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INTRODUCTION 

This report is intended to reflect the main advances in understanding which resulted 
from the Group Discussions. The more detailed Group Reports are attached as Annex 1. It 
should be noted that because of the breadth of the topic and the limits of time, the overall 
discussions were requested to focus their attention, when possible, on support from district 
or first referral level to primary health care (РНС) action at the periphery. Individual 
discussion groups were asked to focus on one topic common to all groups and on at least one 
additional topic specific to each group. The information is presented in relation to the 
seven topics discussed, including "Organizing Support ", which was common to all groups. 
An attempt has been made to summarize both positive and negative experiences, and to identify 
remaining issues or questions concerning each topic. 

It should be recognized that this report reflects a process beginning with the 
International Conference on Primary Health Care held in Alma -Ata in 1978, and proceeding 
through the events leading to these discussions (selection of this topic by the Thirty -third 
World Health Assembly, outline document sent to countries, background document reflecting 
country replies and replies from non - governmental organizations and inter - governmental 
organizations) to the Technical Discussions themselves. It is hoped that this report will 
serve as a milestone of practical progress in a continuing process of pursuit by countries 
and WHO of the goal of Health for All by the Year 2000 through primary health care. Thus 
this statement should encourage further experience in the development of health systems 
based on primary health care as well as lead to further reflection and action to answer 
unresolved questions. 

I. ORGANIZING SUPPORT 

1. Prerequisites for support to primary health care at the local level 

Considerable attention was given to the prerequisites for support to primary health care 
(РНС) at the local level. The elements of social and economic justice, the need to encourage 
decentralization of authority and responsibility, and other aspects of the country setting, 
were given due attention. 

Most discussion of prerequisites was devoted to "political will" or "national will ". 
While this element is important for support to PIC, some participants felt that the concept 
of "will" is as mystical at the national level as it was in the 18th century philosophic 
discussions of "individual will ". Thus some participants suggested that we speak of the 
need for political action to support РНС. Certainly experienced politicians and political 
scientists have concrete ways of discussing and encouraging political action, whereas 
"political will" may seem rather less likely to result, for example, in a larger budget 

for РНС. One important form which political action can take is in the passage of legislation 

supportive of РНС; however, it should be cautioned that legislation in and of itself is not 

enough, for enforcement and actual changes in behaviour must be achieved. 

2. Support structures and processes for organizing support 

Concerns for organizing support can be grouped under these headings: comprehensive 

planning to provide necessary support to РНС; motivation of health personnel; motivation 

and organization of the community; organizing the health services infrastructure; training 

and research. Only a few examples of points aid questions can be given here for each heading; 

group reports should be consulted for additional examples. 

Comprehensive planning to support primary health care. The establishment of a deliberate 

planning mechanism will (1) lead to a heightened awareness of and concern with the problem of 

increasing support to РНС; (2) uncover resistance and constraints as well as positive factors 

in reorienting health systems toward an active РНС approach; and (3) provide for a periodic 

and sustained effort, not just a one-time push. Such a planning mechanism will also indicate 
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in particular national settingsmany specific actions to be taken in relation to the other 

topics discussed. The feedback and replanning process should be based on a health information 

system which reflects real progress and problems in achieving local PIC goals. 

A comprehensive approach to planning for РНС will also take into account the often 

experimental and creative activities of non- governmental organizations as well as their 

regular programmes which usually relate either to provision of information or to actual 
provision of manpower, materials, supplies or services. These organizations should be 
considered both within countries and at international level. 

Motivation of health personnel. Many possibilities were discussed in this connexion 
and will be elaborated under the special topic of manpower. Further ideas are also found 

in the report of Group 3 in Annex 1. Some points are suggested under the two general 

headings of preparation and utilization of health personnel. 

As regards preparation, the whole structure and role of universities, particularly 

medical schools, deserves serious consideration. Currently, in most countries, these higher 
educational centres are ignorant of the РНС approach and are not themselves engaged with 
recognizing and meeting community needs as their graduates will be expected to do. Further, 

by basing their teaching in laboratory and hospital settings, they impart a clinical world 
view, whereas a preventive and developmental world view should be primary. Students must 

learn what the РНС approach is and come to appreciate the community as an equal partner in 

achieving health for all by the year 2000. They should be offered educational experiences 
which give at least equal attention to people and communities as compared with disease 
entities and physical implements and materials. The same clinical orientation extends into 
the examination boards and the examinations themselves whereby physicians and sometimes other 

health personnel are admitted to practice. In their health -related research, universities 
could do much more than they do in most instances to elucidate the intellectually challenging 

tasks of preventively and promotively oriented comprehensive care at the per'iphery of the 

system. Properly organized and functioning, universities can be a tremendous resource in 

support of РНС. There is considerable room for action at national and international levels 
to make this a reality. 

While they are in practice, there are many things which can be done to assist properly 

prepared health personnel to maintain their devotion to service in support of РНС at the 

periphery of the system. Salary differentials may be offered, career opportunities opened 
up, military service excused or changed, housing, transport and cultural and social amenities 

for the individual and his or her family improved, etc. Service itself may be rotated between 

urban and rural areas. And the role of in- service training and inspiration through highly 

regarded medical figures visiting and offering consultations in district and local level 

settings should not be ignored. 

It should be noted that even special motivational efforts have not proved adequate in 

settings where the overall medical -public health atmosphere orients people towards exotic, 

super - specialty care. There motivation must be accompanied by a more general transformation 

or reorientation of the health care system to be successful. 

Motivation and organization of the community. Since this overlaps with the topic of 

community participation, fuller discussion is reserved for that point, particularly as regards 

geographically based communities. Here it is important to note that non -geographically based 

community forces - trade unions, women's associations, ethnic associations, religious groups, 

sports clubs, and other voluntary organizations of all kinds deserve more attention than they 

have usually received as potential sources of support for РНС. Trade unions may deserve 

special attention, not only because they can represent the main productive forces of a country 

and thus can be a source of great power and influence, but because the occupational safety 

and health problems experienced by all kinds of workers - agricultural as well as mining and 
industrial - are serious and have not been given adequate attention by РНС personnel. 
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Organizing the health services infrastructure. The understanding of PIC as both an 

emphasis of the overall health system and a set of broad but concrete activities to be 

undertaken and supported at peripheral level was highlighted, as opposed to РНС as a special 

or separate programme. Manpower arid management concerns, especially at district level, will 

be mentioned below under those topics. Here certain points of emphasis can be stated 
concerning district level support to local РНС goals. First, community members both in urban 

and rural areas must be involved in defining the goals to be achieved. Second, district 

level health personnel must be trained to appreciate the role of the community and to respect 
the importance of the work of local level health personnel, both those developing and 
pursuing health plans with individuals and families and those working with the community at 
large on sanitation, water supply, nutrition, health promotion, etc. Third, an effective 
referral system must be established to give prompt and effective treatment at district or 
more central levels when this is necessary and return the patient with adequate information 
and follow up plans. Fourth, the two -way flow of information and education should be assured, 

including education of local level health personnel by district personnel and education of 
district level personnel by local level personnel and community members. Fifth, the 

logistics and supply system must get the appropriate required materials to the local level 

in good shape and time. 

Training and research. Training will be discussed below under manpower. A number of 

participants noted the need to reallocate research and development funds from traditional 

bio- medical research towards research and development in support of РНС. Some countries 
have taken steps in this direction. There is in fact a great need for more research on 

all aspects of РНС. Some of these needs are noted in relation to special topics below. 

II. INTERSECTORAL COOPERATION 

Participants emphasized that health. development extends beyond the sphere of the health 
services and that the roots for health lie largely outside of the health sector. This implies 
a need for close cooperation among the different sectors. Another reason for intersectoral 
cooperation is the recognition that in spite of well -equipped health services in the 
narrowly defined sense, little progress has been observed in the health status of many 
populations. In fact, in some cases, deterioration is evident due to conditions which are 
unlikely to be eliminated through an expansion of the conventional health services. 

Influencing community and workplace organization for health, individual health behaviour, and 

the human environment requires intersectoral action. With a more concerted and clear 

organization of the health services themselves based on the РНС approach ( "getting our own 

house in order ") we can expect a relaxation of concerns which several discussants expressed 

(1) about whether we are ready for intersectoral cooperation or not, and (2) about who (which 

ministry or ministries, etc.) will take the lead. Since it was generally agreed that inter - 

sectoral action is absolutely essential tc the РНС approach and Health for All by the Year 

2000, there is no time to waste and we should get started. 

1. Factors favouring intersectoral cooperation 

One important suggestion was that РНС be presented as development. If this is done, 

both support and leadership questions will be ameliorated if not solved completely. In any 

case, it should be recognized that health is an integral part of socio- economic development 

and is an input as well as an outcome of socio -economic development. 

The suggestion just made would also encourage the formulation of clear development 

policies and strategies and a clear definition of the place of РНС within these. 

It is essential that all sectors be made aware at the earliest possible opportunity of 

the development plans to be primarily guided by one ministry or another. Some would suggest 

that countries require that all such plans of every ministry be passed through every other 

ministry to assure a chance for comment and mutual support and contribution. This should be 

done without excessive concern for which ministry will take the lead. The important thing 

is that the specific contribution of each be identified. 
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The suggestion just made would encourage intersectoral coordination at national level. 

Some countries found coordination easier at central level and others at peripheral level. 

Intersectoral health commissions exist in several countries but are not always effective. 

Coordinating mechanisms should be encouraged at regional and district levels as well. In 

some countries, intermediate and local governmental structures serve well for this purpose. 

