system and the successive levels of referral and specialized 
services of the remainder of the system. The district or "first- line" hospital, for 

instance, is responsible in many areas for РНС in its district. In other areas a district 
РНС office, separate from the hospital, has this responsibility. Too often medical 

officers with major hospital responsibilities have little time (or interest) to spare for 
PIC activities outside the hospital. Indeed, it is not unusual in some areas to find such 

hospitals providing РНС to the immediate community with little attention to basic components 

such as nutrition or immunization. A separate РНС support office may be equal to, above, 

or below the district hospital and each situation has its merits. Whatever the organization, 
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it is clear that the support office must be managed by a team committed to PIC, and must 

have clearly defined support functions and the resources and authority to carry them out. 
The leader of this team need not always be a physician but, if he is to effectively inter- 
act with other sectors and health institutions, he must be able to command the respect and 
support of his colleagues. 

Between the district support level and the community health worker there may be one 
or several institutions - health posts, dispensaries, outreach clinics, etc. While the 
number of levels is not critical, the need for clearly -defined responsibilities between 
levels, particularly support arid supervision responsibilities, is a critical one too often 
overlooked. 

The РНС approach implies that problems which cannot be managed adequately at the 

local level can be referred to higher levels as appropriate. Effective functioning of a 
referral system requires good communication and cooperation between levels, including feed- 
back of results, which reflects a sense of shared responsibility for problem solving, as 

well as having educational value for lower level workers. Referral facilities must also 
give priority attention to referred problems if they are to be seen to be responsive to 

lower levels and be effectively utilized. For example, hospitals should be organized to 

allow a patient referred from a РНС unit to avoid the often lengthy queues of self - referred 
patients and to be seen initially by health personnel of a higher level than those who 
referred him. Information regarding the findings, action taken and follow -up required 
should then be provided for the referring unit. Similarly, referral of problems in immuni- 
zation or water supply activities must receive priority attention aid feedback from higher 
levels to the РНС workers involved. 

Questions: 

- What is the current organizational structure of local support for РНС? How is 
this structure related to the first -line hospital? to other health units and 
activities? to other sectors? How could it be improved? What organiza- 
tional changes, if any, have been made to better support РНС? 

4. Manpower development 

The need to train many additional health workers for a broadened range of 
activities is implicit in the primary health care strategy. These activities must be 
broken down into separate tasks and the tasks recombined into job descriptions for various 
types of workers at different levels. This process is guided by the principle that health 
tasks should be performed as near to the population served as possible and by the health 
worker who is the most suitably trained (not necessarily the most highly trained) to carry 
them out. 

The selection of workers for РНС is determined by requirements such as age, sex and 
education, and by the degree of community involvement in selection. Where a trainee is 
selected by the community, he or she may be more likely to work effectively there. Selec- 
tion criteria such as educational requirements may rule out the selection of more appro- 
priate workers. For example, when women's literacy is low, only young men may meet 
educational standards, but they may be less capable than older women for MCI-related tasks. 

Members of the local РНС team are probably best trained within each district by 
district staff. This requires that the staff first be trained in РНС concepts and then 
as trainers who must be provided with or taught to develop the necessary training materials. 

As we have seen, existing health workers may require reorientation for new functions 
in support of РНС. These new functions may include training, greater supervisory functions, 
new management skills, increased knowledge of other sectors related to health and methods 
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of community motivation and interaction. As with the community level worker, such 
changes should be preceded by task analysis and revision of job descriptions and aided by 

adequate training and supervisory follow -up to reinforce new roles and activities. Once 
new roles have been defined, basic training programmes must also be revised to incorporate 
the new functions. 

Questions: 

- Have job descriptions for local health system personnel been revised to 

support PIC? Have staff received any reorientation training for РНС? 
Have changes been incorporated in basic training programmes? 

- Have you decided to train any new types of health workers for the community 
РНС team? What are their functions? How were these functions determined? 

- Where are РНС workers being trained? By whom? What training have the 

trainers had for this task? What training manuals and materials are avail - 

able for this training? 

- low do other local health system personnel view РНС workers? To what extent 

have these personnel been involved in the training and support of РНС workers? 

