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NOTE 

The views expressed in this report are those of the persons who 
participated in the workshop and do not necessarily reflect the 
policies of the Organization. 

This report has been prepared by the Western Pacific Regional Office 
of the World Health Organization for Governments of Member States 
in Manila and for those who participated in the Regional Workshop 
on Nursing/Midwifery Personnel in Primary Health Care which was held 
in Manila, from 12 to 18 December 1979. 
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1. INTRODUCTION 

Governments, the World Health Organization and other international 
and professional organizations are concerned with the need to improve 
the quality and availability of health care for the peoples of the 
world. Primary health care was accepted as the strategy for achieving 
basic health care for all by the year 2000 by 137 governments and 67 
organizations at the WHO/UNICEF International Conference on Primary 
Health Care, held at Alma-Ata, in 1978. 

In recognition c{ the crucial role of nurses and midwives in 
primary health care, the present workshop was convened by the WHO 
Regional Office for the Western Pacific. It was attended by national 
participants from 17 countries, by six WHO nursing staff in the region, 
seven observers and representatives from international organizations, 
and nine members of the secretariat (see Annex 1). 

The workshop was held in the Regional Office for the Western Pacific 
(WPRO), Manila, Philippines, from 12 to 18 December 1979. 

1.1 Objectives 

The aim of the workshop was to facilitate government and WHO nursing/ 
midwifery collaboration in the planning, implementation and strengthening 
of primary health care develcpment - or an equivalent approach - in 
Member states of the Region. 

The specific objectives Were: 

Ca) to consider those problems and needs which can best be 
alleviated through a primary health care approach; 

(b) to exchange information on the ex~nt to which nursing/ 
midwifery personnel are currently involved in primary 
health care activities; 

(c) to identify strategies by which nursing/midwifery 
personnel can maximize their involvement in primary 
health care; 

(d) to consider problems and constraints with respect to 
the effective involvement of nursing/midwifery personnel 
in primary health care, and to recommend proposals for 
their solution. 

1.2 Organization 

The workshop consisted of plenary seSSions, followed by discussion 
from the floor, and small group work sessions (see Agenda, Annex 3). 
Groups were formed on the basis of geographic area and commonality 
of problems and resources. Each group consisted of national participants, 
WHO nursing staff, observers/representatives and members of the secretariat. 
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The workshop was opened by Dr Hiroshi Nakajima, Regional Director 
of the Regional Office for the Western Pacific, who emphasized the need 
for primary health care to meet the needs of the Region (see Annex 2). 

The first day and a half were used for clarification of concepts 
basic to the objectives of the workshop. A review paper presented 
aspects of health and nursing systems. This was followed by group work 
(see Annex 4 - Groupworok guidelines) and reports in plenary on "what 
is primary health care". Two presentations on primary health care 
experiences (Indonesia, Philippines) and a number of films depicted the 
steps taken and the outcomes of primary health care in action in other 
countries. 

The groups then moved into a one and a half day work period to 
consider questions related to the four objectives. Plenary reports 
and discussions were followed by two additional group tasks: application 
of the primary health care approach to a specific problem (pulmonary 
tuoerculods, under-five malnutrition, diarrhoeal diseases) and personal 
plans for action. Following the final summary, participants completed 
an evaluation form (see Annex 9). 

2. WORKSHOP CONTENT 

2.1 Aspects of health and nursing systems 

The overview of selected aspects of the health and nursing systems 
dealt with the following major areas: 

(1) Data on world health and socioeconomic conditions 
showed the increasing gap between deveLoping and 
industrialized countries, the relationship between 
socioeconomic factors and health status, and the 
urgent need of over three fourths of the world's 
population for health care. 

(2) Health care systems were described in terms of: 
ownership, technical levels (primary, secondary, 
tertiary) and management levels (local, intermediate 
and national). The traditional system has failed 
to meet basic health needs, and is perpetuated 
through education, allocation of funds and research 
priorities. 

(5) Parallel to the overall system, nursing/midwifery 
education and service overly emphasize curative and 
hospital care at the expense of promotive/preventive 
care and involvement of the community. 

, 
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Four major nursing/midwifery educational levels are: post
basic specialization, basic professional, second level, auxiliary. 
The potential integration of other categories, such as medical 
assistants, traditional healers, and minimally trained community 
health workers, has yet to be determined. 

Composition of the nursing/midwifery personnel system, and 
utilization of the various levels are influenced by many factors 
including: types of programmes, availability of nurses/midwives, 
doctors and other categories, financial resources, self- and public 
image of nursing/midwifery, strength of the nursing/midwifery leadership 
and legal constraints. 

The major concerns of nursing/midwifery internationally are: 

(I) Promote "health for all". This involves, among others, 
broadening the concept of health and health care, and 
of relationships with communities and other workers .• 

(2) Strengthen nurses'!midwives' role at the policy-making 
level. This involves a strong, vital nursing associa
tion and well-prepared leadership in top level positions 
of government and other agencies. 

(3) Expand the role dIld accountability of nurses/midwives 
in practice. 

(4) Improve the quality of health care by closing the 
gaps between nursing/midwifery education and service, 
curative and preventive care. 

(5) Expand nursing research. 

(6) Prevent proliferation of categories of nursing/ 
midwifery personnel. 

en Improve work and life conditions of nursing/midwifery 
personnel. 

The discussion following the presentation dealt with the fbllowing: 

(1) Nursing should require basic education similar to that 
of other professions. This level may vary from country 
to country. Nursing must attract prospective students 
with the heart for nursing and capacity to meet the 
academic requirements . 
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(2) After professional education, many nurses do not 
return to give direct patient oare or wish to live in 
the rural areas and therefore are lost to primary 
health care. It was felt that appropriate educational 
experiences could motivate nurses to work in rural 
areas. The students should experience field work in 
their nursing programmes. The educators and service 
people must be reeducated in terms of changing attitudes 
and patterns of care. 

2.2 What is primary health care? 

Group work on primary health care focused on seven major sub
topics identified in basic documents on primary health care. This 
activity facilitated understanding of the many facets of primary health 
care and served as a basis for disoussions in the subsequent group 
sessions. 

The composite report appears below. 

2.2.1 Main reasons for the develOpment of primary health care 

Right of individuals to health care 

Produ~e health for underserved populations 

Develop oommunity self-relianoe 

Focus on oommuni ty, the most important level in the 
health oare system, and oonsider its needs 
and oulture 

Integrate health services with chose of other seotors 

Use resouroes more effectively 

2.2.2 Major areas of concern in primary health care 

(a) Socioeconomic 

Work and income 

Food (quantity and quality) 

Shelter (housing, clothing) 

Environment (water, wastes, rodents, etc.) 

Education (general and health eduoation of oommunity 
and health personnel) 

Transportation/communioation 

Sooial organization 

• 

• 
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(b) Health specific 

Maternal and child care 

Family planning 

Immunization 

Prevention and control of endemic diseases 

Treatment of common conditions and injuries 

Mental health 

Care of elderly and chronically ill 

Provision of essential medications 

Referral and continuity of care 

2.2.3 Community participation in primary health care 

Identify needs and priorities 

Develop self-help proJects 

Provide facilities, supplies and funds 

Demonstrate benefit of programme to community 

Take part in the delivery of care 

Assess community participation and satisfaction 

Assess effectiveness of activities 

Educate health workers (sharing of ideas, feelings 
and experiences) 

• Organize for partiCipation in primary health care 

! 

(e.g. select community members/groups who 
will be involved in particular activity) 

2.2.4 Those directly involved in delivery of primary health care 

Individuals and families 

Community leaders 

Community volunteers and groups (women's clubs/ 
committees, church groups, etc.) 

Traditional healers, midwives, etc. 

Trained community primary health care workers 

Community nurse/midwife 

Sanitarian (if available) 

Community physician (if available) 

Teachers and other community workers 

Workers in secondary and tertiary services, as needed 
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2.2.5 Support from other parts of the health system 

Technical 

Referral for more complicated care 

Patient/family health education 

Instruction for continued care 

Managerial 

Advisement/supervision 

Intervention with other sectors 

Supplies. funds. transport 

Research/evaluation 

Educational 

Continuing education opportunities 

Information 

Materials 

Basic education of health workers, especially in 
primary health care philosophy and practice 

2.2.6 Sectors other than health involved in primary health care 

Labour 

Community development 

Housing 

Social welfare 

Agriculture 

Education 

Economic 

Voluntary organizations and private sectors 

Information and communication 

Public works 

Environmental protection 

• 
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;). <>.. '{ Di fference between primary health care and present basi c 
health services 

Holistic approach to health 

~ on health, not disease 

Develop self-reliance and responsibility of community 

Acceptable to co~nity 

Accessible to all 

Focus on local needs 

Continuity of care assured 

Better use of resources (local and other) 

~ that community/country can afford 

Intersectoral approach 

Partnership between community and health workers 

2.3 Field experiences in primary health care 

TWo plenary presentations and three films contributed to the 
understanding of primary health care in action. The presentations 
were followed by group discussions. 

Indonesia 

The Indonesia experience was presented in the form of narration 
on film strip. 