There might be some anticipatory work done in each country to identify in a general way 

areas for intersectoral cooperation and later specific determination of the contribution of 

each sector to attain health and health -related goals. In this connexion, there is 

considerable room for education of decision- makers and planners in all ministries and at 

all levels of government in the PIC approach. In such anticipatory efforts, there can be 

recognition of a need to deal with health hazards caused by development activities and 

affecting several sectors. The health sector should use information about the results of 

such health hazards to influence decisions in other sectors and decisions concerning 

resource allocation for the health sector. 

2. Constraints to intersectoral cooperation 

A whole set of matters concerning divergent interest and understandings between ministries 
and other sector representatives could be mentioned. Some of the more common are: conflicting 

interest between administrative units and individuals; erroneous beliefs of other sectors 
that investments in the field of health are only consuming resources; opposition to letting 
another sector acquire a leadership role in matters having to do with health (conflicts in 
power); lack of awareness on the part of health personnel of benefits to health to be 
derived by action undertaken by other sectors; inadequate preparation of development agents 
to work together. 

3. Suggestions for action and research 

As already mentioned, vigorous educational efforts might be launched by ministries of 
health to make the РНС approach clear, especially as regards its intersectoral implications, 
to personnel in all sectors. This involves both "getting our own house in order" and 

convincing health -related persons that support to РНС is support to overall development. 

Multidisciplinary preparation of health personnel should be strongly encouraged. 

Research of at least two types is needed. First, there is a great need for in -depth 
comparative or contrasting case studies of successful and unsuccessful experiences both 
within and between countries. Such studies could reveal the subtle but important motivational 

aspects as well as the distribution of power and influence between different ministries, the 

flow of finance and other important matters such as organizational structure and communication 
patterns. Second, presuming their validity, cost -effectiveness studies might be conducted to 

assess the contributions to health and economic productivity of actions undertaken in 
different sectors. 

III. CONNUNITY PARTICIPATION 

While there is no single model for participation - because of political, economic and 
other country differences - it was generally agreed that the fullest possible level of 

authentic community participation should be encouraged in health policy and decision- making 
as well as in community and family self -help. Indeed, the concern that participation be real 
and accompanied by true responsibility and authority led to consideration of the need for 
the community to exercise appropriate social control of the health services. Where this degree 
of community participation has been achieved, health personnel become more able arid effective 
in their joint pursuit, with the community, of РНС goals. In such situations, the community 
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is asked what it wants and often health -related concerns such as pure water for drinking and 
water for crop irrigation are given priority over personal health services. However, it is 
usual that the community demands some form of immediate attention for disease and injury. 
Often broader health -related goals can not be pursued without assuring the personal health 
services element and its appropriate back -up and referral. 

It should be clear that real community participation in urban areas is as much needed 
for PIC and Health for All by the Year 2000 in urban as in rural areas. Participation is 
only a pretence if it is used to solicit health resources from rural communities, while 
hospitals, clinics, etc., are built with tax funds in urban centres. The health resources 
of the whole country, including those of urban and rural communities, should be evenly 
drawn upon and distributed to achieve Health for All by the Year 2000. 

Further, it is becoming increasingly clear with the rapid rise in urbanization and the 
more fragmented and sometimes unhealthy life of urban dwellers, that involvement of the 

urban dweller is essential to assure basic sanitary and other life conditions as well as 
appropriately oriented and functioning urban health services. 

The suggestion was made that the social sciences be drawn upon to better understand 
community participation. While there may be some merit in this suggestion, there are no 
easy answers available from these disciplines and much can be accomplished by health 
personnel themselves getting out of their offices and into homes and work places and 
community meeting centres to learn what the real and perceived needs and demands are. 

National plans and attempts at implementation without real community participation are 
unlikely to yield desired results. Initiatives on the part of the local community, keeping 
in mind the successes and problems in pursuing local primary health care goals, are seen as 
a solution to the common problem of lengthy and detailed plans which cannot be effectively 
implemented. 

Practitioners of traditional medicine are usually trusted by local community residents. 
Thus, involving the community will also provide ways of merging traditional and modern 
medicine in support of primary health care. 

Training of health workers to support and appreciate full community participation is 

essential in most countries. This should not be limited to the clear connexions with clinical 
concerns, such as self- and family and community help with rehabilitation, though this is 

important. It is important that health personnel learn abouthazards in the workplaces of their 
countries and how workers of all kinds are learning and organizing or would like to learn and organize 
to avoid such hazards. It is important that they learn what women's groups are concerned 

about when it comes, for example, to too active medical intervention in the birth process. 

It is important that they learn about community organization and change to be better able 

to foster broad health promotive and preventive efforts, etc. 

The problem of maintaining active community involvement beyond the first stage of 

curiosity and enthusiasm was considered, without a clear solution. It was suggested that 

if the system rests on community decision -making and control this will not be a problem, 

since the real action will be at this level. If so, then it is only when participation is 

not accompanied by true responsibility that communities lose interest. But, clearly, this is 

one of several areas of research that should be pursued in relation to this sphere of 

concern. 
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IV. MANPOWER 

L. Manpower planning 

Planning for manpower should reflect PIC concerns for all types of health manpower. 

Other health related sectors should also be involved. Local community participation should 
be encouraged to reveal other needs. The possibility of health workers evolving into 
development workers was considered without a clear conclusion. 

In relation to the earlier discussion of the potential of universities for support to 

PIC, one of the most generally experienced problems is a disjuncture between the health 
services system and its needs and the training institutions. The training institutions 

often are producing too few of the kinds of personnel which are most needed and too many 
of others. Thus medical and other educators as well as ministry of health personnel should 
be brought fully into the health manpower planning process under the highest auspices possible 

in each country. In a few situations, this disjuncture has been more or less solved by making 

the training institutions responsible for actual delivery of both preventive and curative 
services within a region of a country. Whether this solution might be widely applicable 

remains to be seen. 

2. Training and retraining 

Proper training and retraining of health workers in the РНС approach was seen both as a 

powerful motivating force and as the most essential activity for getting the РНС job done. 

The relative irrelevance to РНС of an exclusively clinically oriented training, usually 

acquired in hospitals, has already been mentioned. But hospitals constitute a major health 
resource in most countries and cannot nor should not be dismissed from consideration. Rather, 

they should be turned, in so far as possible, into centres of active health promotion and 
prevention with strong community guidance so that medical training itself can be reoriented 

to be based on РНС. 

Training must be multidisciplinary and teach teamwork and appreciation of community 
control rather than exclusive medical control. Teamwork in many situations will necessarily 

extend to work with traditional practitioners as well as nurses, nurse practitioners, and 

other more familiar types of health personnel. 

Much training should be on the job, at the local level so that the student can see the 

place of more specialized and general knowledge in relation to local needs aid tasks. 

Retraining might be used not only to reorient personnel to support РНС, but to expand 

the capabilities of РНС workers, perhaps into broader development roles. 

In the identification of community health workers for training, their aptitudes and 

educational background should be considered and the community should be involved in their 

selection. 

The need for continuing education to reinforce the actual skills, and its inclusion as 

part of the supervision process was emphasized. 

All health workers need to be educators and messengers of health, and their respective 

training programmes should incorporate these aspects. 

More detailed suggestions are given in the Report of Group 3 attached. 

Э. Manpower management 

Proper manpower management in support of РНС calls for integration of preventive and 

curative work. It also calls for full use of locally available abilities such as those of 
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traditional birth attendants. This concern crosses over into community and family self -help 

under the principle that the person with the least formal training able to do a job be the 

one to do it. 

Since the management section below takes up several matters related to the programme of 

health manpower, here are mentioned only a few aspects not covered there. Participative 

management will assure high morale and provide incentives for people to improve themselves 

and the work they do. In this connexion development of career opportunities is important. 

In some countries experience has shown that selected local health workers can, with additional 

training, go on to become physicians or development workers on an intersectoral level. 

4. Evaluation 

Evaluation of manpower development efforts was seen as a most important but least 

adequately developed facet. The desirability of including concerns for human dignity as 

well as technical competence in such evaluation was noted. Research on this as well as other 

aspects of manpower in relation to PHc should be encouraged. 

V. FINANCING 

1. Financing of primary health care 

The availability or lack of financial means is often a crucial factor in the development 
of the health system and financial decisions play a major role in setting the pattern for 
development of each service or programme within the system. The concept of primary health 
care arose in part from the need to redress serious imbalances in the distribution of health 
resources, both within and between countries. However, it was clear to all participants that 
while much more effort must be made to utilize present health resources more effectively and 
justly, primary health care will not be fully implemented without receiving significant 
increases in total financing. The major new costs involved in implementation of primary 
health care will be for training and remuneration of large numbers of PHС workers, and for 
drugs and equipment needed for their use and support. Although it will certainly cost more 
than maintaining traditional health care patterns, the primary health care approach will yield 
a greater overall return in both health and overall social and economic development. 

2. Alternative sources of financing 

Reallocation of existing resources. At the national and sub -national levels, government 
budgets are often heavily biased in favour of urban areas and secondary aid tertiary care 
institutions at the expense of primary health care and rural populations. In many countries 
little progress has been made in correcting these budgetary imbalances in the years since the 
Alma -Ata Declaration, despite the increasing concern for development of primary health care. 
In view of the recognized difficulty in reducing current allocations to secondary and 
tertiary health care institutions, it was suggested that most or all new resources each year 
should be allocated to the expansion of primary health care. 

