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1. SUMMARY 

The Workshop participants reviewed the progress achieved in the 
development and implementation of primary health Care in their home 
countries since the first Regional Conference on Primary Health Care held 
in Manila in 1977. Progress has been evident in all countries but has not 
proceeded at the same rate. In some countries, primary health care 
programmes have been established and have moved from the pilot project 
stage toward full national implementation. In other countries, although 
the concept of primary health care has been accepted, implementation has 
proceeded much more slowly and has not yet progressed even to the stage of 
a full pilot project. 

The participants identified a number of major problem areas in the 
implementation and development of primary health care, which need to be 
overcome if development is to proceed successfully. 

A political commitment at all levels is essential in the 
implementation of primary health care. At the top level of executive 
authority within the country, the explicitly stated commitment to primary 
health care provides the necessary legislative support and stimulates 
further action. However, the commitment needs to be present and active at 
all levels of the social and political organization as well as in the 
health and health-related sectors. 

The commitment of the community has to be ensured, otherwise 
implementation of primary health care programmes is not possible. 
Community involvement and participation in the identification and solution 
of their health problems are extremely difficult to achieve. In some 
countries, this is an entirely new concept and there is considerable 
resistance among the community towards it. The problem is aggravated at 
the community level by associated difficulties in achieving intersectoral 
coordination. However, the participants received considerable 
encouragement from their discussions on this matter with their colleagues 
and during the field trip had an opportunity to see projects in which 
community initiation and participation are evident. 

Intersectoral coordination has proved to be a problem and all 
countries represented have experienced difficulties. The participants 
identified these difficulties as a major impediment to the development of 
primary health care and considered it essential that feasible 
administratLve mechanisms to encourage and support intersectoral 
coordination at all levels be set up. Such supportive mechanisms should be 
created in accordance with the pattern of social and political 
administration in the country concerned. 

Changes in the pattern of most common diseases and in health needs in 
general together with the rapidly rising cost of medical care have become 
apparent in all countries. These changes require modification of the 
system of delivery of health services and in many health-related sectors. 
Major decisions are required but there is generally inadequate information 
to define the problem accurately and thus facilitate informed 
decision-making. The participants identified the lack of relevant and 
usable information as a major defect which is evident both in the health 
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field and in health-related fields. The participants considered that high 
priority should be given to the creation of feasible information systems 
capable of enabling health problems to be accurately identified, appropriate 
actions to be clarified, and fully effective and efficient programme 
implementation and evaluation to occur. Such information systems are a top 
priority within the health field but are not required in the health field 
alone. There needs to be an intersectoral element in these information 
systems which would render them effective at all levels of the social and 
political organization. Such information systems should be integrated, as 
the creation of separate and unrelated information systems will only lead 
to a perpetuation of present problems. The participants urged that this 
matter receive urgent attention. 

The participants noted the efforts being made in some countries 
towards the integration of the various sections within the health sector. 
They considered that this should include non-government bodies and the 
private sector, if the full resources of the country are to be utilized. 
This poses considerable problems, but the matter is of high priority. 

The effective integration of health services and the delivery of a 
relevant and coordinated services to the community require informed and 
dedicated staff. It is important for these staff to be fully oriented and 
motivated in their work. Orientation and continuing education programmes 
are of the utmost importance. It is also necessary for a number of changes 
to be made in the initial training of medical and health staff. Not all 
the current medical curricula are relevant to the work that staff will be 
required to do and the full participation of the academic sector in the 
solution of this matter is necessary. In the implementation of primary 
health care programmes, staff frequently work in isolated areas and in 
small numbers, or on their own. It is important, therefore, that their 
morale be maintained by an adequate supportive infrastructur.. This is a 
matter of considerable importance in the organization of basic health 
services and primary health care activities. 

Although the participants identified a number of major problems which 
are at present proving extremely difficult to overcome, they were confident 
that progress will be made. They found the workshop of considerable 
assistance in helping them to clarify a number of their problems by 
enabling them to share their experiences of primary health care development 
with their colleagues in other countries. Participants considered that it 
is essential to maintain the momentum of primary health Care development 
and formulated a number of suggestions directed toward that end. 