A. Dana Sehat 

This programme, locally called Dana Sehat, which means Health 
Fund, started as an experimental research and development project in 
community health care in 1970. Dana Sehat is a framework within which 
the community, community leaders and health personnel can work together 
to develop a programme which suits the needs and capabilities of the 
community. The community uses the Dana Sehat to develop a prepaid 
health care scheme, which also aims to raise income, improve living 
conditions and increase the community's understanding about health and 
its relation to environment. 

What distinguishes Dana Sebat from other health programmes is 
that, within this framework, the community, community leaders and health 
personnel are encouraged to contribute, each according to his interests 
and capabilities. Communities can tap their own resouroes to overoome 
their own problems without depending too muoh on outside aid. 
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The general conclusion to be drawn from this community health 
programme is that if a community health programme is handled well and 
the community is given the opportunity to play an active role, with 
the proper stimulation, a programme which, in the initial phases, may 
require considerable input will in the long run become a progressively 
less expensive aotivity which can finally be borne completely by the 
community itself. 

B. Parang Barangay Health Centre, Philippines 

This project was presented by a panel consisting of the Philippine 
Nurses Association (PNA) project director, the community health nurse 
and two barangay health workers. 

'rhe project was initiated in 1977 because of the Philippine 
Nurses' Association's desire to contribute to improving health care 
through direct services. It is hoped that this project will serve as 
a model for other centres, to be undertaken by Philippine Nurses 
Association branches. 

By working with community leaders, the PNA volunteers and the 
PNA community health nurse trained two groups of primary health care 
workers. Community efforts succeeded in cleaning the contaminated 
river, starting home gardens and small animal husbandry, building sealed 
toilets, offering teaching, recycling of materials, etc. as well as 
providing preventive care, curative nursing clinics, home deliveries, 
growing and use of medicinal herbs, and referring to the government 
clinic and hospital as needed. 

The community is responsive and involved. The volunteer work 
of the barangay trainees has enabled many community needs to be met. 
The project also serves as an educational field (or nursing stUdents. 

~estions on the two projects were directed to Dr Nugroho, who 
had developed the Indonesia project, and the Parang panel. Major 
p0ints were: 

(1) Although it is desirable that the professional 
community health workers come from within the 
community, this is not always possible. In some 
cases, the community provides housing for the 
workers who then take up residence. 

(2) Traditional healers can make an important contri
bution to primary health care. If their practices 
are found to be dangerous, ways should be sought 
to retain the cultural symbolism while eliminating 
the negative aspects. 

• 
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Because of the lack of other resources, community 
health workers sometimes undertake functions which 
may be challenged as 1llegal practioe. The response 
of the Parang team to this question was: 

(a) When nO other source of care is available, 
we must be guided by our conscience and commitments. 

(b) A baaK-up consultation system of licensed 
nurse and doctor practitioners provides safety 
and legal coverage. 

(c) The community decided and took the 
responsibility. 

(4) The two experiences Which were described were led by 
well-qualified, dedicated professionals. Capable young 
people are ready to take up such challenges. They 
should be prepared in formal educational programmes 
and be apprentioed to experienced practitioners 
before undertaking independent assignments. 

The films, whioh fUrther demonstrated primary health care programmes, 

Seeds of Health (Guatemala) 

Rural Health Workers and 
Panoi, the Village Midwife 

- prepared by WHO 

- prepared by International 
Development Research Centre, 
Ottawa, Canada 

2.4 Nursing/midwifery personnel in primary health care 

In order to clarify the desirable contribution of nursing/midwifery 
personnel in primary health care, the three groups discussed the four 
objectives, each of which served as a foundation for the subsequent 
topics. The composite responses of the groups are given below under 
each objective. 

~.4.1 Objective (a) 

To consider those problems and needs which can best be 
alleviated through a primary health care approach. 

(1) What are the major problems in your country? 

The diverSity of country geography and natural resources, 
population, size and composition, political orientation and 
stability were expressed in the variety of problems identified 
by the participants. 
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Nature-made problems 

geographic dispersal of islands and villages - isolation 
and communication problems 

natural disaster - earthquake, tidal waves, typhoons, 
volcanic eruptions, etc. 

scarcity and/or poor quality of land 

scarcity of water 

Man-made problems 

land distribution - most of the land owned by a small 
segment of the population 

depletion of natural resources (land erosion, deforestation) 

poor infrastructure - roads, electricity 

environmental contamination (water, sewage, garbage, air) 

cash crops instead of subsistence production 

poor housing (especially shanty towns) 

lack of educatiJn 

tourism - resulting in exposure to new diseases and 
social problems 

migration, particularly from rural to urban areas, which 
gives rise to problems such as increased violence, broken homes 

no social security or health insurance systems 

high-pressure advertising to use tinaed food, medioines 

CUltural problems 

multiple languageS/dialects and customs 

tribal conflicts 

political instability 

low status of women 

lack of recognition of the need for change 

apathy in face of enormity of problems 

detrimental traditional health practices 

, 
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(1i) What are the major health problems in your country? 

The major health problems are related to the above 
general problems. The most prevalent diseases, which 
are relatively easy to prevent are the major causes of 
merbidity and/or mortality of infants and under-five 
children. They inolude, among others, communicable, 
skin, diarrp~eal and malnutrition diseases. Other 
problems, which are increasing are: diabetes, cancer, 
cardio-vascular disease, alooholism, sexually 
transmitted disease, mental illness and dental caries. 
With the introduction of teohnology, occupational 
diseases and road accidents are becoming an area of 
concern. 

A third problem area in health relates to the 
health system. Services which are curative and 
hospital-oriented are concentrated in urban areas, 
leaving rural areas with minimal coverage. Promotive 
and preventive aspects do not receive the necessary 
resources. Trained health manpower is also scarce and 
does not reach the majority of the population who live 
outside of the cities. Several countries do not have 
social security or health insurance, thus making the 
cost of services beyond the resources of those most 
in need of help. 

(iii) Which of these problems do you think would be alleviated 
through the primary health care approach? 

Most problems are interrelated and can benefit from 
community involvement and interseetoral cooperation. An 
example of the cycle of factors influencing nutriti~n 
status is given below: 

Nutritional state - Interrelated factors 

land 
water 

nutritional 
status 

food 
~~ production 

resist 
__ pressure 

<"....----------- advertising 

---------". food 
storll8e 

/. 
knowledge of 

/how to use 
.tV" food 

Social conditions have a direot impact on health, 
which further influence other oonditions. 
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Social-health interaction 
low 

productivity 
illness 

poor land ~ 

of educatio~ 
"J 

poverty ~ 

unemployment \ "" 

... 
malnutriti~ 

lack migration '\ 

shanty towns 

k./ disease ~ <.. ~~- .. broken families 
dc// 

2.4.2 Objective (b) 

To exchange information on the extent to which nursing( 
midwifery personnel are currently involved in primary health 
care activities. 

(i) What primary health care activities do you have in 
your country? 

There is a wide variety in the degree and type of 
primary health care activities among countries. Size of 
the country is a factor (4000 - 45 million). In most 
countries, several primary health care activities are 
part of current practice. Examples are: 

work with women's committee 

comprehensive basic health services 

aspects of community development ~ food production, 
home industry 

workin~ with and training traditional healers 

training local community health care workers 

coordination with other sectors 

demonstration programme of primary health care 

establishment of health insurance schemes 

collection of baseline information 

monitoring system of health care. 

It was pointed out that these experiences have been positive 
and should be further developed. Existing basic health services 
should be utilized as the foundation for expansion, using the 
approach of primary health care to promote community involvement 
and self-reliance, and to focus on health in the broadest sense. 
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(ii) What is the involvement of nursing/midwifery in primary 
health care at the national, intermediary and local levels? 

Nursing/midwifery involvement at the national level 
is all too frequently inadequate. Some countries do not 
have top-level nursing/midwifery posts, others have such 
positions but they are filled by nurses/midwives who 
are not suffi~iently prepared. In several countries strong 
national nursing leadership has made a marked impact in 
the following areas: 

manpower recruitment, assignment and assessment 

supervision 

policy formulation 

programme development 

development of educational programmes 

pilot projects. 

The intermediary level is crucial to programme 
implementation, for it constitutes the major back-up 
system. Participants stated that nurses/midwives are often 
expected to u~dertake wide clinical and managerial responsibili
ties, but are not accorded the decision-making or legal authority 
to go with it. Aspects of the intermediary involvement are: 
logistic support, supervision, ongoing teaching, guidance, 
local and regional training programmes. 

At the local level, nursing/midwifery is primarily 
concerned with provision of predetermined basic health 
services, with little involvement in community develupment. 
Some countries, however, include the following activities 
in the community nursing/midwifery role: 

training at local level 

faCilitators/coordinators of primary health care 
activities 

local programme development and monitoring 

organizing the community 

coordinating with other sectors 
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In most of the countries, nursing/midwifery eduoation 
tends to be traditional. Most curricula include components 
whioh are essential to primary health care such as 
environmental health, but do not teach the primary health 
care approaoh and relevant skills such as community 
organization. Several schools have recently placed major 
emphasis on primary health oare. They have developed theory 
and practjce learning experiences. Live-in projects in 
rural settings, often in multidisciplinary demonstration 
proJects, have made an impact on the students' attitudes 
and readiness to work in underserved areas. 

Continuing education in the form of refresher oourses, 
seminars and workshops exists in a few countries. They 
have been used in part for developing understanding of 
primary health care. 