The need for international redistribution of resources in support of primary health care 
was also emphasized. It was noted that the developed countries are healthier largely because 
they are richer. Redistribution of wealth through development of a New International Economic 
Order, which will promote greater resource generation and economic growth in the developing 
countries, could provide significant additional resources for primary health care. 

It was considered important to emphasize that primary health care is not a new special 
programme but an approach which involves the entire health system. Such a view should make 
it easier to mobilize financial support within the health sector. Furthermore, the vision 
of РНС as a development programme rather than a health sector programme will facilitate the 
mobilization of additional resources from other sectors in support of РНС. 
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Governmental budgets. Even with major reallocation of existing budgets as noted above, 

resources are likely to remain a major constraint to implementing primary health care. Many 
governments will simply be unable to finance a rapid expansion of PIC from their own resources. 

Therefore additional resources must be sought from other sources. 

Community resources. The financing of some costs of РНС by communities themselves has 
been utilized by many countries to supplement governmental resources. Resources have been 
provided in a variety of ways including local governmental budget allocations, other organized 
community fund- raising schemes, individual contributions, economic self -help or other 

income generating activities,or funding from local insurance schemes or cooperatives. Contri- 
butions have been in the form of money labour or payments in kind. 

It was noted, however, that urban communities are seldom asked to "participate" in 

providing their water supply or health facilities by providing either money or labour. It 

is therefore a matter of concern to ensure that community resource mobilization is not simply 

a means to aggravate existing inequalities by asking for subsidies from local communities so 

that governmental resources can continue to support specialized facilities accessible only to 

urban elites. 

Particular attention was given to financing the remuneration of community health workers. 
Direct monetary remuneration or payment in kind from the community was one alternative. Other 
alternatives included time- limited provision of funds from outside the community, using either 
governmental or foreign aid resources and completely voluntary service. The question of how 
long voluntary work can be relied upon for providing care was also raised, and it was generally 
felt that the completely voluntary approach was not likely to be successful in the long run. 

Social security and insurance. While an important potential source in some countries, 
it was noted that these are of little value in countries where wage - earners are a small 
proportion of the labour force. 

Private sector. The potential of private sector contributions, including those of 

voluntary agencies, to РНС objectives was noted. It was, however, thought that the nature 
and extent of such contributions should be considered carefully by the public sector in its 

role of coordinating the health system. 

International institutions, bilateral agencies and NGOs. Asnoted earlier, the cost of 
implementing РНС exceeds the financing ability of many countries. Thus firm and sustained 
international commitment to assisting the financing of PIC is essential. Long -term commit- 
ments for providing resources are needed to permit proper medium and long -term planning. The 
need for all development funds, particularly foreign aid, to be coordinated through a single 
governmental body was noted to be a constraint for adequate financing of РНС. 

3. Suggestions for action and research 

The utilization of existing resources should be improved by increasing their efficiency, 
especially in institutions such as district hospitals which are essential to РНС. 

Information should be collected on how available health funds are being spent and on the 
sources of financing of РНС at country level in order to facilitate planning, resource allo- 
cation and evaluation. This should include indicators of resources reallocation in support 
of PIC, such as the proportion of resources devoted to primary versus secondary and tertiary 
care. Simple accounting methods for this purpose have already been developed by WHO in 

collaboration with other agencies and non- governmental organization. 

Training courses and materials for increasing national capabilities to assess financing 
issues should be provided with WHO support. 
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Studies of alternative approaches to financing РИС should be conducted. As previously 

mentioned, studies of cost -effectiveness of intersectoral actions in support of PIC should 

also be undertaken. 

Regular evaluation and dissemination of national experiences in financing РНС and of 

research studies should be undertaken to increase the awareness of decision -makers of the 

importance and value of РНС and of the options available for financing its development. 

VI. MANAGEMENT AND SUPPORTIVE SUPERVISION 

1. Planning and evaluation 

At the local level the community should be involved in planning and evaluation. The 

management process must not be seen as a separate process independent of the community. It 

must be sensitive to local ideas and initiative and must bring needed resources effectively 

to bear on locally defined tasks. This should represent a two -way dialogue between health 

workers and community representatives. In this process communities will be sensitized to 

their own needs. If community planning is related to PIC, options cannot be restricted to 

traditional health interventions and the dialogue should also involve other sectors in order 

to respond adequately to community needs. 

At every level, the planning process should define clear objectives within the context of 

primary health care policies. Such objectives should be well -defined to facilitate evaluation 

using specified criteria. 

Central planning activities should provide guidelines and standards for local planning. 

Local initiatives should be encouraged. Coordination with other sectors in the planning 

process is essential if plans are to adequately reflect and respond to РНС needs at the local 

level. 

2. Information 

Adequate and relevant information is an essential tool for good management at every level. 

Data collected should be relevant and be presented in forms which are usable by decision - 

makers at each level. Particular effort is needed to promote effective use of information by 

health workers and communities at the local level. Information feedback between levels must 

be provided whenever appropriate. Information collected at the local level should reflect the 

important tasks undertaken at that level. For example, information for monitoring thе pro- 

gramme of a community health worker might include such things as immunization coverage in the 

community, availability of drugs and supplies and level of community cooperation. 

3. Supervision 

Supervision was considered to be of major importance for ensuring effective primary 

health care. Supervision should be supportive of both peripheral health workers and community 

needs and reflect joint responsibility for pursuit of local goals. Supervisors should 

be concerned with ensuring availability of essential supplies and personnel at the local 

level and proper maintenance of supplies and equipment, as well as ensuring toe effective 

functioning of peripheral workers, through regular monitoring and provision of on- the -job 

training. It was noted that workers in remote areas were often less motivated and less 

productive than those near health facilities and that supervision might be even more important 

in these situations. 

It was noted that the present organization of the health system often does not permit 

effective supervision. In particular, where supervisory and other responsibilities compete 

for limited time, supervision is usually the task not carried out. This is particularly true 

when supervision competes with responsibilities for curative care, as is often the case with 

doctors at the district level hospital. Restructuring the roles and responsibilities for 

supervision may be necessary to resolve such problems and avoid such conflicts. 
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4. Management training 

If it is to be of value, management training must be appropriate to the needs and 
responsibilities of the trainee. The training objectives must relate directly to the manage- 
ment roles and functions to be performed at various levels. The failure of management training 
to effectively relate to the organizational context in which managers function was cited 
as a frequent reason for failing to rise to its expectations. Training is best carried out 
as close to the work setting as possible, to maximize relevance. The particular importance 
of training intermediate level managers for their role in supervision and support of РНС 
workers was emphasized. Candidates for these management jobs are best selected from groups 
of experienced health workers. The need for reorientation and training of physicians, 
particularly at the district level, for their role in support of РНС was also considered. 

5. Research 

The role of appropriate and practical research in support of management was emphasized. 
Such research can be useful in a variety of ways, for planning, operating and evaluating РНС 
activities. It can contribute to defining health needs or assessing health status in various 
population groups. It may help to define and revise appropriate roles and optimal combina- 
tions of activities for РНС workers and supervisors. It can be used to assess alternative 
patterns of organization or to identify operational problems and assess alternative solutions. 
It can also assist in evaluation and in the development and validation of indicators for 
evaluation. 

VII. FACILITIES, EQUIPMENT AND SUPPLIES 

Discussions emphasized the need to get essential supplies and equipment onto the scene 
where it is needed in good order and in good time. 

A number of serious problems were identified. Often in the poorer countries there is an 
utter lack of necessary essential drugs and other supplies. Sometimes these materials are 
available at national level but because of overcentralized authority structures, poor 
planning, poor communication, inappropriate storage, or inadequate transport, these supplies 
are not made properly available at local level. 

In addition, unfortunate aspects of the dependence of many countries on a wider world 
system were made clear. Thus, for example, commercial interests and external influences can 
lead to serious national imbalances in the use of the resources available for essential 
drugs and equipment. 

This dependence is also experienced in other ways. Different donor countries with the 
best of intentions may supply different forms of the same equipment destroying compatibility 
and making parts replacement and maintenance difficult in the recipient country. 

The problem of maintenance is quite general and extends beyond the difficulty of getting 
different parts for different makes of machines. Often the maintenance functions for vehicles 
and other equipment is too centralized and people lack training in maintenance. 

When materials, especially drugs, arrive on the local scene in a deteriorated condition, 
credibility of the whole РНС approach may be weakened. Thus proper distribution and storage, 

including a cold chain, is essential. 

Materials supply should be thought of in a wider intersectoral way, also by health per- 

sonnel, for if the villager's or peni -urban dweller's priority is housing and other construction, 
and wood, cement, and iron bars have not arrived, credibility will again be lost and dis- 

couragement of pursuit of all development efforts, including other РНС concerns may ensue. 

Discussions emphasized the need to know the real and perceived needs at the local level in 

order to assure relevant material support to РНС. 
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While rigid facilities and equipment standards are not appropriate because of wide national 

and local differences in resources and needs, there is a need for development of suggestive 

guidelines based upon identification of the tasks to be performed at each level. A number of 

examples are given in the group report. Further research on this question is urgently needed. 

For example, must an X -ray facility be available at local levels or only at district levels, 

and what circumstances determine this decision? 

A stock of 20 -30 essential drugs was thought adequate for most settings at the primary 

health care level, though the actual makeup of this list may vary from place to place, and 

traditional medicaments will play an essential role in some settings. 