2. INTRODUCTION 

The Workshop was organized by the World Health Organization Regional 
Office for the Western Pacific for those from the participating countries 
who have had practical experience in primary health care and who are 
currently responsible for the implementation of primary health care. 
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The working language of the Workshop was English. 

3. OBJECTIVES 

The objectives of the Workshop were; 

(1) to exchange experiences in the implementation of primary health 
care, including identification of COmmon and specific constraints 
encountered in the courSe of implementation; 

(2) to discuss plans for further development of primary health care, 
including steps that may need to be taken to overcome identified 
constraints; 

(3) based on the experience gained, to identify ways of; 

strengthening existing health care systems to support primary 
health care; 

establishing intersectoral coordination to support primary 
health care; 

establishing monitoring and evaluation systems to support 
primary health care. 

4. ORGANIZATION 

]he Workshop first met in plenary session for the welcome speech by 
the ~ional Director. Following this, it elected a Chairman, 
Vice-Chairman and Rapporteur and continued in plenary session to hear the 
country reports which were presented by the participants. 

The second day of the Workshop was devoted to a field visit to 
Nueva Ecija. 

On the third day, the participants met in plenary session to consider 
and discuss experiences in primary health care development. As part of an 
introduction to the subject, two short case study reports were given of 
experiences in Panda can , Metro Manila, and Tacloban, Leyte in the 
Philippines. The participants went on to discuss problem identification 
initially iu plenary session and then divided into groups to consider the 
matter in greater detail. 
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On the fourth day, part1c1pants began in plenary session to consider 
specific environmental health aspects of primary health care and then went 
on to consider realignment of the health system to meet current health 
problems. The discussion was continued in the working groups. 

The fifth day was devoted to consideration of the future development 
of primary health care and to specific proposals. The participants began 
their deliberation in plenary session and then continued a more detailed 
discussion in the working groups. The working session in the afternoon was 
preceded by a plenary session devoted to a discussion of critical issues in 
the future development of primary health care. 

On the final day, participants discussed, amended and approved the 
draft of the final report. The Workshop was formally closed by the speech 
from the Regional Director. 

The Steering Committee met throughout the Workshop to advise the 
Secretariat on progress. This enabled the Workshop discussion to be 
oriented towards the objective in a progressive and sequential manner. The 
Steering committee consisted of the Workshop Chairman, Vice-Chairman and 
Rapporteur, the Chairmen and Repporteurs of the working groups, the 
Consultant, Temporary Adviser and members of the Secretariat. 

5. REPORT 

5.1 General 

The Workshop participants noted that, in the 1977 Regional Conference 
on Primary Health Care, discussions centered on whether or not the primary 
health care concept is a relevant and practical solution to the health 
problems of mankind in general, and to the population of the Western 
Pacific Region in particular. Since 1977 there has been a general 
international acceptance of primary health care and, by the end of 1982 all 
the countries represented at the Workshop have made some progress in the 
development of primary health care activities and in the implementation of 
the primary health care concept. The question now, therefore, is not 
whether to accept and develop primary health care but to address the major 
issues on how to develop it. 

The participants welcomed the opportunity to meet together to discuss 
past progress, present problems and the future improvement and expansion of 
primary health care. 

Different countries have concentrated on different aspects of primary 
health care, according to their own particular circumstances. The 
participants emphasized that there must be an evolutionary approach to the 
development of primary health care. Primary health care activities 
therefore, must be instituted in such a way as to be responsive to the 
needs of the people, to the administrative and social structure of the 
country concerned, and to progressive changes in health status. 
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5.2 Past changes and present problems 

Participants discussed the main changes in health problems that have 
occured in the last. five years. The incidence of communicable diseases has 
considerably decreased and although these are still important causes of 
morbidity and mortality, the proportion of deaths from infectious diseases 
has considerably decreased. The expanded programme on immunization is 
being implemented in all countries represented and has already had 
considerable success. Although in some areas complete implementation of 
the programme has not yet been achieved, progress to this end is being 
rapidly made. 

With the decrease in communicable diseases as the leading causes of 
disease and death, there has been a related increase in the proportion of 
noncommunicable diseases. Cancer, cardiovascular disease and accidents 
have now become notable health problems in almost all countries. The 
increasing complexity of social organization in many communities has given 
rise to considerable changes in the spectrum of disease. Urbanization and 
industrialization of rural areas and the too rapid growth of established 
urban centres have added an additional burden to the health care system and 
to related sectors. The solution of urban health problems has become a 
matter of urgency in many areas. 