(iii) How can the contribution of nursing/midwifery in 
hospitals or specialized clinics influence primary 
health care? 

Most nurses/midwives working in hospitals and 
specialized clinics have little contact with the corn
munities from w:dch their patients come. The concept 
of primary health care is foreign to their roles. There 
are, however, ways in which they could contribute to 
primary health care by: 

health teaching to patients/families 

involv&ment of families in assessment and care 

referral and feedback to primary health care workers 

extension services from the hospital to community 

modification of practices in hospital so that 
they will be relevant to the home situation. 

(iv) What is the contri!)':t~.on of nurSing/midWifery to 
research in primary health care? 

In most countries, nurseS/midwives are not involved 
in primary health care research. There are few nurses/ 
midwives with research skills. Funds for such research 
are limited and even those available are not always used. 
The need for nursing/midwifery research was emphasized. 
In a few countries, nurses/midWives participate in 
research in the following areas: 

data collection related to health problems 

evaluation of primary health care programmes 

evaluation of training of community health workers. 
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2.4.3 Objective (c) 

To identify strategies by which nursing/midwifery 
personnel can maximize their involvement in primary 
health care. 

Possible strategies, or directions for action, were 
discussed under the headings of relationships, preparation, 
organization and management. 

(i) Relationships between community and health workers, 
among health workers, and between COmmunity health 
workers and other sectors were considered of major 
importance. 

Aspects of relationships in primary health care 
relevant to all of the above are: 

establish trust, rapport and mutual help 

identify, understand and accept roles and 
functions of community members and professional 
workers 

promote intra- and inter-sectoral cooperation 

focus on the development of community self reliance. 

Some of the ways to establish productive relationships are: 

formal and informal meetings 

combined educational activities 

use of media 

join special-interest groups 

use of specialists in interpersonal relationships. 

(ii) Preparation 

Discussion on preparation for primary health workers 
related to three groups: basic nursing/midwifery students, 
practicing nurses/midwives, and community health workers. 

Major strategies suggested for the basic nursing/ 
midwifery programmes were: 

prepare tutors and field teachers 

integrate concepts of pr1mary health care 
throughout the curriculum 



- 16 -

provide field experience in primary health care. 
This will require the development of primary 
health care in underserved areas and appropriate 
role models in the system. 

utilize interdisciplinary teaching/learning 
si tuations. 

For practicing nurses/midwives, various forms of 
continuing education included: 

rotation to primary health care programmes 

interdisciplinary seminars, workshops on primary 
health care 

refresher courses. 

The community health workers should be: 

selected by the community 

trained by nurses/midwives at the local level for the 
functions that they will undertake 

enabled to participate in the training by receiving 
financial support during this period. 

(iii) Organization and management fell into several sequential 
areas of activity: assessment, decision-making, implementa
tion, and monitoring. 

Strategies for nursing/midwifery involvement in each 
area appear below. 

Community profile (assessment) 

work with community in all aspects of design, 
collection, analys.'s and interpretation of 
cORIIIUnity data 

utilize available data resources 

train community leaders to collect information. 

Decision-making 

act as facilitators, not decision-makers 

where acceptable, be a partner with the community 
to the decision 

, 
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provide needed information 

help the community obtain expert knowledge as needed 

visit other projects with community leaders to 
learn from their experience. 

Implementation 

help the commun1ty determine prior1ties 

provide direct care until local workers are 
prepared for the tasks 

train and supervise the workers 

offer logistic support 

facilitate contacts outside community 

serve as a model for primary health care practice 

facilitate organization of groups for specific 
problems/activities. 

Monitoring 

work with community in identifying needed data 
and developing the monitoring system 

monitor achievement of goals and community satisfaction 

As strong leadership is central to implementing 
change, the participants considered how to strengthen 
nursing/midwifery leadership in government, health 
agencies and nursing/midwifery professional associations. 
The leadership must have the support of the nursing/ 
midwifery population, and draw upon it for programming. 
Points in the discussion were: 

establish/strengthen the nurses' association 

demonstrate professional competence at all levels 

identify and develop potential leaders 

prepare job description for leadership posts 

assure selection of people with appropriate 
preparation for leadership positions 

establish programmes to strengthen leadership skills. 
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2.4.4 Objective (d) 

To consider problems and constraints with respect to the 
effective involvement of nursing/midwifery personnel in primary 
health care and to recommend proposals for their solution. 

Factors limiting nursing/midwifery involvement were 
reviewed in group s,ssions under the headings of: attitudinal, 
political, manpower, educational and legal. Proposals to 
overcome these problems and constraints appear in the section 
on recommendations. The constraints are listed below. 

Attitudinal 

narrow definition of nursing/midwifery by health 
personnel and community 

attitude to limitation by sex for various functions 

reluctance of doctors, nurses to relinquish traditional 
functions to other categories 

r~luctance to accept positions in rural areas 

Political 

lo~ priority often given to health in government budgets 

priority in health resources for curative services 

favouritism in making nursing/midwifery appointments 

low status of nursing at each organizational level 

Manpower 

absolute shortage of appropriate levels of nursing/midwifery 

maldistribution - inadequate and unfilled posts in rural 
areas 

social isolation 

security problems in remote areas 

lack of housing for nursing/midwifery personnel in villages 

lack of material incentives for rural posting 

Eduoational 

lack of adequately prepared teachers for primary health care 

lack of established primary health care programmes for 
field placement 
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lack of collaboration between education and service 
personnel 

limited continuing education programmes 

inadequate budgets 

lack of recognition for continuing education 

nursing/midwifery and medical practice acts 

2.5 Application of nursing/midwifery involvement to specific 
programmes in primary health care 

The principles and guidelines for primary health care and nursing( 
midwifery involvement whioh evolved in previous sessions were applied 
to the local level. The situation given was: rural, underserved 
community with limited auxiliary personnel who are supervised Qy a 
oommunity health nurse. 

A specific problem (pulmonary tuberculosis, under-five malnutrition, 
diarrhoeal disease) (see Annex 8) was assigned to each of the three 
groups. 

The three groups identified the strategies and specific activities 
of nursing/midwifery personnel in relation to the assigned problems. 
Despite the variation in problems among the groups there were strategies/ 
activities identified which were common to all, but with differences in 
their focus or content. 

Strategies/activities common to all problems: 

(1) Develop community self-reliance 

provide support to the community in the community 
health care planning, monitoring and evaluation of 
activities 

facilitate the organization of community groups 
to be involved in specific activities. 

(2) Focus on community/local needs - collect and analyse data 
in order to determine which groups are affected, faotors 
contributing to the problem (e.g. community, knowledge, 
attitudes, practices), resources available for dealing 
with the problem. 



- 20 -

(3) Train and supervise community health workers/volunteers/ 
traditional health practitioners to perform essential 
activities, such as treatment and supervision of 
tuberculosis cases, rehydration of diarrhoeal cases. 

(4) Approach health problems holistically 

plan anel. l.nplement activities which are geared to 
health promotion, prevention and early treatment 
of disease. 

(5) Promote intersectoral and interlevel coordination 
(e.g. agricultural extension workers, teachers, 
hospital staff) 

discuss with them how their activities and 
those of the nurse/midwife contribute to 
improved health and life in the community. 

(6) Provide direct care if community is not yet ready to do it. 

('7) Educate appropriate community groups on the prevention 
and control of specific diseases 

select and train a core group to undertake health 
education activities for specific groups in the 
community. 

conduct health talks/demonstrations 1n the 
home setting, using oommonly available materials. 

oollaborate with teachers in integ~ating content 
on the local health problems into the ourriculum. 

The emphasis on partnership between the community and nursing( 
midwifery personnel was evident in all groups. The diagram below 
illustrates this concept. 
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COfoMJNITY-NURSUIl/MI]lo/IFERY PARTNERSHIP IN 
PRIMARY HEALTH CARE 

Community involvement Nursing/midwifery input 

needs Help community plan self-survey 

SURVEY 

Unease (awareness) ~"I'''I'''-----O> ~rticiPate in discussion 

J ! 
Motivation to action t<~---~~ Encourage 

J ! 
Need for knowledge ~~'-----i> ) Provide facts 

1 
alternatives 

Bring experts 

J 
) Decisions on plan .. (----..:;, Partner to decision 

~ J 
Organize resources "I'''I'----~) Training 
select workers, facilities Logistic support 

Other sectors 

1 J 
Action by community .... '------» Supportive action 

Direct care 1 (technology) if necessary 

Reaction ~~----~) Part~ciPate in developing system 
(Evaluation/Monitoring system) Measure outcome (research) 

Replan '" ) Be lere - Stand back. 
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3. EVAIliATION 

An evaluation form was filled out by the participants before 
the closing session. In all there were 28 respondents and 31 items 
were rated by them on a scale from ~ (very satisfactory) to.2 
(very unsatisfactory). 

Consider1ng only the extreme scores which were defined in the 
questionnaire, there were maximum "very satisfactory" response rates 
of 80% for "summaries of the group reports on the plenary session" 
and of about 1~ for "panel report on the Parang experienoe". A 
min1Jirum "very satisfactory" response rate of 21~ was for "time 
allocated to plenary" and for "time allocated to group meetings". 
However, the "very unsatiilfaotory" response rate for these was only 4~. 