CONCLUDING REMARKS 

While these discussions reflect considerable progress in moving toward concrete actions 

in support of primary health care in different types of systems, much remains to be done. It 

is clear that major and significant changes will be needed in existing health systems if they 

are to effectively support primary health care. The structures, roles and relationships 

between personnel and institutions within the health sector, in other sectors, and in commu- 

nities must be altered to encourage and support the dynamic process of developing primary 

health care at the local level. 

Our educational institutions, particularly those training physicians and other highly 

skilled health professionals must be reoriented to provide training to new professionals 

which equips and motivates them for new roles in support of PIC. Meanwhile existing personnel 

must be prepared to adopt new roles and new professional outlooks. Our present patterns of 

resource allocation must be modified to ensure distribution of resources according to health 

needs and priorities. And our management processes, including supervision, supply arid 

logistics must be strengthened so that effective support can be extended even to the health 
workers in the remotest villages of our countries and our world. 

There is a need for in -depth country case studies which frankly reveal the obstacles 

as well as the supports to PIC. Information from such studies should be widely exchanged 
within countries and between countries. More than studying the problem, however, there is 

a need to learn through doing, and to apply this knowledge to further improvement of health 

systems. 

Further actions at international level might include conferences, additional widely 
disseminated publications on the topic, encouragement of action by non- governmental organi- 

zations and inter -UN agency actions as well as continuing strong efforts by WHO to support 
the development of primary health care. But the major responsibility for meeting the 

challenge of achieving health for all by the year 2000 rests with the governments arid the 

people in each country, who have the opportunity to move forward together towards this 

common goal. It is hoped that these Technical Discussions will have made some small contri- 

bution to this process. 
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ANNEX 1 

OF THE TECHNICAL DISCUSSIONS AT THE 

THIRTY -FOURTH WORLD HEALTH ASSEMBLY 

ON 

"HEALTH SYSTEM SUPPORT FOR PRIMARY HEALTH CARE" 

Chairman: 
Rapporteur: 
Secretary: 

Co- Secretary: 

I. ORGANIZING SUPPORT 

Dr H. Hellberg, Finland 

Dr D. Krebs, International Council of Nurses 

Dr G. Rifka /Dr C. Karamustakis, WHO /EMRO 
Dr A. Rossi -Espagnet, WHO /HQ 

From the discussion on motivation for the support of PIC, the following issues emerged: 

1. Motivation of health personnel 

- increase in salaries 

- educational possibilities 

- substitute for military service 

- social amenities (housing, transport, leisure, educational possibilities for children) 

- rotation between peripheral and urban centres 

- career structure 

- training for the social responsibility 

- training programmes relevant to community needs and characteristics 

- role in decision -making 

2. Mot :,c on of the community /community participation 

- formation and use of different groups (cooperative, health councils) 

- selection and appointment of community health workers 

- provision of free transport 

- organization of facilities run by the community, e.g. village drug stores 

- system of lay reporting 

- sharing of relevant information in advance 

- development of general health education (health as a human right) 

- respect for community priorities 

- not raise expectations beyond possibilities of meeting them 
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3. Organization of the health infrastructure 

- PIC has to be part of the total health system 

- health has to be a part of total development 

- political commitment to PIC: priorities and resource allocation 

- supportive supervision 

- referral - first level: informed community 

- higher levels: should feel responsible for lower levels 

- roles and responsibilities clearly defined to make true teamwork possible 

- clear priorities and goals /targets 

- back -up legislation to support commitment to РНС 

4. Training and research 

- reorienting curricula towards meeting community needs 

- multidisciplinary approach to training health personnel (favourable factors to 
teamwork) 

- retraining possibilities 

- research - health services research to determine necessary changes in health infra- 
structure 

- to find ways to obtain community participation 

All these needs point to the critical role of university and other training and research 
institutions. 

II. INTERSECTORAL COOPERATION 

The group emphasized that health development extends beyond the sphere of the health 
services and that the roots for health were largely outside of the health sector. This 
implies thorough knowledge of the relative responsibilities in the process of health pro- 
motion as well as a close cooperation among the different sectors. Another reason for inter - 
sectoral cooperation is the recognition that in spite of well -equipped health services (and 

even over -equipped), no further progress has been observed in the health status of the popu- 
lation. In fact, deterioration in some cases is evident due to conditions which are unlikely 
to be eliminated through expansion of conventional health services. Influencing individual 
health behaviour and the environment thus requires intersectoral action. 

1. Factors favouring intersectoral cooperation 

- Clear formulation of development policies and strategies. 

- Identification of areas for intersectoral cooperation and specific determination of 
the contribution of each sector to attain the goals which should take place in the 

normal process of planning for health. 
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- Coordinating mechanisms existing at all levels (national, provincial, local). Some 

countries found coordination easier at central level and others at peripheral level. 
Intersectoral health commissions exist in several countries but are not always effec- 
tive. 

- Recognition (common to most governments, irrespective of their political, social and 

economic systems) that health is an integral part of socio- economic development. 

- Legislation supportive of intersectoral action. 

- Awareness that health is an input to as well as an outcome of socio- economic develop- 

ment. 

- Recognition of a need to deal with health hazards caused by development activities 

and affecting several sectors. The health sector should use information about the 

results of such health hazards to influence decisions in other sectors and decisions 

concerning resource allocation for the health sector. 

2. Constraints to intersectoral cooperation 

- Conflicting interests between administrative units and individuals. 

- Erroneous belief of other sectors that investments in the field of health are only 

consuming resources. 

- Opposition to letting another sector acquire a leadership role in matters having to 

do with health (conflicts in power). 

- Lack of awareness of benefits to health to be derived by action undertaken by other 

sectors. 

- Inadequacy of preparing health development agents to work together. 

3. Suggestions for action 

- Increase awareness through dissemination of information and formal training. 

- Promotion of multidisciplinary training approaches. 

- Carry out research on the cost effectiveness of action undertaken by different sectors 

for health development. 

4. General remark 

The discussion in the group on this item was of a relatively general nature. Few 

examples of effective cooperation were mentioned. 
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REPORT OF GROUP NO. 2 

OF THE TECHNICAL DISCUSSIONS AT THE 

THIRTY -FOURTH WORLD HEALTH ASSEMBLY 

ON 

"HEALTH SYSTEM SUPPORT FOR PRIMARY HEALTH CARE" 

Chairman: 

Rapporteur: 
Secretary: 

Co- Secretary: 

I. ORGANIZING SUPPORT 

Dr D. Sebina, Botswana 
Dr Khin Maung Kywe, Burma 

Dr H. Vuori, WHO/EURO 
Dr M. Carballo, WHO/HQ 

1. Primary health care must be seen as an integral part of any overall health care system. 

In order for it to have a meaningful role in a larger system, however, it is important that 

clear operational definitions be developed. These definitions and conceptualizations of the 

structure and function of primary health care will necessarily vary from one type of socio- 

political and economic situation to another and according to the health needs of a country. 

2. The extent to which the development and maintenance of primary health care activities can 

be delegated to local levels of responsibility or whether they require a more centralized 
planning may depend upon the economic conditions that prevail in a country. In highly 
industrialized societies, local communities may be so self -sufficient from an economic point of 
view that they can effectively assume responsibility for the relatively autonomous development 

of such programmes. In less economically advantaged communities, on the other hand, a more 

concerted and continuous financial support may be required from central levels of government. 

3. Primary health care, however, cannot and should not be seen only as a way of economizing 
on the delivery of health care. Political commitment needs to be made in the planning pro- 
cess to provide the type of continued support to primary health care activities that will 

ensure their continued effectiveness and their continued acceptability by the community. The 
development of primary health care activities, as they begin to clarify the type of referral 
services that will be required for their support, may end up pointing to existing gaps in the 

overall health care system and the need for added economic investment. 

4. In this sense a distinction needs to be made between political will and political action. 
While many countries have a political willingness to embark upon primary health care approaches, 

there is often a lack of political action in terms of active support and commitment to making 
primary health care an integral and fundamental part of the overall health and socio- economic 

development plans. Technical expertise exists which can ensure the implementation of 
primary health care approaches; this technical capability requires active political support 

and action. 

5. The development and implementation of primary health care activities, if it is to be 

effective, must be preceded by a careful diagnosis or assessment of what is wanted aid what is 

feasible at the community level. Those resources already existing in the community should be 
built upon and supported. 

6. It may well be that as a result of these diagnostic or assessment exercises, health 
activities may assume a lower priority than other needs. This should be respected by health 
planners. The health sector should attempt to work with other sectors in meeting what the 

community feels are its priorities while, at the same time, relating these to health and 
supporting them, where necessary, with specific health interventions. Curative care, for 

example, can often be used as a valuable entry point to other social development projects 
even though the health intervention may as a result be surpassed by these other projects. 
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7. Experience has shown that for primary health care activities to be maintained it is 

necessary that the community understand the function and value of these activities. Education 

of the community using whatever means are appropriate, e.g. literacy programmes, religious 

education and entertainment, is likely to be a prerequisite and should be taken into account 

in planning the support system for primary health care. Primary health care should be seen 

as an educational process in which the community becomes aware of its own role and 

responsibilities and its capabilities for such things as self -care. The inclusion of health 

information in school education can be an effective tool in this respect. 

8. Just as the community requires education and motivation, so do all levels of health 

worker. The training of all health personnel should be geared to the national plan for 

primary health care so that there is a full understanding of the needs of primary health care, 

an identification with goals of primary health care and a commitment to them. In this 

respect it will probably be necessary to review existing educational curriculum, methods and 

institutions since many of these may currently be ill- equipped, conceptually and materially, 

to assume responsibility for such training. Refresher training, recycling and in- service 

training to ensure possibilities for professional mobility is likely to enhance the 

motivation of health workers to continue participating actively in primary health care 

activities. It is important that the primary health care worker not feel that he or she is 

stuck in a static process but rather is an active element in a process of growth and 

development. 