Child health care has considerably improved and infant mortality rates 
are falling. The diarrhoeal disease control programme, in particular, has 
had a considerable effect on the health of the young children and mortality 
and morbidity from diarrhoeal disease have been considerably reduced. The 
participants took particular note of the diarrhoeal disease control 
programme and considered this to be an excellent example of the application 
of appropriate technology, which has achieved success not only through the 
appropriateness of the technology but also through community involvement 
and participation. 

A number of countries have made considerable progress in the 
development of agricultural programmes and although ill health related to 
inadequate or inappropriate nutrition is still evident, there have been 
considerable improvements in this field. However, in some countries, the 
change from a subsistence system of agriculture towards a cash economy has 
demonstrated associated disadvantages. Farming communities have tended to 
sell almost all their produce and then have to rely on buying tinned or 
packaged food. This is often imported and not necessarily of appropriate 
nutritional content. The importance of simultaneous development of 
agricultural and community nutrition programmes was emphasized. Problems 
associated with the transportation of food into urban areas provide an 
example of a health-related problem where the solution lies almost entirely 
outside the health sector. Attention also needs to be given to the storsge 
of food under appropriate conditions to avoid loss and contamination during 
storage. 

In all countries represented, the coverage and effectiveness of basic 
health service provision have been considerably improved. Some basic 
health services are now available to almost all communities and methods of 
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referral to secondary and tertiary care have been developed. There is now 
an increased awareness of the need for health care amongst the people and 
this has led to an increased for a demand for services. This demand, 
particularly in urban areas, is not always related to need and results in 
inappropriate use of secondary and tertiary care systems. 

Considerable social changes has occured in many commun1t1es. The 
urbanization and industrialization of urban areas and the migration of 
population from rural to urban areas have had considerable implications in 
many sectors. The social diseases of crime, alcoholism, drug abuse and 
venereal diseases and the rise in traffic accidents present considerable 
problems. The participants considered that these problems would not be 
amenable to remedial influence by one sector alone: the involvement and 
participation of communities in the solution of these problems is 
absolutely vital. Thus primary health care, because of its emphasis on 
community involvement and participation and on the intersectoral approach, 
can provide a solution to these new and otherwise intractable problems. 

Maternal and child welfare services continue to be of considerable 
importance in most areas and in many instances these services are linked 
with family planning. Population growth in many countries is still 
considered to be too high and the extension of the family planning 
programme through community involvement and awareness is increasingly 
attaining success in the family planning programmes. The participants 
considered the integration of maternal and child welfare programmes within 
the overall development of primary health care and in the development of 
integrated health services to be of considerable importance. 

The participants took note of the integration of a number of vertical 
programmes within the overall management and provision of health services 
in some countries. The participants considered the existence of vertical 
programmes aimed at specific diseases to be necessary where these diseases 
or health problems are of major importance. However, vertical programmes 
sometimes cause considerable problems with regard to intra- and 
intersectoral coordination. It is necessary, therefore, that such 
programmes do not continue beyond the point at which they are required. 

5.3 Problem identification 

Almost all of the information on health problems and on the health 
status of communities comes from the health sector. This has given rise to 
deficiencies in the identification of problems with an intersectoral 
basis. In addition, information from the health sector is incomplete as it 
is based mainly on mortality data and on the utilization of existing 
services. Although such information might be generally applicable to those 
making use of health services, the health problems of communities in 
general has not been well defined. The deficiency remains in spite of 
some improvements in the collection of health information. Although 
current information on mortality and on the utilization of services is 
somewhat more accurate than in 1977, there remains a general deficiency in 
the identification of the health problems of the community. Only in a 
small number of areas and in a minority of countries have community surveys 
been made. 
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Participants noted that health services are not always provided by the 
public sector in a manner and at a time that is appropriate to the users of 
such services. A considerable proportion of the community do not make use 
of public sector health services and a higher proportion utilize them only 
in times of emergency. There is a major deficiency in the utilization of 
health services for health promotion and health maintenance and the need 
for this activity is inadequately reflected in most health statistics. 
Participants considered that there is a need to develop the collection of 
health data at the family and community level to be used for family and 
community education, to plan and implement health services at the community 
level, and to provide sufficient information for planning directed towards 
the rational use of resources at district, regional and country levels. 