Both in respect of plenary session and of group sessions, 
different items were rated as "very satisfactory" by 21-10~, an 
average of about 52% for plenary session and 43% for group session. 
The only group content area which appeared to be less satisfying 
was the application of pr1mary health care principles to a speoific 
problem (only 31~ gave a "very satisfactory" response). "Usefulness 
for your Job" was oonsidered "very satisfactory" by 50~ of the 
respondents. 

Overall evaluation was that "library" was deemed "very satisfactory" 
by about 33% of the respondents, "general atmosphere" and "organization" 
by about 61% and "referenoe materials" by about 44~. 

The respondents stated that they "liked best" the exchange of 
information (n _ 15) and group work (n .9). 

They "least liked" the group leaderShip (n _ 4) and writing too 
many reports (n ~ 3). 

Suggestions for future workshops included: 
and agenCies (n - 5), conduot workshops earlier 
and send background materials eail1er (n _ 3). 

4. MAJOR RECOMMENDATIONS 

Education 

invite more sectors 
in the year (n _ 4), 

1. Orient government, other professional groups and the 
public to the expanded nursing/midwifery roles. 

2. Integrate primary health care theory and practice in 
educational programmes for all health workers including: 
concepts of health and health care, community development, 
team work, communicat1on, etc. 
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3. Prepare teachers for teaching primary health CAre. 

4. Train community selected health auxiliaries for relevant 
functions at the local level. 

5. Provide continuing education for all levels of involved 
workers. 

6. Expose edu.:a-.;.ors/hospital personnel to primary health 
care programmes. 

Manpower 

1. Review inter-related roles of nursing/midwifery and 
medicine. 

2. Redistribute staff with priority for primary health care. 

3. Provide conditions which will enable nurses/midwives to 
work in isolated underserved areas. 

Implementation 

1. Support and facilitate community in all stages of 
assessing needs. setting priorities, implementing and 
monitoring programmes. 

2. Utilize the existing structure to expand primary health 
care and community development. 

3. Develop primary heUth care projects and personnel to 
serve as models for teaching and service programmes. 

4. Coordinate nursing/midwifery with other sectors. 

5. Encourage hospitals and speoialized clinics to 
strengthen their contribution to primary health care 
by extension services. patient/family education and 
referraL 

Leadership 

1. strengthen nurses'/midwives' top-level positions in 
government and other agencies. Establish and implement 
selection criteria for these appointments. 

2. Establish/strengthen nursing/midwifery associations. 
Unify nursing/midWifery groups within the country. 
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Research 

Ot-her 

1. Systematically assess proJects. 

2. Provide funds for research of nursing/midwifery components 
in primary health care. 

3. Prepare nurses/midwives for participation in research. 

1. Amend or draft nursing/midwifery/medical practice acts, 
which permit nursing/midwifery and auxiliaries to 
fulfil defined roles in primary health care. 

2. Obtain consultation and legal coverage from licensed 
medical and nursing/midwifery professionals. 

1. Stimulate non-governmental organizations to establish 
and evaluate demonstration primary health care projects. 
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ANNEX 2 

OPENING REMARKS OF 
DR H. NAKAJIMA, REGIONAL DIREC'l'OR, WHO/WPRO 

AT THE REGIONAL WORKSHOP ON 
NURSING/MIDWIFERY PERSONNEL IN PRIMARY HEALTH CARE, 

MANILA, 12-18 DECEMBER 1979 

Ladies and Gentlemen: 

The Regional Office for the Western Pacific of the ~orld Health 
Organization organized this Workshop as a part of the global effort 
to improve the health of the people of the world. 

Governments, international and national health agencies, and 
professional associations are concerned about the relatively small 
impact that has been made on global health and the quality of life, in 
spite of tremendous investments of human and material resources. It 
is true that there have been many noteworthy achievements yet the 
major health problems of the world - malnutrition, gastro-intestinal 
and upper respiratory illnesses - remain major killers. Over three 
quarter of the world's population have at best only minimal health 
care, and, in those areas where services are· available, the cost has 
become prohibitive, even for well-established economies. In, addition, 
there is considerable dissatisfaction with the present system of health 
care on the part of both consumers and professionals. 

This is also the situation in our own Region, where a gap exists 
between the planning and the delivery of primary health care. Coordination 
is often inadequate, not'only b~tween the various health professionals 
themselves but also between health and other professionals, whose 
expertise and experience: are vital to the achievement of good health. 
Health care systems as currently provided do not always meet the 
expectations of the people. 
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There is a general agreement about the overemphasis on and 
overuse of curative facilities, particularly hospitals, at the 
expense of the promotion of health and prevention of disease. The 
health care system has fooused on health only in its narrow sense, 
without endeavouring to promote integration with the sooial and 
eoonomic aspects. Eve" more detrimental has been the long tradition 
of control by professionals. The patient has remained passive, 
dependent, with little or no say in deoisions taken in relation to 
the care of his person or his environment. This is an insult to 
human dignity and a deterrent to initiative to foster self-reliance 
and self-improvement. 

The WHO Direotor-General, Dr Mahler has proposed the conoept of 
primary health care as the major strategy for attaining essential 
health care for all by the year 2000. A major conferenoe in 1978 
attended by representatives of governmental as well as non-governmental 
and international organizations culminated in the Declaration of 
Alma-Ata, which outlined the prinoiples and oomponents of the primary 
health care approach. 

This present Workshop will focus on the oontribution of nurses 
and midwives. We believe th~t nurses and midwives have a major role 
to fulfil in primary health care, and we hope that, as a result of 
your deliberations, this role will be clarifIed and promoted. Speoific 
plans for the nursel/midWives' role and their implementatIon will vary 
from country to country, for one of the basic tenets of primary health 
care is flexibility to meet local situations. 

In most of your countrIes, some steps have already been taken to 
introduce or strengthen primary health care while the results to date 
show great promise, we must be patient for true community involvement 
and development take time. Although the needs are urgent, and it is 
time for action, and not only words, we must also realize that well
founded action takes time. We have 20 years until the year 2000, and 
that is time enough if we make primary health care development our 
priority, starting now. 

We are very fortunate to have Dr Rebecoa Bergman as the Workshop 
Director and Professor Julita Yabes as the Temporary Adviser. Both 
Dr Bergman and Professor Yabes have had considerable experienoe 1n 
community health and health manpower development and are members of 
the WHO Expert Advisory Panel on Nursing. 

I wish you fruitful and stimulating discussions, which will pave 
the way for concrete recommendations and commitments for the promotion 
of primary health care in our Region in the area of nursing and midwifery. 
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AGENDA 

Registrat10n 

Opening Ceremony: 

Opening Address by Regional Director, 
Dr Hiroshi Nakajima 

Self-introduction by participants 

Election of Cha1rman and Vice-Chairman 

Remarks by Workshop Director, 
Dr Rebecca Bergman 

Announcements 

Tea 

Plenary Session 

Orientation to tfte Workshop - Programme & Process 

Adoption of the Agenda 

Aspects of Health and NUrsing Systems 

Discussion 

Lunch 

Group Session I: What is Primary Health Care? 

Tea 
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Thursday, 13 December 

8:30 a.m. 

10:00 a.m. 

10:30 a.m. 

11:30 a.m. 

1<::30 a.m. 

1:30 p.m. 

5:30 p.m • 

.. 'rictay, 1'1 December 

c:30 a.m. 

10:00 a.m. 

10:30 a.m. 
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Group Reports and Summary 

Tea 

Field Experience in Primary Health Care: 

(1) Film strip: Healthier Living Through 
Communi ty Effort 

(2) Panel Presentation: The Parang Experience 

Discussion on Field Experiences in Primary 
Health Care 

wnch 

Group Session II: 

(1) Consideration of problems and needs which 
can best be alleviated through a primary 
bealth care approach. 

(2) Exchange of information on the extent 

Tea 

to which nursing/midwifery personnel are 
currently involved in primary health care 
activities. 

Group Session III: 

(1) Identification of strategies by which 
nursing/midwifery personnel can maximize 
tbeir involvement in primary healtb care. 

(2) Consideration Qf problems and constraints 
to the effective involvement of nursing,! 
midwifery personnel in primary health 
care and recommend proposals for their 
solutions. 

Tea 

Group Sessions (continued) 
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ll.Inch 

Group Sessions (continued) 

Tea 

Continued Group Sessions as required 

Preparation of materials for group reports 

Group Reports of Sessions II and III 

Tea 

Group Reports of Sessions II and III 
Summary 

ll.Inch 

Group Session IV: Application of nurses/ 
midwives involvement to specific programmes 
in primary health care 

Tea 

Group Reports of Session IV 

Summary 

Tea 

Group Reports of Session IV (continued) 

Group Session V: Individual Plan of Action 

ll.Inch 

Plenary Session 

Group Reports of Session V 

Closing Session 

Summary 

Closing Remarks: Dr Hiroshi Nakajima, 
Regional Director 
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GUIDELINES FOR GROUP WORK 

General Information 

As the members of this Workshop are the major resource for providing 
infcrmation, generating ideas snd formulating recommendations - most of 
the available time has been allocated to small group work. The group 
deliberations and recommendations will be presented to all participants 
in plenary sessions for further discussion and summary. It is hoped that 
the WorkshOp will generate operational guidelines and recommendations, 
which will serve ss a basis for furthering the nurses'/midwives' 
contribution to primary health care in your countries. In addition to 
the group contributions, it would be very valuable if each participant 
would outline her/his individual plans for long and short-term action. 
You are requested to keep in mind during all the sessions the need to 
formulate general recommendations and your individual plans 80 that they 
can be the product of the total interaction of the Workshop. 