9. Education of health workers should be clearly associated with the operational definition 

of primary health care that was mentioned above. It should also be associated with a clear 
and reasoned delegation of labour and task analysis. The education aid training of the 

primary health care worker should involve a clear definition of how goals are set and how the 
health worker himself can use targets to set the pace by his own work. 

10. The continued motivation and involvement of health personnel in primary health care 
activities is likely to be facilitated by active support of these workers through the pro- 
vision of good housing, continued and regular provision of supplies, constructive supervision 
and frequent communication. Support of personnel working at the periphery is not likely to 

be cheap if it is to be effective and complete. 

11. While primary health care must essentially be viewed as a national and local activity 
there continues to be an important role for international support. Bilateral and multi- 
national aid, whether in the form of financial assistance, training programmes or project 
development, should be carefully coordinated by international agencies so as not to confuse or 

complicate national programmes or local concepts of primary health care. Support is also 

required in the form of development of facilities for regional production of pharmaceutical 
products required at the primary health care level. 

12. The role and contribution of voluntary organizations cannot be overlooked. These 
should be taken into account in planning of national primary health care programmes. 

13. The progress of primary health care activities should be measurable. Ideally the 
community itself should have the possibility of evaluating and, wherever necessary, 
proposing and making modifications to primary health care so as to ensure that they meet the 
needs and desires of the community. 

II. COMMUNITY PARTICIPATION 

14. The group considered community participation to be one of the most important and, at the 
same time, dynamic resources in primary health care. It is, however, clear that there cannot 
be any one model for community participation that would suit all countries. The most 
appropriate model will depend upon the cultural traditions, political system, etc., of the 

country and the educational level of, and existing political and administrative structure 
within, the community. 
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15. Where there is a tradition of participation in decision -making, and involvement in other 
social issues, primary health care will be enhanced. Similarly, democratic principles will 
lend themselves to community participation. Another equally important prerequisite is at 
least a degree of decentralization. If planning and important decision making is made at 
higher administrative levels, the local community will not appreciate the meaningful role it 
could play. 

16. If community participation is introduced from outside, e.g. as a part of national health 
policy, it is exceedingly important to base it on existing structures. This may in many 
cases mean that no separate mechanism for community participation will be needed explicitly 
for health. Community participation simply means engaging existing political, trade, womens, 
religious, etc. organizations in health activities and coordinating their work. If community 
participation is a reflection of a national policy, its successful introduction also presumes 
that the local communities have confidence in the existing power structure. 

17. As to the role of the educational level of the community, opinions were somewhat divided. 
On the one hand, it was felt that community participation in a community which is not "ripe" 
enough for it may be dangerous, particularly if community participation means also greater 
reliance on self -care. In such cases, community participation may entail the use of medical 
technologies by those who are not prepared for it. On the other hand, it was pointed out 
that in all communities, there exists a "health culture" and, in many cases, local healers. 
Under certain conditions, community participation could be safely based on this local system 
and be considered an extension of it. In any case, it is important to include the local 
healers in the health care system as it is developed. Thus, they also can fulfil their 
legitimate role in the community participation process. 

18. Although several speakers emphasized the importance of reliance on the existing 
political, administrative aid informal social structures in the introduction and development 
of community participation in PIC, it was also felt that health is a singularly opportune 
entry point if there is no tradition of real community participation in the country. In such 
a case, community participation might be easiest to introduce if the forces of the local 
community were rallied to solve some concrete problems relevant to the community.. In this 

context, it is important to base the activities on a comprehensive community diagnosis con- 
ducted in collaboration with the representatives of the community and approved by them. Such 
an analysis may well result in priorities which do not coincide with those of the health pro- 
fessionals. In spite of this, the priorities of the communities should be respected. 
Finally, it was strongly emphasized that community participation can begin at the local level 
at any moment; there is no need to wait for a national policy. It was, in fact, felt that 

community participation at the local level may help to build up pressure for corresponding 
decision- making at the national level. 

19. Some speakers warned against abusing the principle of self -reliance and community 
participation, so prominent in the Alma -Ata Declaration, to escape from the government's 
responsibility to provide the population with basic health services. According to most 

speakers espousing this view, primary health care services should be free. Other speakers, 
while not denying the danger of undue transfer of the government's responsibilities to the 

population, felt that a nominal payment by the consumers of the services and participation of 
the local administrative system in the financing of the services would make the population 
feel that these indeed are "their" services. It was stressed that if the local level, in the 

name of community participation, only functions as a rubber stamp for funds coming from the 

central government, the community will quickly lose its interest in PIC. 

20. Training was considered a key issue in the development of community participation. Local 

populations need education so as to be prepared to accept the responsibilities entailing 

community participation and to make community participation an effective planning and ad- 

ministrative tool. Health professionals also need to be educated to accept and involve them- 

selves in community participation; this education naturally is very closely related to 

education for team work: the community is the ultimate team member. 
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21. The true meaning of community participation has to be defined. The opinions of the 

group ranged from those according to which community participation is an advisory mechanism, 
or a mediating mechanism between the health care system and the local community, through 

community control of health care to community action in providing primary health care. 

22. Particularly if created as a separate system for primary health care, community 
participation may start with great enthusiasm but may soon run "out of gas ". Maintaining 
the momentum of community participation is a problem of which the group was keenly aware, but 
it could not suggest any solutions. This problem is difficult because those who maintain 
their interest in community participation in health matters may not necessarily be those 
whose contribution is most valuable. 
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REPORT OF GROUP NO. 3 

OF THE TECHNICAL DISCUSSIONS AT THE 
THIRTY -FOURTH WORLD HEALTH ASSEMBLY 

ON 

"HEALTH SYSTEM SUPPORT FOR PRIMARY HEALTH CARE" 

Chairman: Dr A. Wynante Patterson, Jamaica 
Rapporteur: Dr Jorge Chiriboga, USA 
Secretary: Dr G. Mutalik, WHO /SEARO 
Co- Secretary:Dr D. Flahault, WHO /HQ 

I. ORGANIZING SUPPORT 

The particicipants felt that an appropriate strategy is needed for organizing 
support to PHC. The important ingredients for such a strategy applicable in most 
situations would be the following: 

1. The provision of proper information has been found a prerequisite to 

secure a political will for the support of PHC and to develop an awareness of the 

PIC philosophy. In order to do so, it is believed that health education has a 

crucial role to play and this should begin at elementary school level. 

2. Comprehensive planning to provide the necessary support to PIC 

This comprehensive planning will lead to the reallocation of resources to 

secure the support of PIC at all levels of the health system. This will include 

not only the reallocation of the resources within the Ministry of Health itself but 
also the rational reallocation of resources between other sectors. As an example 
of the former, one country has given its experience of freezing the expansion of 

hospital expenditure to permit the development of PIC at the community level. 

Other important components of planning should include: 
(a) the shift of emphasis from the curative to the preventive approach, ana 

from urban to rural and peni -urban areas; 
(b) the need to decentralize authority ano services to permit better 
implementation of PIC at peripheral level; 
(c) the development of a linkage between the health sector's activities and 

the health -related activities of other sectors; 
(d) the development of PIC services, including a coordinated referral system 
in order to ensure that PIC is implemented as a basic component of the 

national health system; 
(e) the integration of vertical programmes within the general health services; 
(f) the restructuring of health services towards the development of a 

functional pyramid of health services; 
(g) the strengthening of local -level mechanisms through: 

- incentives such as rural allowances, career structure, scholarships, 
- local development committees (such as, as reported by one country, an 

accelerated rural development programme); 
(h) it was felt that motivation is always necessary at all levels. In this 

report use of mass media and radio, as well as the organization of special 
groups such as youth movements could be useful. Likewise multi -sectoral 
committees at regional and national levels were also thought to be effective 
measures for this purpose. 

Э. Among the difficulties in implementing the PHC strategy were mentioned: 
(a) the lack of proper commitment at various levels; 
(b) inadequate supervision and support which have, as a consequence, a 

detrimental influence on the morale of the staff and on the quality of the 

services provided; 
(c) the difficulties in providing adequate referral in the absence of 
regionalized medical care; 
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(d) the difficulties in providing logistic support for various elements 
of PIC, for example the cold chain, due to geographical terrain, lack of 

electricity, inadequate manpower, lack of proper planning, lack of 

essential supplies, lack of funds, and lack of monitoring and evaluation; 
(e) the difficulties in the accessibility to the community of both 
institutions and personnel, stressing the importance of using locally 
available resources, e.g. traditional healers. 

The participants felt that while proper planning and the securing of the 

necessary political will are necessary to solve most of the difficulties 
mentioned, the important thing is to strengthen,through community 
participation, the people's will for self -help. 

There could be many alternative approaches to achieve the PIC 
approach and the most suitable would have to be the one that is consonant 
with the national political, socio- economic and cultural factors and the 

one which is an integral part of the national health system 

II. MANPOWER FOR PIC • In discussing manpower support to PIC, the participants stressed the 
principle that "the needs of a few cannot supplant all the needs of many ". 