5. Financial support 

If РНС is to develop effectively, not only must increasing amounts of funds be 
allocated for this purpose (in all sectors concerned) but funds actually made available at 

the local level and expended should form an increasing part of overall expenditures for 

health. The spending pattern should be in accordance with the РНС strategy. Methods of 

monitoring this pattern are available and should form the basis for reallocation of funds 

and projection of future expenditures. Since increased funding for РНС should not occur 

to the detriment of high- priority support and referral elements of the health system, 

financial support for РНС is likely to require additional funding for health. 

Only a portion of the additional funds needed may be expected to come from financial 

support from local communities. Indeed, the poorest communities with the greatest need 

for increased resources may be least able to contribute. 

In this situation, funds from international sources for support of РНС in poorer 

countries will be essential. Furthermore, substantial increases in international 

financial resources for health will be likely to be required if the goal of health for all 
is to be achieved by the year 2000. All outside support should contribute to a balanced 

country health plan and be related to priority areas for which no alternative source is 

appropriate. This will avoid the distortions and gaps sometimes created by external fund- 

ing. And, whatever the source, continuity of funding for РНС over time must be assured 

if the objectives of health for all are to be met. 

Questions: 

- lave expenditures for РНС increased absolutely in the last three years? Have 

they increased as a percentage of total health expenditures in that period? 

- What are the funding sources for РНС? What percentage is provided by local 

communities? government? private sources within the country? international 

sources? Is present and projected funding adequate for current РНС plans? 

If not, from where will the necessary additional resources be made available? 

- low secure or regular is funding for РНС likely to be? Are budgeted funds 
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always made available for use +at the local level as planned? If not, what 

are the major problems and possible solutions? 

- For developed countries: To what extent has commitment to PIC included active 

concern for assisting the implementation of РНС in developing countries? 

How far has this concern been reflected in increases in financial support 

for РНС activities? What are the prospects for further increases in such 

support? 

6. Management 

Several aspects of management have already been considered, including new mechan- 

isms required for intersectoral management and the role of decentralization of authority 
and responsibility in promoting primary health care. Three additional issues of parti- 

cular concern for РНС will be discussed here: planning and evaluation, supervision and 

management training. 

Responsibility for planning and evaluation of РНС activities is shared jointly by 

communities and technical personnel. In addition to the delegation of responsibility 
to the local level, which is a prerequisite to such activity, new frameworks for decision - 
making and priority -setting, and new indicators for evaluation are required. Such indi- 

cators should adequately reflect the broader social concerns of PHC, the local community 
concerns often overlooked by technicians, and the concern with involving all members of 
the community in health activities and improved health. The development of simple tools 
for assessment of priorities and evaluation of progress which can be used and understood 
by local communities is a challenge to health workers. The appropriate balance between 

technical concerns and community concerns, where they are not in agreement, is also a 

topic requiring further consideration. Although experience with community involvement 
in planning and evaluation of РНС is quite limited, that experience indicates that it can 

be a powerful tool for mobilizing community interest and action. 

Supervision, although generally agreed to be useful, is often a weak point in the 
health system. Effective training may be thought to be sufficient to ensure effective 

work. Necessary support for supervision, such as transport and travel allowances are 
often not available. Community supervision of local РНС workers may be seen to reduce 

the need for technical supervision. However, the more reliance is placed on workers 
with limited skills trained to do specific jobs, the more important becomes the task of 

supervision. It is important to provide motivation and to assist in solving problems 

beyond the training of the РНС worker, as well as providing a form of continual inservice 

training to reinforce and expand his skills to better meet the needs of his community. 

In addition to direct personal supervision, РНС requires revised information systems 

which are simple enough to be used by РНС workers and their supervisors but which provide 

information by which progress can be monitored and workers and communities needing special 

attention and assistance can be identified. 

Managerial skills are themselves a "scarce resource in many health systems. The 

implementation of РНС will increase the demand for these skills in an increasingly 

decentralized and far -reaching health system. Since management specialists in the health 

care system are unlikely to be available at the local level in adequate quantities, health 

workers will require more and better training in the specific aspects of management needed 
for supporting РНС. These aspects need to be carefully defined for each type of worker 
and training programmes designed to develop needed skills as a part of their reorientation 
for РНС. 

Questions: 

- To what extent have communities been involved in planning РНС? in evaluation? 

What methods have been used in these processes and how effective have they 
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been? How could they be improved? 