Group organi~ation 

A chairman has been designated for each group. It is suggested 
that this person serve in this capacity for all the group sessions. 

Rapporteurs 

Group recording is of great importance, as it is the basis for the 
group oral reports to the plenary and the written reports to the 
secretariat. It is recommended that two rapporteurs, a national 
participant and a WHO nurse undertake this task. In order to lighten 
this considerable burden, the rapporteur function could rotate among 
the group members. 

Group Liaison 

At the first group seSSion, the group is requested to select a 
member to serve on the steering committee, to whom she/he will bring 
suggestions and requests of the group. The steering committee will 
meet everyday at 3:30 p.m. 
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Process 

At the first meeting on any group session, members should be 
selected to fill the fur.ctions of rapporteur for that session. The group 
should review the objectives and do an interim and a final summary for 
the session. 

Group reports 

The group reports should be completed as soon as possible after the 
group session. It should contain only: main points of the discussion, 
conclusions, recommendations (if applicable). It is requested that the 
written report be given to the Workshop Director as soon as possible. 

The oral report will be presented in plenary by a group member (s). 
Audio-visual aids are available on request. 

The length of the oral reports are noted below in relation to each 
group session. 

~S~e~s~6~i~o~n~I~T~0~p~i~c~: __ =W~h=a~t~i~s~P~r~i=ma~ry,-~H=e:a~l~th~C~a~re~? - (12 December, 1:30 
3:00 p.m.) 

p.m. 

There are many different interpretations of "primary health care". 
In order to have a common understanding. our working definition should 
be the product of all our ideas and experiences. Therefore, the aim of 
this group session is to put together group thinking which will then be 
shared with the other groups. A summary of these group reports will 
serve as the basis for the subsequent group discussions. 

The follOWing questions may help direct the discussion: 

(1) What are the main reasons for the development of primary 
heal th care? 

(2) What are the major areas of concern in primary health 
care? ( e. g., safe water supply, treatmm t of COlIIDon 
illnesses, agricultural food production) 

0) How c .•.• the community participate in primary health 
care? 

(4) Who is directly involved in the delivery of pwimary 
health care? 
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(5) What kind of support should primary health care get 
from other parts of the health care system? 

(6) What sectors other than health are involved in 
primary health care? 

(7) How is primary health care different from the present 
system of basic health care services? 

Length of group report in plenary: 15 minutes. 

Sessions Il & III (13 December, 1:30 p.m. - 3:00 p.m. to 14 December, 
8:00 a.m. - 3:00 p.m.) 

The four objectives of the Workshop have been grouped together for 
yo~ discussions. It was felt that objectives (a) and (b) will provide 
the data from your countries on which you can develop the strategies 
(objective (e» and identify the constraints and recommend solutions 
for nursing/midwifery involvement in primary health care (objective (d». 

If you feel the need to meet with the other groups midway in this 
I-I/2-day session, please notify the steering committee. 

Questions relating to each objective appear below: 

Objective (a) 

"to consider those problems and needs which can best be alleviated 
through a primary health care approach." 

(1) What are the major problems in your country? 

(2) What are the major health problems? 

(3) Which of these problems do you think would be 
alleviated through the primary health care approach? 
Please give your reasons. 

Objective (b) 

"to exchange information on the extent to which nursing/midwifery 
personnel are currently involved in primary health care activities." 

In this discussion, please differentiate between primary health 
care programmes (see definition of primary health care programmes in 
your folder) and primary health care activities which may be one or 
more components of a primary health care programme. 

(I) What primary health care activities do you have in your 
country? 
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(2) What is the involvement of nursing/midwifery in primary 
health care at the national, intermediary and local 
levels? 

(3) What is the contribution of nursing education programmes 
in primary health care? 

(4) How can the contribution of nurSing/midwifery in hospitals 
or specialized clinics influence primary health care? 

(5) What is the contribution of nursing/midwifery in research 
and programme development in primary health care? 

Objective (c) 

"to identify strategies by which nurSing/midwifery personnel can 
maximize their involvement in primary health care." 

The iollowing questions relate to nurSing/midwifery in administrative/ 
supervisory positions, nurse/midwife educators, nurses/midwives working 
in community health services. 

1. Relationships 

1.1 How can nurses/midwives collaborate with colleagues in the health 
field to introduce/develop primary health care? 

1.2 How can nurses/midwives establish cooperative relationships with 
sectors other than health? 

1.3 How can nurses/midwives promote involvement of the community in 
all aspects of primary health care? 

<. Preparation 

2.1 How can nurses/midwives be prepared most effectively for their 
role and involvement in primary health care? 

2.2 What are the best ways to prepare auxiliary workers and volunteers 
for the delivery of essential health care at the community level? 

3. Organization and management (community and nurses/midwives 
collaboration) 

3.1 How can the needed basic information (community profile) be obtained? 

3.2 How can nurses/midwives strengthen the decision making process in 
the community for the primary health care programme? 

3.3 How can the nurses/midwives support the community in implementing 
primary health care? 
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3.4 How can nurses/midwives help the community develop a simple 
monitoring system to determine the relevance of primary health 
care to community needs? 

As the status of the nursing leadership in government, health 
agencies, and th~ ~rofessional association has an impact on the 
ability of nurses/midwives to contribute to primary health care, 
you are requested to consider to question.4. 

4. How can the nursing leadership be strengthened? 

Objective (d) 

"to consider probl_ and constraints to the effective involvement 
of nursing/midwifery personnel in primary health care and recaa.end 
proposals for their solutions." 

What problems/constraints exist in your country in the following 
and/or additional areas? What are your proposals for their solutions? 

(1) Attitudinal probleas or constraints 

(2) Political probl .... or constraints 

(3) Manpower problems or constraints 

(4) Educational prob1eas or constraints 

(5) Legal problems or constraints 

In your report of group sessions II and III, please show the 
relationship betWeen the four objectives: problems, present situation, 
desired strategies, constrainta and your recamaendations. 

Length of group report in plenary: one hour. 

Session IV TopiC: Application of Nursing/Midwifery involvement to 
s ecific ro reames in rima health care -

17 Deceab.r, 1:30 p.m. - 3:00 p.m. 

In the past three days you bave clarified your understanding of 
primary health care, heard about experiences,in other countries, and 
discussed in depth how the nursing/midwifery role in priaary health care 
can be developed in your countries. Will you now please apply this 
knowledge to the specific problem listed for your group. You may wish 
to consider what nursing/midwifery can do at the local level. (Relate 
your discussions to a rural, underserved comDUnity in which the specific 
problem is significant. There is limited auxiliary personnel supervised 
by a community health nurse.) 



The problem areas are: 

For Group A: Pulmonary Tuberculosis 

For Group B: Under Five Malnutrition 

For Group C: Diarrhoeal Disease 

Length of report in plenary: 30 minutes. 

Session V Topic: Individual Plan for Action (18 December, 
10:30 a.m. - 12:30 p.m.) 

Each of you has been thinking about how you can contribute to 
primary health care when you return home. We hope you have prepared a 
list of abort and long term actions that you plan to undertake. 

In chi. session, please share your plans with ocher members of your 
group. Summarize the main aapects of your plana for the plenary report. 

Leave a copy of your proposed plan with the secretariat so that va 
can summarize your ideas for the Workshop report. 

Length of group report in plenary: 10 minutes. 
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THIRTIETH WORLD HEALTH ASSEMBLY 

THE ROLE OF NURSINGjMI~IFERY PERSONNEL IN 
PRIMARY HEALTH CARE TEAMS 

The Thirtieth World Health Assembly, 

ANNEX 5 

19 May 1977 

Bearing in mind resolution WHA28.88 on the development of prtmary health care; 

Reaffirming the main principles contained in resolution WHA29.72 on health manpower 
development; 

Having examined the Report of the Director-General on the Work of WHO in 1976, and noting 
particularly the expressed priority to be given to the rapid balanced increase in the numbers 
of health perso.mel and to the strengthening of facilities for this purpose; 

COnsidering that comprehensive primary health care services involve not only treatment of 
the ill but also and more so the pre/entlon.of disease as well a8 the promotion and maintenance 
of health. 