• 

1. As regards manpower planning the following points were emphasized. The 
needs of PIC should be in focus in all health manpower activities. Task 
descriptions and role perceptions should be clear in all categories of 
manpower planning. The need for involvement of multiple sectors in the 
training of РНС workers should be underlined. The specific needs of country 
situations together with relevant skills will have to be kept in mind while 
planning manpower, for example such needs in developing countries will be 
different from those in developed countries. It was pointed out that quite 
often the felt needs of the community are different from the perceived needs, 
and this may distort PIC implementation. To overcome this, appropriate 
planning leading to precise programming is a necessity One of the important 
questions in manpower planning for PIC is: should a community health worker 
be a mere health aide or should he be developed as a community aide? The 

participants felt that a health worker can be trained as a health aide 
initially and over a course of time he or she could evolve as a development 
worker, i.e. as a community aide. The importance of core teams for РНС and 
their training was discussed. The important question here is while training 
the PIC workers should emphasis be on categorical training of individual 
workers or whether it be on the team approach. The participants felt that 
both these approaches need to be combined for the achievement of the 
objectives. In the absence of medical personnel the team leader is often a 

middle -level worker, such as a health assistant or a nurse practitioner. 
Imparting appropriate skills to such a category of worker is of crucial 
importance for the success of РНС. For planning in this regard certain legal 
problems related to medical procedures practised by this category of worker 
could arise. This could be solved by legal reforms which would include 
specification of their tasks and territory of work (working within the 
official sector). 

Information is a vital component of РНС. Several interesting experiences 
in different countries for training РНС workers in this area were cited. One 
experience dealt with the use of a mini- computer for processing the 
information gathered. It was pointed out that the role of РНС workers as the 
source of information, as well as the users, was vital. 

2. In the discussion on manpower training the following points were mentioned: 
the emphasis was placed on the relevance of training and the ways the 
various types of training, should be related to the tasks performed 
by the health workers; 
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the importance of motivating people should be a concern for any 
teacher of primary health care personnel, particularly when they have 
to be reoriented towards new activities; 
when volunteers are used for PIC they should receive appropriate 
training; 
the inclusion of basic hygiene and health education as subjects 
taught in schools were considered to be important for developing 
awareness of PIC; 
local means and resources should be used to every extent possible for 
training РНС workers; 
the orientation of medical education is often faced with many 
difficulties, such as difficulties in reforming curricula, 
difficulties in sending medical students to rural areas, and 

inadequacy of proper learning material; 
learning materials for various categories of РНС workers are 
necessary to orient them, particularly in their new activities 
related to planning, training, management, evlaluation and research ; 

reorienting РНС workers does not by itself overcome the problems such 
as logistic problems, the support of higher levels, are necessary to 
solve these; 
expatriate personnel employed in a national setting, in view of their 
difficulties of orientation, pose special problems when they have 
not been trained in РНС and when their turn -over is rapid; 
the role of middle -level health personnel, such as physician 
assistants, nurse practitioners, and the like, was considered to be a 

crucial element in the pyramid of health services; 
in the retraining of existing personnel or the training of new health 
workers emphasis should be placed on social and behavioural sciences 
to secure their better adaptation to the population they serve; 
it was acknowledged that non- medical workers may very well deal with 
common elements and diseases after appropriate training; 
extensive discussions took place on the importance of the role of 
traditional practitioners in РНС. With their usefulness their 

limitations should also be fully recognized. Training should be 
provided to them and their supervision should be organized to be able 
to include them in he health team at peripheral level; 
refresher courses should be held for the РНС workers as close as 
possible to their place of work. Team training should be undertaken 
whenever possible; 

teacher training for РНС should be organized centrally and regionally 
according to the resources available. 

3. Effective utilization of trained manpower requires appropriate manpower 
management. In this regard several constraints, such as loss of manpower 
through migration, low morale, lack of incentives, especially for peripheral 

categories of health workers, preventing them from giving their best, were 

pointed out. The participants felt that these need to be seriously tackled 
for the success of РНС, especially in developing countries where trained 

manpower is scarce. Incentives to various categories of health workers 

appropriate to the country situations could be developed to retain manpower. 
Apart from monetary incentives proper career planning, promotional 
opportunities following retraining programmes, social recognition of the 
services could be some of the measures useful in this regard. Experience in 
some countries, such as China, where the community heath workers (barefoot 
doctors) could advance to the level of intermediate and higher levels after 
retraining (of those suitable for this purpose) were mentioned as success 
stories in this regard. In several countries the artificial dichotomy 
between curative and preventive categories of health personnel leads to 
duplication of manpower requirements, conservation of manpower in such 
situations could be brought about by the integration of curative and promotive 
aspects of health care. In fact the РНС approach specifically provides for 
such integration. Another aspect of manpower management involves the use of 
locally available personnel such as the traditional birth attendent or the 
traditional practitioner. Deployment of such workers, after retraining, 
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together with appropriate incentives, could be crucial for the success of 

PIC. The participants thought that for the credibility and implementation of 
the PIC approach the availability of essential drugs to all those who need it 

is important. In this regard appropriate training of community health 
workers followed by supplies of essential drugs for distribution through them 
would be a necessary step for proper management. Since РНС personnel, 
especially at the peripheral level, are quite often volunteers and are not 

rewarded adequately monetarily in most cases, the upkeep of their morale has 
to be achieved through social recognition. Appreciation of good work done by 
local -level committees and by the supervisors would be an essential step for 
this purpose. The involvement of such workers in local -level planning would 
also be important in this respect. 

4. The evaluation of manpower development efforts is perhaps the most 
important and weakest element in the entire process. The participants 
emphasized the importance of monitoring evaluation and appropriate research 
studies for this purpose. Several country experiences in this regard were 
cited; these included experiments for involving traditional healers, and for 
environmental health programmes in РНС, various research studies in countries 
for the utilization of traditional practitioners for РнС, the use of 
traditional practices and remedies, research in information systems at the РНС 
level, etc. 

One of points stressed for assessment of the success of PIC was that the 
improvement in depth and quality of РНС to wean away people from hospital 
services could be a good indicator of the success of РНС. The continued need 
for carefully conducted research studies in various aspects of manpower and 
the application of the results of such studies at the policy -making, planning 
and training levels were underlined. 
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I. 

REPORT OF GROUP NO. 4 

OF THE TECHNICAL DISCUSSIONS AT THE 
THIRTY- FOURTH WORLD HEALTH ASSEMBLY 

ON 

"HEALTH SYSTEM SUPPORT FOR PRIMARY HEALTH CARE" 

Chairman: Dr A. Hapsara, Indonesia 

Rapporteur: Dr F.S.J. Oldfield, Gambia 

Secretary: Dr S. Khanna, WHO /AMRO 

Co- Secretary: Dr S. Litsios, WHO /HQ 

GENERAL COMMENTS ON PRIMARY HEALTH CARE CONCEPT AND APPROACH 

During the discussions, several participants commented on the Primary Health Care 
(PIC) concept and approach. There was a concensus that: 

PIC should be available close to the people, should reach the remotest villages 

and should involve the peripheral levels; 

РНС is not just a village level service. It provides the first level of 
contact plus that supportive development of other levels which is important in 

order to meet the health needs and demands of the community; 

РНС is an integral part of the total health care system, and should not be 

developed as a separate programme. More specialized levels of health care must 

provide continuous support to РНС levels in order to increase the efficiency 
of cooperation both between health and health related activities and among the 
health activities themselves; 

РНС as a concept and philosophy is common to all countries, although the actual 

components and approaches for its implementation may be different and related to 
local health needs, life styles and situations; 

the organization of primary health care should be related to the different types 

of health systems and patterns of organization and management; 

РНС should be an active service including outreach services, and not just a 

passive approach; 

- the approaches to be utilized for the development of РНС would be different in 

situations where no health care is available or where reorientation of the 

existing health care system is required. 

The group also addressed itself to the issues concerning РНС development in urban and 
rural areas and pointed out some of the problems related to РНС development which are 

specific to urban areas. 

II. ORGANIZING SUPPORT 

The involvement of communities in the planning process was seen as the logical 

starting point for discussing this item. The delivery structure has to be organized so 

as to allow planning at the local level; without this, community involvement is 

meaningless. A number of prerequisites were identified for achieving this, some having 

implications for community organization and others for how support from higher levels is 

organized. 

Organizing communities to participate in planning depends on how organized the 

community is and what their expectations are. There was a general consensus that all 

communities have some form of organization, often highly informal in nature. 
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Difficulties can arise where communities have only been recipients of, and never active 

participants in, programmes initiated by government. For communities to become actively 

involved, they must understand what is meant by primary health care. 

Basically two types of local organization were identified - one being a development 

committee, the other a health committee or council. Several speakers noted the 

advantages of having development committees that were in a position to discuss and act on 

all types of community needs. One risk cited was that leaders of such committees could 

veto or overrule priority needs put forward by others. It was necessary for community 
members to come to understand what possibilities were available to them through some form 

of health education, for example, by being shown examples of what other people have done 

and how they have done it. 

Support from higher levels should not overrule local initiatives, but build on them. 

Most importantly, higher levels must be ready to meet the new demands that will result 

from motivation campaigns at the local level. A programme of simultaneous action at all 

levels is needed (oriented to community needs) in order to show "good faith" to the 

communities and to meet increased demands. 