- How much (frequency, duration) supervision is provided to different types 
of PIC worker? What types of activity are a usual part of supervision? 
What are the major factors limiting the amount of supervision? How useful 
would increasing the amount of supervision of РНС workers be? How could 
it be achieved? What information is being used for monitoring and super- 
vision? How is it obtained? 

- To what extent is the management component of basic training for various types 
of health worker sufficient? Where would additional training be most useful? 
To what extent is additional management training needed for better support 
of РНС by health workers? What types of training are needed? For whom? 
How can it be provided? 

7. Facilities, Equipment and Supplies 

The expansion of the health system will require both an expansion of facilities 
and an increase in drugs, supplies, equipment and the capacity to store and distribute them 
in an effective form. 

The form taken by facilities will vary widely with the nature of the РНС system and 
the resources available. Community support can sometimes be mobilized for the provision 
of local facilities. Where facility requirements are complex, guidelines and plans should 
be provided to insure that minimum standards are met. The intersectoral nature of РНС 
may provide opportunity for multipurpose use of existing facilities in support of РНС. 

The provision of adequate drugs, supplies and equipment is a matter of serious 
concern for РНС. Many health systems suffer from a chronic shortage of drugs despite 
their limited population coverage. As coverage expands, the demand for drugs will 
increase. Failure to meet an appropriate part of this demand will destroy the credibi- 
lity of the РНС system. Availability may be increased by better utilization of existing 
drug funds through the use of limited lists of essential drugs and equipment designed for 
specific activities, generic purchasing policies, promotion of local production and use of 
effective traditional materials. Although this will be helpful, additional resources 
will most likely be needed. These resources may require new forms of financing, ranging 
from direct payment to community subsidy to increased national budgetary support. 

Even if adequate financing of drugs and equipment can be assured, their continuous 

availability at the point of use must be maintained. This requires an effective logistics 
system capable of: 

- adequate storage - including the need for an expanded cold chain for vaccines 
and other supplies for PIC; 

- the ability to distribute and redistribute available supplies according to 

requirements - including transport systems, and decentralized stores at 

various levels; 

- adequate inventory control and feedback - requiring simplified methods for 
use by РНС workers for maintaining supplies of needed drugs and materials. 

Maintenance of equipment must be provided for in the РНС network. Where possible, 

РНС workers may be trained in maintenance of simple equipment such as syringes, simple 

sterilizers or water pumps. More complex equipment such as jet injectors for immunization, 
refrigerators and vehicles, will require a network of peripheral centres with the necessary 

maintenance skills and spare parts. Selection of equipment for РНС programmes should be 
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made with due consideration to the availability of maintenance and spare parts. Inter - 

sectoral cooperation in such activities may also be useful for support for PIC. 

Questions: 

- Have you prepared descriptions and plans for РНС facilities based upon required 

functions? What difficulties were encountered in this process? How useful 

have the plans been in planning and implementation of РНС? 

- Have you prepared lists of drugs, supplies and equipment based upon required 

functions for various РНС workers and institutions? What difficulties were 

encountered? How useful have these lists been? 

- Are existing supplies of drugs and equipment adequate for РНС? If not, what 

are the major constraints? How might they be overcome? 

- Have you utilized new sources of financing for drugs for РНС? What sources? 

How were they mobilized? What impact has this had on availability at the 

local level? 

- To what extent is your present logistic system able to maintain availability 

of supplies for РНС at the local level? What are the major constraints? 

How might they be overcome? To what extent is maintenance a problem? How 

might this problem be overcome? 

IV. SUMMARY 

Following a presentation of basic concepts, seven topics concerning health system 

support requirements for the successful implementation of primary health care have been 

discussed. Key problems and issues were presented along with mention of some approaches 

which are being tried to improve the РНС support capability of the health system. 

At the end of each topic a series of questions are raised in an attempt to learn 

from country experience the magnitude of various problems in supporting РНС, the experience 

to date in solving these problems, aid fruitful ideas for further action. It is hoped 

that personnel at all levels within countries and regions will respond to these questions 

in the areas of their knowledge and experience, while feeling free to raise other issues 

of importance to the subject of health system support for primary health care. These 

responses from countries at various stages of development will be an important contribution 

to the 1981 Technical Discussions on this subject, and to the actions which result from 

them. 