Con5iderin~ that nursing/midwifery personnel as part of the health team have provided and 
continue to provide the greater part of health care in most health systemsj 

ConSidering that many Member States already have a sizeable pool of nursing/midwifery 
per-sonnel possessing the necessary managerial, supervisory and teaching skills from which may 
be drawn teachers and supervisors of prtmary health care workersj 

Considering that most of the prUDary health services particularly in developing countries 
are in the field of maternal and child health care and family planning in which different 
categories of nursing/midwifery personnel have traditionally been the pr~ry sources of such 
serVices, under the general supervision of qualified physicians; 

Considering that, within the range of nursing/midwifer; skill. and knowledge should be 
the ability to plan and organize with individuals and communities health care including 
vaccination programmes as well as aspects of seif-care enabling them to become self-reliant; 
and 

Recognizing that there are many alternatives that may be considered in the development of 
primary health care workers; one cost-effective alternative would be the red~finition and 
restructuring of nursing/midwifery roles and functions in relation to those of other members 
of the health team, in order to optimize their contribution to primary health care, including 
the implementation of prograJllDe~ for iDlDunization of babies and infants; 
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1. RECOMMENDS that Member States: 

(a) undertake a comprehensive review of the roles and functions of the different types 
of personnel including nursing/midwifery personnel within the context of national health 
programmes, particularly the aspects relating to health teams in pr~ary health care to 
achieve a satisfactory balance; 

(b) redress the imbalance in the production and utilization of different types of health 
manpower in auch a way that a more rational increase is effected in the supply of the 
different types of nursing/midwifery personnel to be developed in harmony with that ot 
the other categories of health manpower to respond to the pressing needs of primary health 
care including vaccinations programmes; 

(c) utilize more effectively existing nursing/midwifery personnel by involving lhem, 
together with the repre8entatives of other categories of health manpower, in the plannin~ 
and management of prtmary health care and vaccination programmes and as teachers and 
supervisors of primary health care ~orkers. 

2. REQUESTS the Director-General: 

(a) to cooperate with Keaber States in redefining and restructuring the roles and 
functions of the different categories of nursing/midwifery personnel in the health teams 
so that they can meet, in an interdisciplinary approach, the needs of communities for 
primary health care a8 part of total community development; 

(b) to intensify efforts to develop retraining and continulng education programmes for 
nursing/midwifery personnel consistent with the redefined and restructured roles and 
functions of the different members of the health teams; 

(c) to provide nursing/midwifery personnel with the opportunities to develop th~ skill. 
required to participate effectively in a multidisciplinary approach to the planning, 
management and execution of primary health care and vaccination prograumes.; 

(d) t,o promote the further development of appropriate technologies, studies, research 
and exper~entationj 

(e) to re-examine and 1£ necessary, develop within the structure of WHO the mechanisms 
through which the planning and implementation of such technical cooperation may be ~[fCCLI.'LI 
with Member States; and 

(f) to report on the progress made to a future World Health Assembly. 

Fourteenth plenary meeting, 19 May 1977 
A30/VR/14 

• 
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This definition of Primary Health Care Programmes was accepted by 
the Regional Conference on Primary Health Care held in Manila from 
21 to 24 November 1977. 

DUrN! nON OF PRIMARY HEALTH CARE PROGRAMMES 

"A Primary Health Care progralllDe is an intimately linked group 

of activities, closely and effectively coordinated with the social, 

economic and related health services to help individuals, families 

and cOlIIDunities deal with the many-sided problems of living, in 

particular with health problems. The programme is part of a 

responsible and accountable health service system. It recognizes 

and gives form to the dynamic and reciprocal interaction necessary 

between health and socio-economic factors; between the provider and 

the consumer, promoting personal and community responsibility and 

involvement in their own health care. Primary Health Care stresses 

the importance of health promotion and development, increasing the 

capability of individuals, families and communities to live a healthy 

life, without overemphasizing treatment of disease." 
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EXTENDINr. HEALTH CARE THROUGH THE UTILIZATION OF 
NURSING/MlIJiIT FERY PERSONNEL 

by 

Rebecca Bergman, R.N., E.D. 
Professor of Nursing 

Tel-Aviv University, Israel 

ANNEX 7 
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The concept of primary health care (PIIC) is hot new. It Is being 
practised in many of your countries within the village system. What is 
new is its recognition and promotion by major international agencies 
as the optimal method of "attainment by all peoples of the world by 
the year 2000 of a level of health that wil~~_permit them to lead a 
socially and economically productive life". (11 PHC is valid for both 
rural and urban populations; for developed and developing countries; for 
those with sufficient and those with a shortage of health manpower. The 
pattern of PHC may vary from society to society, but the basic purpose is 
to ensure "essential health care --- made universally accessible to 
individuals and families in the community - through their full partiCipation 
and at a cost that the cODJJIUnityand country can afford."(I) 

PHC requires input at national, regional and local levels. It 
affects and is affected by community needs, values and resources. It 
must be perceived and organized within the broader context of total com
munity development. 

This interrelationship is illustrated in Figure 1. 

Figure 1. Interrelationship of factors in community development 

------------ ---------
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Nursing/midwifery roles 

Wi thin this framewor:., nursing/midwifery (NIM) personnel are the 
major resource of health care providers. The nature of PRC is in harmony 
with N/M philosophy and education, which focus on prevention as well as 
care, psycho-social and physical needs, education and emotional support 
to develop self-relianc~and espouse the principles of interdisciplinary 
cooperation and continuity of care. As stated by Lambertsen (1958): 

"nursing is a dynamic, therapeutic and educative 
process in meeting the health needs of society ••• 
assisting individuals and/or families to achieve 
a desirable degree of self-d1rectt~Q for health, 
depending upon their potential". _I 

In many countries, community NVM staff function according to the 
above definition. Nurses employed in hospitals and curative clinics often 
operate wIthin a narrower scope, probably because of their proximity to 
the doctor and the hierarchy (of nursing supervision. PRC requires that 
N/M staff fully implement their accepted and legitimized roles, and 
in addition expand into new areas. 

A WHO Expert Committee on Community Health Nursing (1974) reached 
the conclusion that the nurse of the future should be the main provider 
of primary health care. The Committee stated: 

"Perhaps the most dramatic change in the roles and 
functions of community health nurses will be seen 
in the additional diagnostic and therapeutic 
responsibilities required of them ••• These include 
examining the sick and disabled, determining the 
source of the problems presented, and treating 
acute conditions as well as the major prevalent 
diseases in the community." (~) 

Expanded roles were studied by a CQrnmlttee appointed by the Secretary 
of Health, Education and Welfare, USA.(ll The Committee found that nurses 
were presently responsible for many aspects of extended practice, and had 
the potential to do much more in primary, acute and long-term care. The 
functions for which nurses have the potential, but have not yet undertaken, 
include: 

,. Routine assessment of health status. 

Institution of care during normal pregnancies and 
normal deliveries, provision of family planning 
services, and supervision of health care of normal 
children. 

• 
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Management of care for selected patients within 
protocols mutually agreed upon by nursing and 
medical personnel, including prescribing and 
providing care and making referrals as appropriate. 

Conducting community clinics for case finding 
and screening for health problems. 

Assessing community needs in long-term care. 

Assuming continuing responsibility for patients 
and families." 

N/M roles and the supply of health manpower 

N/M personnel work closely with physicians and other health professionals, 
auxiliary personnel* and with the community (well or s1ck individuals, families, 
and groups). They fill roles in three areas:. planning/policy making; 
supervision and teaching; direct care. The scope and nature of their 
responsibilit~es vary in different settings and are influenced to a large 
degree by the supply of physicians and qualified ~M staff. If there is 
a shortage of doctors, N/M staff make more independent decisions and expand 
their activities in diagnosis and treatment. If the supply is adequate, 
doctors will usually wish to retain those tasks which they traditionally 
perform even though N/M staff could carry them out safely and effectively. 

The above statements of roles and relationships apply to the three 
major levels of care - primary, secondary and tertiary. As PAC is the 
desired broad base of the health care system spd should meet the majority 
of needs, discussion will be limited to this aspect. 

The diagram below shows the possible scope of activities and 
relationships for the three major occupational groups in PAC in societies 
with an ample supply or scarCity of MOs and ~ personnel. 

Policy 
Planning 

Ample supply 

SUperviSion 
Teaching 

/ / Major function 

~ L1m1ted function 

I1!!B' Minimal function 

scarcity 

Direct 

1 Shared function 

*Includes traditional birth attendants and healera. 
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In both situations the MD and N/M staff share major functions in 
policy making and planning. Teaching and supervision are a shared major 
function in the "ample" sJ~uation, but when personnel are scarce, medicine 
limits this role and auxiliaries move in as a Junior partner. N/M staff 
give direct care as a major function when qualified personnel are available, 
but move into a back-up role to the auxiliary when there is a scarcity. 

The overall role of N/M personnel in countries of scarcity includes: 
evaluating community health needs, planning programmes and recruiting, 
teaching, guiding and supervising auxiliaries of various levels and 
traditional healers for provision of direct health care. 

We also find an expanded role in some countries with sufficient 
health manpower. For example in the United States, there is a strong 
"nurse prac:itioner" movement, where nurses work independently or in 
partnershir with a doctor to pr9vtde comprehensive care for children, 
long-term patients or families.\2) 

N/M and the purposes of PHC 

Figue 2 illustrates the relationships between supply of qualified 
personnel ~nd occupational roles. Clearly, scarcity of personnel is a 
factor in furthering better utilization of N/M personnel, but an 
adequate supply should not be a reason for limiting N/M activities. The 
concept of PHC is designed to meet three major purposes: 

1. provide care in underserved areas; 

2. promote quality of care i.e. development'of self reliance, 
integration of curative/preventive, accessible services, 
etc; 

3. cost-containment of health services. 

The extension of N/M functions answers all three purposes. 

1. N/M staff are in greater supply than physicians. Over 
the years they have demonstrated their readiness to work 
in isolated areas and with unpopular societal groups. 