Various motivational approaches were identified including health education, direct 

supplementation of community resources, continuing education, constructive supervision 
and implementing an effective reward system. Health education should not only be aimed 

at the community but also at professionals from health and other sectors. In discussing 
the reward system, concern was expressed as to the possible overemphasis on volunteer 
inpцts,:i.e. unpaid work of one kind or another. A number of participants referred to 
programmes that were designed around volunteer workers which, after a period of some 
initial success, eventually failed when these workers demanded to be paid. Others noted 

that volunteers should not be depriving people from being employed, especially in 

situations where unemployment is a significant problem. The problem is complicated 
where communities are expected to mobilize the funds needed to pay for primary health 
care workers. Where communities are already contributing financially to national 
programmes, local financing may represent a form of double taxation unless there is 

compensation from government in one form or another. On the other hand, the activities 

of PIC workers in communities should be meeting high priority needs of the community, 

thereby warranting direct financial support from the communities. 

Organization for an effective referral system was identified as an important element 

of the support system. The role of different levels of health units including hospitals 
was noted. I.n this connection the necessity to redesign information systems was 

stressed. These systems would need to be community based, facilitating a two -way flow 

of information. 

The organization of training programmes in one national situation (population of 

around 600,000) provided an example of how different levels could be interlinked. A 
central level team has been established that is responsible for the training of all 

primary health care workers. This programme is phased over time and space. When 
PIC workers are trained, their supervisors participate in the training; they then take 
on the responsibility of subsequent continuing education. 

III. MANAGEMENT AND SUPPORTIVE SUPERVISION 

The management process must not be seen as a separate process independent of the 

community. It must be sensitive to local ideas and initiative and must therefore have 

some method of linkage with the community. 
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The community must be involved with the planning process at its inception and an 
active dialogue must take place between the community and the planner. One role of this 
dialogue is to sensitize communities to their own needs so they themselves can identify 
their priority needs. The needs they perceive may well have a greater impact on health 
than those perceived by outsiders. 

The options presented to communities should not be confined to health but should 
include health related functions; a whole spectrum of development options should be 
presented. It is therefore essential that sectors outside health are involved in 
sensitizing communities. 

In planning one must look at the basic things and get down to identifying specific 
interventions. It is therefore essential that well defined objectives are established, 
which can be evaluated. Existing policies need to be reviewed in order to focus on the 
right activities and make basic policy decisions. There is a need for long -term 
development plans which must be related to the plans of other sectors, especially to 
those of the economic sector. 

At the central level emphasis should be placed on providing guidelines for use at 
the local level, and in setting up standards and norms. This does not mean that local 
initiative should be restricted: on the contrary it should be encouraged. 

The central level is often quite remote from the district level, leaving great 
weaknesses in supervision and logistics. Often there is the expression of intent to 

supervise, but the system is not sufficiently structured to allow it. People 
identified for supervision are often too busy doing other things: there may be a 

conflict between supervision and responsibility for carrying out curative services and 
other essential roles. Consequently supervision lags behind. It is therefore 
essential to restructure the system to allow for better supervision. 

The data collecting system is considered an essential management tool, but often 

the data collected are either irrelevant or are presented in a manner which makes them 

difficult to use. Data must be relevant and available for use at the local level. 

There must be feed -back; the action taken at the top must be communicated back to where 

the information originates. 

With regard to the question of a possible overdependence on management training, it 

was stated that there could not be an overdependence as long as such training was 

contributing directly to the fulfillment of managerial tasks. Much of the training 

provided was inappropriate to such tasks, thereby neither adding to the abilities of 

health workers nor helping them to reorient their activities. 

Another possible reason cited for the inability of management training to 

contribute to the reorientation process is the inadequate attention paid to organizational 

dynamics. Individuals are trained outside of the organizational context in which they 

work; when they return, they often have little choice but to continue with past 

practices. These difficulties have contributed to the strategy of "adding" PIC on to 

the existing system rather than dealing with the fundamental problem of evolving new 

organizational patterns out of existing ones. 

The participants reported both successful and not too successful experiences in 

management training. The group in general, however, supported the need for management 

training but felt that it should be related to the roles and functions in management to 

be performed by the health workers at various levels. The target population for 

appropriate management training should also include communities (e.g. community 

development committees). 



A34 /Technical Discussions /4 
page 27 

Annex 1 

Research is seen as supportive of management. Scientific research can help in 

defining how to develop active roles for primary health care workers and for revising 

them as needed. It is useful in validating indicators for evaluating the services that 

have been given. 

IV. MANPOWER DEVELOPMENT IN SUPPORT OF MANAGEMENT 

The group made several observations and suggestions concerning manpower development 

in support of management: 

- Training needs and the content of training in general have to be related to local 

needs. The importance of objective- related aid task -related training was 

emphasized. 

- Training should be done as close as possible to the local work settings and should 

be related to actual situations. 

- In the identification of community health workers for training, their aptitudes 

and educational background should be considered and the community should be 

involved in their selection. 

- The need for continuing education to reinforce the actual skills, and its 

inclusion as part of the supervision process was emphasized. 

- All health workers need to be educators and messengers of health, and their 

respective training programmes should incorporate these aspects. The need to 

reorient education and training programmes, especially those for physicians, 

was expressed, particularly to increase their motivation and to provide them 

with management, training and supervisory skills. 

- Participants also expressed the need to train middle -level management workers 

such as community health officers to provide managerial, supervisory, and 

logistic support for PIC. Such persons could be selected from experienced, 

trained community health workers. 

• 
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REPORT OF GROUP NO. 5 

OF THE TECHNICAL DISCUSSIONS AT THE 
THIRTY -FOURTH WORLD HEALTH ASSEMBLY 

ON 

"HEALTH SYSTEM SUPPORT FOR PRIMARY HEALTH CARE" 

Chairman: Dr J. Stoke, New Zealand 

Rapporteur: Dr J. Ikenouchi, Japan 

Secretary: Dr R.H. Doss, WHO /AFRO 
Co- Secretary: Dr C. Montoya -Aguilar, WHO /HQ 

I. ORGANIZING SUPPORT 

The group chose to address itself to the clarification of the primary health care 

concept through exchange of experiences among its members. Following this, the group 

identified four main areas of support to primary health care, which are discussed below. 

1. National political commitment 

It was considered essential that there be a national political commitment to the 

concept of primary health care. This commitment should include the participation of all 
interested groups and organizations, both governmental and non -governmental (private sector, 
social services, traditional leaders, etc.). 

2. Local involvement 

This should include involvement of all sectors of the local community, both govern- 

mental and non- governmental sectors. 

З. Communications 

Communications, in the broad sense, for sensitization, health education, supervision, 
referral, transport and distribution of supplies should be in the nature of a two -way flow. 

4. Motivation 

Remuneration and motivation for the primary health care worker should receive support 
at the national as well as the community level. 

II. FACILITIES 

1. The group thought it was essential to define areas of knowledge and function prior to 
planning the facilities, equipment and supplies for support of primary health care. 

2. The knowledge required includes basic information on: 

- local population: size, distribution, culture 

- geography (maps) 

- infrastructure (roads, electricity) 

- national health policy, plans, goals 

- health care system structure 
- available resources in health sector, including local traditional drugs and local 

building materials . 

- resources and activities of other sectors. 
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3. The types and characteristics of physical resources needed at the primary and secondary 

levels depend on the functions assigned to these within a system oriented towards primary 

health care. The group identified the following functions. 

- Health promotion: 

. education of local community 

sensitization of local community to health needs 

. (diagnosis and treatment is in a sense, also a promotional activity for primary 

health care). 

- Prevention of disease: 

early detection of disease 

. maternal and child health, including delivery services 

immunizations 

environmental health. 

- Diagnosis and treatment: 

. of common diseases 

. life -saving measures. 

- Rehabilitation, including the identification of the disabled and cooperation with 
the other organizations in the field. 

- Support and administrative functions: 

. supervision 

referrals 

information 

. work with communities 

intersectoral communication and collaboration 

. training, including knowledge of limits of competence 

. logistics and maintenance. 

The group recognized that the secondary and tertiary levels of the 

system must be able to carry out their supportive and administrative 
functions in an appropriate manner. 

4. The group recognized that it was impossible to provide a stereotyped list of facility, 
equipment and supply requirements in view of (1) the national and local variations in the 

functions performed by the specific levels of health care systems; and (2) the extent to 

which these functions are carried out. 

The group felt that each country should formulate its own requirements ¡ 

for physical resources support to primary health care. 

From the experience of the participants, the following examples are given. 
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Examples concerning buildings 

- Treatment, prevention and rehabilitation usually require rooms for their execution, 
as well as basic installations such as clean water, lighting and sanitation. 

- The immunization function requires that cold storage be provided at the secondary 
level and that cold transport be available from there to the point of delivery. 

- The provision of drugs requires safe storage. 

- Education and training need appropriate facilities including classrooms and 
educational equipment if necessary. 

- Availability of workers at primary level and their supervision may call for the 
provision of lodgings. 

- Maternal care in areas with disperse population and bad roads may require shelter 
for women awaiting childbirth. 

- Treatment of patients from remote areas may also necessitate the provision of 
shelter facilities. 

- Work with the communities: a meeting room, which can be the same as the class- 

rooms used for education and training mentioned above, or which may belong to another 

sector (school, church, village committee hall, etc.). 

In this area, the group felt that increased research and evaluation 
regarding the planning, design, building, operation and maintenance 
of health facilities is urgently needed before guiding principles 
can be established.1 

Examples concerning equipment 

- For life -saving action, we would require, for instance, hemostatic devices, oxygen, 

and assisted respiration equipment. Some of this will be available at the secondary 

level and some will be easy to have at the primary and even household level, e.g. 

a home -made tourniquet. 

. First aid in the home and the community might be supported with simple kits 

and instructions in the hands of a trained member of the community. 

. Access to a referral health level with diagnostic and therapeutic equipment 

such as laboratory installations, X -rays aid surgery was considered necessary. 

. This access in turn requires readily available vehicles (bicycles and other) 

and telephone or radio communications. 

- For the functions of community education, the material needed at primary health 

care level can be simple: posters, pamphlets, flannel -charts. 

In addition, access is needed to mass communication media. These can transmit 

centrally prepared programmes that may reach remote areas. Mobile film units are 

known to have a special impact. 

- Simple recording and reporting is a function that, at the primary level, requires 

some stationery and a small storage place. 

- Supervision requires appropriate communication and adequate transport. 

1 A document on the subject was made available to the group: "Background paper to the 
meeting on planning, programming, design and architecture of health care facilities in 

developing countries ", Geneva, 3 -7 November 1980, SHS /SPM /80.5. 
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The group felt that medical equipment requirements for the 

support of primary health care, including the operating and 

maintenance aspects of such equipment, should be further 

examined and that available lists and guidance should be 

more widely publicized. 

Examples concerning supplies 

For treatment and prevention functions at primary level, a stock of twenty or thirty 

essential drugs was thought to be adequate and essential. The actual list may be prepared 

by each country.1 

The selection, financing, procurement and logistics of drugs and other supplies are 

crucial problems in developing countries. 

1 In this connexion "The selection of essential drugs ", WHO Technical Report Series No. 

641, should be consulted, as well as the Report of the Technical Discussions of 1978, 

Official Records of WHO No. 248, pp. 277 -282. 



A34 /Technical Discussions /4 

page 32 

Annex 1 

REPORT OF GROUP NO. 6 

OF THE TECHNICAL DISCUSSIONS AT THE 

THIRTY -FOURTH WORLD HEALTH ASSEMBLY 

ON 

"HEALTH SYSTEM SUPPORT FOR PRIMARY HEALTH CARE" 

Chairman: 

Rapporteur: 
Secretary: 

Co- Secretary: 

I. ORGANIZING SUPPORT 

Dr R. Gomaa, Egypt 

Dr M. Adibo, Ghana 
Dr E. Mach, WHO /HQ 

Dr E. Kalimo, WHO /HQ 

All participants were aware that the countries participating in the Alma -Ata Conference 
accepted the primary health care (РНС) approach as health policy and agreed that РНС should 
be an integral part of general development. In this connexion, political commitment was 
considered to be one of the most important support requirements for РНС. 

Some speakers believed that political commitment should be visible. Visible manifesta- 

tions of commitment are known to organizers of РНС and include such variations as political 
manifestoes, passing of РНС- related laws, government or political party policies, national 
and sub -national health plans, and establishment of structures aiming at the implementation 
of РНС. Acceptance of the РНС concept and full involvement in its implementation by health 
administrators at all levels was considered essential. Another category of people to be 

convinced about the РНС concept are health professionals, who should not see РНС as a threat 

to their career but rather as a most appropriate framework for their activities. Social 
justice has been identified as the most important principle of the PIC approach. 

What is needed for organizing support to РНС is really interaction between the РНС and 
the district level of the health services which often means district hospitals. In many 
countries the hospital system is still planned and administered as a separate entity from РНС, 
and for this reason there are administrative problems in achieving adequate cooperation 
between district level services, including hospitals, and РНС. For this reason one speaker 
suggested that the activities of the hospital should be extended further, to the local levels 

in the villages, through an out -reach programme which would link the two levels. In some 

situations it was thought that the present hospital system could be utilized for part of the 

training of different categories of РНС workers, and the same hospitals should serve as first - 
referral level for cases needing hospitalization. The use of hospitals or other existing 
health facilities for the training of РНС personnel would facilitate the use of existing 
resources namely that for hospitals, in support of the new policy of РНС. 

The manpower development programmes of countries should reflect the reorientation 

towards РНС. The number of trainees in different categories of health manpower such as 

doctors, nurses, or village health workers, should be in proportion to the РНС needs of the 

country. 

For any new nation -wide activity it is very difficult to obtain resources within a short 

time period. One way to implement new health policies is to see how to better use existing 
resources. 

There seemed to be a consensus in favour of decentralization and delegation of authority 
to local levels to enable people to develop and manage their own РНС system. This implies 

the necessity of assuring the support of the community for the РНС approach to health and 

development. The decentralization of public administration, including health administration, 
should include financial decentralization. 

• 

• 
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Community support may take different forms, from conceptual acceptance to various 

actions such as donated labour, participation in health programmes carried out by the com- 

munity, monetary contributions in the form of taxes or grass roots insurance schemes, or to 

the remuneration of health workers in kind or money. 

Since PIC is a multi -sectoral activity, several speakers described ways of achieving 

collaboration between РНС and other sectors at the national level through a health policy 

group working in close collaboration with planning and other ministries. The same kind of 

formal collaboration with other ministries has been achieved in several countries at regional, 

district and local levels. In two countries, a special PIC manual has been developed for 

the information of all levels of health personnel about the objectives and the methods of the 

РНС approach. 

II. FINANCIAL SUPPORT 

1. Generation of resources 

A considerable number of alternatives for financing РНС, both at the national and local 

level, have been mentioned. At the national level, in the public sector, there is a need 

for the reallocation of the government health budget and a more balanced distribution between 

institutional care and primary health care as well as other health programmes. 

A more equitable distribution of resources among geographic areas was also considered 
to be necessary. One country reported that the national health programme for the next two 

years has been revised so as to assure an investment policy as well as a health manpower 

training policy more in line with the РНС concept. These decisions involved the suspension 

or postponement of some health programmes initiated earlier, but considered to be of lower 

priority. 

An easier and less controversial way of promoting РНС in practice would be to allocate 

to РНС all or most of the new resources becoming available each year while the existing 
health services would still receive the amount they received earlier (perhaps adjusted for 

inflation when necessary). 

Coordination of funds for investment, such as foreign aid for development is now, 
in many countries, the task of one government body. The funding of health projects thus 

has to go through the scrutiny of this body in order to assess the government's ability to 
bear the recurrent budgetary costs. 

The uncertainty of continuous foreign funding of some health activities in developing 

countries is considered as a negative factor preventing proper medium- and long -term planning. 

At the national level, politicians seeking immediate benefits sometimes used to commit 
themselves, particularly during election campaigns (due to the influence of various pressure 

groups), to financially costly health programmes such as the building of a new hospital. 
Health administrators are, at a later stage, bound by these commitments even if they are not 

in line with the РНС concept and the real needs. Obviously this practice should be avoided. 

Establishing health -related components within the overall development plan of the country 
increases the need for provision of РНС, aid therefore thorough coordination at the planning 

and decision- making stage was felt to be essential. For example, if an agricultural exten- 
sion programme is decided upon, or a new industrial centre created, the need for health 

services should be assessed at the planning stage and the necessary investment and recurrent 
funds insured. 

Financing is needed to cover the remuneration of РНС workers, the cost of training, 

essential drugs and equipment, some modest investments and research. It seems that very 
few governments can afford to support, budget -wise, such an expansion of their health 

activities, and therefore the involvement of the communities in the provision of their own 
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health care and related activities is essential. Grass -roots insurance schemes and other 
self -help projects were already mentioned. 

The potentials of small -scale economic projects at the village level for financing 
local health activities was mentioned. For example, village agro- industrial cooperatives 
or other production projects may provide funds for remuneration of PIC workers or the con- 
tinuous stocking of village pharmacies. An example was given of a joint financing system 
in which the government provides subsidies to communities to enable them to buy and replen- 
ish their stock of essential medicaments. 

The potential of the private sector to provide financing for health or health -related 
activities, leading to РНС objectives, was brought up. For example, in a more affluent 
area of a developing country, a housing scheme was devised with private capital enabling 
industrial workers to acquire, through a rental system, their own appartments. However, 
the public sector should be very articulate in expressing when and in what form private 
sector activity is desirable. 

2. Proper utilization of available resources 

The efficient use of available resources is an obvious concern of planners of РНС 
strategies. As an example, the bed occupancy rate in a rural hospital was increased by 
more efficient use of hospital staff. 

In the very wide area of health expenditure, the remuneration of village health workers 
attracted special attention. Various alternatives were mentioned regarding the salaries 
of newly -trained РНС personnel: initial funding by the government for a limited time period, 
use of foreign aid for the same purpose, schemes for the community to provide remuneration 
for the РНС workers' activities. In this latter area the possibility payment kind, 
with agricultural products and/or construction of shelters, etc., for the health workers, 
are potential possibilities. The question of how long voluntary work can be relied upon 
for providing care was also raised. 

3. The need for information on health expenditure and financing 

• 

There was general agreement that neither at the central nor at the intermediate or 

local level can proper management, including financing and expenditure decisions, be taken 
unless basic information on health expenditure costs and sources of financing is available. 
Examples of national studies in developing countries, analysing major categories of expendi- • 
ture and their sources of financing, as well as the evaluation of the order of magnitude of 
those expenditures in comparison with health policy goals, has been mentioned. It was sug- 

gested that future planning should use periodic health expenditure studies as a starting 

point for evaluation of programme implementation and for projecting future funding needs for 

the whole health sector; estimates for expected sources of financing should also be made. 
To carry out such tasks, the skilled manpower capacity of countries should be strengthened 
by training courses and workshops in this area. WHO and other international agencies should 

play a role here. National experience in funding the health system and in particular РНС 

should be regularly evaluated and disseminated among interested countries. 
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