2. N/M staff belong to generalist, grass-roots profeSSions, 
and fit into the pattern of overall care for a community 
better than other health personnel. They are more 
accepting of and accepted by communities. Studies have 
shown that they fill a PHC role proficient~y and that they 
are well received by their clients.(~)' (2) 
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3. In relation to cost-containment, education of N/M staff 
takes fewer years and is less costly than preparation 
of physicians. Their salaries are lower, and they 
tend to use e~p&nsive technology and hos~italization 
more judiciously. Thus cost containment can be achieved 
wi thout lowering quality. The burdening cost of health 
care is a serious problem in even the richest countries. 

Thearguments presented above show that N/M personnel can and should 
be the major health care providers in PHC in both developed and developing 
countries. The fact that this is often not the case may be due to vested 
interests, the public and self-image of N/M staff, the level of N/M 
education, etc. One of the first steps is to stimulate awareness of the 
N/M potential among political and professional policy-makers. Only then 
will the educational and organizational resources be made available to 
prepare them for the expanded tasks and to give them legal authority to 
carry out these functions. 

Content of N/M roles in PHC 

Let us now examine how N/M personnel can best serve communities 
within a PHC system in the tasks of planning and policy making; supervision 
and teaching; and provision of direct care. All of these activities must 
be coordinated with other sectors and involve the clients. 

Planning and policy-making activities at the national level would require 
N/M staff to: 

(1) study national and regional stat1stics and trends in 
order to learn health needs; 

(2) learn the political, finLncial, legal constraints 
related to N/M functions and PHC; 

(3) assemble personnel and community representatives from 
different areas to learn their perceptions of needs 
and goals; 

(4) set up a "think tank" of experts to review such data 
and to suggest strategies for meeting needs and goals; 

(5) develop guidelines with alternatives for the N/M 
component in PHC for various types of communities; 
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(6) develop protocols for different levels of N/M practice; 

(7) prepare curricula and guidelines for educational 
programmes ~basic, post-basic and continuing) for 
N/M personnel and auxiliary workers; . 

(8) set up and supervise central or regional educational 
programmes. 

Planning and policy activities at the local level would require 
N/M staff to: 

(1) initiate, coordinate or participate in study of local 
communities; 

(2) involve local committee in the self-assessment of needs, 
resources, values, goals; 

(3) gather hard data nn standards of living, vital statistics, 
morbidity; 

(4) assess local resources of manpower, facilities, finance; 

(5) conduct a manpower survey to include trained personnel, 
local healers, volunteers, potential candidates for 
training; 

(6) together with local committee, health and other sectio • .al 
workers, develop a plan for PRC with alternatives to 
include goals, specific objectives, operational aspects, 
evaluation measures; 

(7) develop Job descriptions and protocols for the various 
workers which specify responsibilities and limits of 
tasks. 

Supervision activities are a major aspect of N/M functions in PRC. 
The supervision process is envisaged as a support from on~ level to the 
next with all levels drawing on community involvement. 

• 
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Figure 3. NIH supervision process in PHC 
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NIH staff would be required to: 

(1) work with the cOllllllUIlity conmittee and health personnel on 
the implementation and ongoing adjustment of the PHC 
programme; 

(2) work with NIH, other personnel and volunteers as they carry 
out the programme: 

be available for consultation; 

participate in regular NlM practice frOm time to 
time together with personnel to gauge the quality 
of the care; 

take on care in complex situations if necessary. 

(3) set up and follow-up on a referral system; 

(4) evaluate personnel and volunteer functioning and take 
appropriate action; 

(5) counsel personnel 'and assist with problems; 

(6) organize media for mutual sharing and evaluation of personnel 
through group discusaion of cases, problems, etc; 

(7) evaluate process and outcome of programmes, and introduce 
change if indicated. 
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to: 
In the field of educational activities, N/M staff would be required 

(1) prepare and conduct orientation or reeducation for 
available H/M personnel, auxiliaries and volunteers; 

(2) recruit and refer candidates for central/regional 
education programmes; 

(3) recruit and train new volunteers; 

(4) organize and conduct courses for single or multipurpoae 
auxiliaries (This may be in a comprehensive programme or 
a series of separate learning blocks); 

(5) provide continuing education opportunities; 

(6) participate in community education programmes through 
the use of mass media, community meetings, small groups 
and individual teaching; 

(7) teach personnel and volunteers strategies and content 
for community health education. 

Direct care activities carried.OIlt by·the,.N,.lM would cover'the 
following: 

(1) family planning, including provision of services; 

(2) health supervision during pregnancy; 

(3) normal deliveries, care of mother and baby; 

(4) health supervision of growth and development of children; 

(5) immunizations; 

(6) routine checks of at-risk groups (industry, aged, etc.); 

(7) screening for specific conditions; 

(8) continued care ot long-term conditions; 

(9) diagnosis and treatment of common conditions; 

(10) emergency care; 

(11) socio-economic assessment, guidance and/or referral; 

(12) assessment of environment with intervention as needed. 

• 
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Research activities are essential for PHC planning. They would 
require NVM staff to: 

(1) gather and report statistics and other r~quested data; 

(2) observe. record and analyse specific incidents as 
well as trends; 

(3) evaluate the process and product of aspects of the 
progranme. 

N/M education for PHC 

N/M personnel must have appropriate basic and continuing eduoation 
in order to carry out the roles which they need to fill in PHC. 

The World Health Expert CODIIIittee (1974) proposed that a basic 
educational programme to prepare NVM staff to deliver anq/or supervise 
PHC would be based upon: 

"(1) a curriculum that is people-or1ented not 1nst1tution
centred and that emphasizes health rather than 
disease •••• 

(2) a reversal in traditional nursing education. starting 
wi th heal thy families in their soc1al and COIIIIIIWl1 ty 
life. moving to the development of disease. disability 
and social dysfunction. and so to treatment. cure 
and rehabilit«tlon; 

'(3) the participation of students and faculty in community 
health --- through working with the community in 
planning and providing health care. ---

(4) opportunities for students to understand community 
life. its manner of functioning. and the effects 
of this on health or illness wi thin the population ... " f§.) 

Continuing education progr8lllllleS may 'take many forms but all must 
have both theory and practice components. Some 111&1' focUs on a specific 
area such as paediatrics; others can be general ,in nature. Some of the 
current programmes are in the form of insety1'oe, education; some are 
6-12 month certificate courses; others require study at the master's 
level. Continuing education has the potential to prepare ,JIIanY nurses 
for broader functions in a relatively IIhort, period of time. 
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Major content areas to be included in continuing education are: 
physical assessment, primary diagnoSiS and treatment of common conditions; 
community diagnosis and planning; health economics; government and law. 
As far as possible, these p'ogr8lllDes should be interdisciplinary, since 
a crucial element of the expanding role is coordination and collegial 
relationships with other professions. 

Other aspects 

Items that have to be considered in expanding Jl/M roles are: 

(1) Legal aspect.S: N/M staff should not be expected to oarry 
out functions such as diagnosiS, treatment or finanoial 
accounting if they do not have legal authority to do so. 
'lbis requires study of the laws ot the country, and 
~emanding new laws or changes in the present law if needed. 

(2) Remuneration. Material rewards for N/M staff in PHC should 
be commensurate with the required extended education, 
additional responsibil1ties and expanded scope ot involve
ment. 'lbe remuneration of auxiliaries and traditional 
healers needs to be determined in oonjunotion with that 
set for qualified N/M staff. 

(3) Channels of authority. As PHC N/M staff undertake more 
independent decision-making, it is essential that clear 
lines of COmmunication, stipulation of limitations in 
practice, and agreed-upon protoools be worked out and 
followed. 

Directions for change 

What oan be done by N/M personnel to promote their contribution 
to community health through PIle? First. their potential must be 
evaluated. 'lbe International Council of NUrses (leN) presented a 
position statement at Alma-Ata (Appendix A). While unequivocally 
supporting the N/M role in PIIC, their leaders point out that some ot 
their attitudes to the community and other workers must be changed; 
they must tnemselves assume the responsibility to develop and implement 
their role. 

ICN also took a second step to forward PHC. In Septelllber/October 
1979. a workshop on PIIC will be held in Kenya sponsored by leN and WHO. 
It w111 be attended by leaders from 88 national nurses associations 
as well as by other N/M staff. Its main purpose will be to determine 
how a nursing association can best oontribute to PHC. 

• 

, 

• 



• 

• 

- 61. ;.. 

Annex 7 oont'd. 

The two ICN actions are at the international professional level. 
Their conclusions must be studied in the light of the situation in 
each country. then a plan for action IllUst be developed to inolude the 
following: 

prepare a model suited to the speoific country for 
the utllization of N/M staff in PHC; 

see what exists that can be bullt upon; 

determine what additional educational programmes 
are needed for N/M in PHC; 

consider the organizational changes that would 
promote PRC; 

identify the decision makers and other groups with 
whom it is necessary to work; 

with other sectors, develop a plan for action; 

implement the PRC plan on an experimental basis, if 
possible as an extension or improvement of an existing 
programme; 

evaluate and adapt the plan as indicated; 

. expand the services in cooperation with other groups. 

PRC demands the cooperative efforts of ~ forces. N/M personnel 
must be a partner in all aspects, but especially take the initiative 
for developing and implementing the N/M component. This is their 
commitment as professionals and as citizens. 

SUMMARY 

This paper has endeavoured to place the role of N/M personnel in 
PHC in perspective with the overall progr_e and the relatiOnships with 
other sectors and occupations. It has reviewed the major tasks of N/M 
staff in national and local planning and policy making, supervision, 
teaching, direct care and research. N/M education in relation to PRe 
and other aspects has been briefly diSCUSSed • 
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AJBmIX A 

THE CONTRIBUTION OF NURSING TO PRIMARY HEALTH CARE 

Statement by the International Council of Nurses 
At the WHO CEF Primary Health Care Conference, 

Alma Ata, USSR, -. 12 September 1978 

Heal th care is both a basic human right and a personal responsiblli ty. 
This means that each country must make provision for a health care system 
which will reach the whole population, will reflect the cultural patterns, 
will respond to the people's needs, and will be provided at a price which 
the country can afford. It means also that each individual must accept, 
within his capacity and knowledge, responsibility for his own health, as 
well as that of his family and his community. 

In many countries, the health care which has been available has 
been given without adequate facilities; without the necessary referral 
links to other health and social services; and isolated from the social, 
economic and political activities in the community which contribute to 
the overall development of society. 

Primary health care (PRC) as proposed by WHO,/UNICEF is one way of 
providing direction for all to make their contribution to the promotion 
and maintenance of health. This is the context in which the contribution 
of nursing must be examined. 

It is recognized that nursing personnel· have given, and continue to 
give, the greater part of health care in most health care systems. Nurses 
provide care themselves and use their skills to teach the people, 
particularly mothers, and to teach and supervise other categories of 
health workers. Thus nursing is already structured to provide health 
teaching and supervision. To function effectively in a PRC programme 
however, nurses (along with other health personnel) must themselves adopt 
a change in attitude with regard to the contribution which can be made 
by the following groups: 

people in the community: nurses should cooperate in 
mobilizing social will, promoting self-care and giving 
health information to individuals and families; 

other workers in the health team: nurses should be 
willing to share knowledge with colleagues, and pass 
on knowledge and skills to auxiliary personnel; 
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other workers iD the social and economic sectors: 
nurses should recognize the contribution they make 
to health and be willing to cooperate with them in 
PRC activities. 

The International Council of Nurses (ICN) representing nurses 
throughout the world, supports the present WHO/UNICEF concept of PRC. 
In so doing, ICN affirms the commitment of nurses to effect changes in 
nursing education, practice and management which are conducive to the 
implementation of PRC. 

lCN recognizes that to effect the necessary changes in the 
nursing contribution, nurses must continue to influence governments 
in their own countries to take the following action: 

review the role of nursing personnel in the context 
of the PRC approach within the national health 
services, and the overall development of the country; 

develop a health manpower system which is relevant 
to the country and its needs; 

review legal instruments which protect the public and 
health personnel; 

involve nurses in the policy-making, planning and 
management at national and local level; 

utilize nurses as teachers and supervisors in PHC 
activities; 

utilize suitably prepared nurses in PRC research and 
as project planners/participants when planning, 
implementing and evaluating PRC programmes. 

ICN declares its intent to cooperate, at international level, with 
governmental and non-governmental organizations, and at national level 
with its member associations, in making PRC an effective reality. 
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ANNEX 8 

APPLICATION OF NURSING/MIDWIFERY INVOLVEMENT IN 
DIARRHOEAL DISEASES 

Situation: Diarrhoeal diseases is a significant problem in a rural, 
underserved community; there is a limited number of 
auxiliary workers supervised by a Community health nurse. 

Objective: To minimize morbidity and mortality from diarrhoeal diseases 
in the community. 

Area 

Data collection and 
analysis 

Planning 

Nursing/midwifery Aotion 

Prepare report on the extent of diarrhoeal 
diseases in community (e.g. number, age 
groups and areas affected, seasonal distri
bution). Discuss above with the community 
and explore: why problem exists; action 
needed to know more about the problem 
(e.g. survey on water and food, sanitation, 
garbage and waste disposal); collection and 
analysis of data from survey. 

Participate with community, other sectors 
and members of health team in: 

- determining services needed, t~sed on 
survey data (e.g. health education of 
groups, such as mothers, food-handlers, 
school population; short-term in-patient 
care at local level and transportation for 
selected cases, distribution system for 
drugs used in rehydration/treatment; 
construction and monitoring of use of 
latrines; protection/disinfection of 
water sources; sanitary disposal of 
garbage)* 

*Recognizing the pressing need for action in this sector, the 
1976 United Nations Conference on Human Settlements (Habitat) urged 
that priority be given to the provision of safe water supply and 
sanitation for all by the year 1990. This recommendation Was endorsed 
in March 1977 by the United Nations Water Conference, which proposed that 
the decade 1981-1990 be designated as the International Drinking Water 
Supply and Sanitation Decade. This was approved by the United Nations 
General Assembly in its thirty-second regular session. 
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Implementing 
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Nursing/midwifery Action 

identifying activities needed to carrY 
out above services (organizing group 
classes, working with teachers in the 
integration of environmental sanitation 
and personal hygiene in curriculum). 

determining resources (manpower, logistics, 
funda) required to carry out activities 
(e.g. selection of indiViduals/«roups to: 
undertake/ass,1st in health education 
activities; serve as distribution points for 
drugs; monitor/report cases to appropriate 
level; enforcement of ordinances); 

delineating fUnctions/tasks of all 
involved; 

determining the type and amount of 
support the commUnity can provide. 

ProY1desupport to the community by: 

training and supervision of auxiliary 
health workers/volunteers/"core" groups 
for the various activities; 

providing d1rect care to referred cases; 

coordinating with appropriate community 
groups/sectors (e.g. sanitarian, teachers, 
hospital staff). 

Participate with community in: developing 
a simple monitoring system; analys1s and 
interpretation of data; evaluation of 
outcomes. 

, 
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, 
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FINAL BVAWATION OF THE WORKSHOP 
DIS'l'RIllJTION OF RBSPONSBS 

Distributionot re -,0· 
N 

ANNEX 9 

Percent 

Workshop 
IVery very very very 
satis- unsatis- satis- unsatis-

components tactory tactory tactory tactory 

1 2 ~ 4 '5 

Plenary sessions 

Orientation to the 
workshop 12 6 7 1 1 44.4 3.7 

Paper on aspects ot 
health and nursing 16 2 4 2 0 66.7 

Film strip (Indonesia 13 9 3 0 0 52.0 

Panel presentation 
(Parang) 16 4 3 0 0 69.6 

Group reports 

Session I 10 9 4 1 0 41.7 

Sessions II & III 14 7 5 0 0 53.8 

Session IV 12 8 6 1 0 44.4 

Session V 9 6 4 0 0 47.4 

Discussions in plenary 8 13 4 0 0 32.0 

Summaries in plenary 20 5 0 0 0 80.0 

Time allocation 7 9 8 1 1 26.9 3.8 

Physical tacilities 15 6 1 0 0 68.2 

Group sessions 

Session I - What is 
primary health care? 15 5 5 1 0 57.7 
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Distribution of responses Percent 

Workshop Very Very Very Very 

components satis- unsatis- satis- unsatis-
factory factory factory factory 

1 2 3 4 5 

2.2 Session II 

- Problems and 
needs 13 11 3 1 0 46.4 

- Current involve-
ment of nurses/ 
midwives in 
primary health care 10 10 0 0 0 50.0 

2.3 Session III 

- Strategies 9 8 6 1 0 37·5 

- Constraints/ 
recommendations 10 9 7 1 0 37.0 

2.4 Session IV 

" 

- Application to • 
a specific problem 10 8 5 3 1 37.0 3·7 

2.5 Session V 

- Individual plan of 
action 9 11 4 0 0 37.5 

2.6 Group interaction 8 11 5 1 0 32.0 

2.7 Group size 11 9 6 0 0 42.3 
I 

2.8 Group composition 12 9 5 2 0 42.9 

2·9 Time allocation 7 8 9 1 1 26.9 3.8 

2.10 Physical facilities 17 3 5 0 0 68.0 
• 

2.11 Secretariat 
assistance 19 6 2 0 0 70.4 
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Distribution of responses 
Very 

Workshop satis-
components factory 

1 

Overall evaluation 

General atmosphere 17 

Duration 12 

Organization 17 

IJ.brary 6 

Reference materials 10 

UsefUl for your work 12 

What did you llke bast about 
the workshop? 

2 

9 

12 

8 

9 

10 

8 

Exchange of infol'lD&tion (n - 15) 

Group discussions (n - 9) 

Very 
unsatis-
faotory 

3 4 5 

2 0 0 

1 1 0 

2 1 0 

3 0 0 

3 0 0 

4 0 0 

5. What did you 11ke j:.tii.* 

Weak grOUp leadership (n - 4) 

Too many reports (n - 3) 

6. Recommendations for fUture workshops: 

Invite more sectors and asencies (n - 5) 

Conduct workshops earlier in the year (n - 4) 

Send background materials earlier (n - 3) 
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Peroent 
Very Very 
satis- unsatis-
faotory . faotory 

60.7 

46.2 

60.7 

33·3 

43.5 

50.0 
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