Community involvement in the identification of problems is still not 
as effective as it ought to be. Although in most countries there is some 
degree of community involvement, community involvement in problem 
identification is not as well developed as it needs to be for the 
successful implementation of primary health care programmes. The 
participants considered that appropriate development of community 
involvement in problem identification is urgently required. 

5.4 Individual and community responsibility 

The responsibility of the individual and of the community with regard 
to their own health care cannot be overemphasized. Primary health care 
cannot be implemented effectively if the individual and family remain 
unaware of their own responsibility for the improvement and maintenance of 
their own health. The responsibility of governments for the health care of 
their own people must be complemented by the role played by individuals, 
family and community. The resulting partnership can schieve the goal of 
health for all, whereas such a goal is not achievable by the endeavours of 
one element of the partnership alone. 

Self-care is an important component in the development of primary 
health care and if the full benefits are to be achieved in this matter, 
appropriate community education is vital. The schools can play an 
important role in this by including the basic knowledge necessary for 
effective self-care in their curriculum. 

Inappropriate ~se of resources in the curative sector has resulted ~n 
adequate attention being paid to the prevention of disease and to the 
maintenance of health. In addition, the development of high technology 
medicine consumes an increasing proportion of the health budget, while the 
application of such technology is being made to a decreasing proportion of 
the community. The appropriate and equitable use of resources is of 
increasing importance, particularly in the present world economic 
situation. Additional resources are not available for health development 
and the interdependence of health and socio-economic development needs 
constant re-emphasis. In some countries, methods of development are active 
impediments to the development of community responsibility in many sectors, 
including that of health. Handouts and grants tend to perpetuate the 
donor/recipient attitude of communities and greatly hinder the develoPment 
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of their initiative. Government and other sectors' support of community 
programmes is seen to be vital but it was equally important that this 
support be properly coordinated with community initiative. Failure to 
develop adequate community involvement and participation in all sectors 
could prevent the effective development of primary health care. 

With the development of community involvement and participation, there 
must be an appropriate development of intersectoral coordination at the 
community level. Communities are often perplexed and overburdened by a 
multiplicity of visits, suggestions and exhortations from different 
sectors. This confusion at the community level acts as a serious barrier 
to the development of community involvement. 

It is at all times vital that the community be properly and adequately 
involved in the decision-making process and will be unwilling to actively 
participate if its efforts are ignored. 

The development of community participation requires logistical support 
at a higher level. Participants took note of the value of an explicitly 
stated political commitment to the development of community involvement and 
participation in the many sectors involved in the development of primary 
health care. Although no administrative system or governmental directive 
would necessarily create in communities willingness to participate and be 
involved in their own health care, nevertheless, adequate encouragement and 
support from the top levels of government organization could facilitate 
community progress in this matter. 

Another vital ingredient of community involvement is the education and 
orientation of the community and its leaders through community educational 
programmes. Primary health care is care for the people by the people and 
its successful implementation depends on the quality, in terms of knowledge 
and dedication, of individual members of the community. It is important 
that this fact be realized. 

For many individuals, families and communities, health is merely a 
matter of the treatment of disease. It is thus essential that the concepts 
and practice of preventive health behaviour become an important component 
of community education. However, the community's concern with disease and 
its treatment can provide an opportunity to attract its interest, attention 
and confidence, thus providing an important point of initial contact. It 
is essential to deal with the immediate concerns and pre-occupations of the 
community before implementing programmes of community education and 
development. 

The development of appropriate educational and re-orientation 
programmes in the concept and application of primary health care must occur 
at all levels. At the community level, these programmes must include the 
community and community leaders, the community health worker. and community 
workers in uther sectors. Educational programmes need to be developed for 
those at district, provincial and central levels of administration and 
there is an urgent need to develop the intersectoral elements of 
reorientation programmes, particularly at these levels. 
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5.5 High risk groups of the population 

Certain groups of the community are at particular risk of an impaired 
health status. This includes the rural and urban poor where particularly 
the lack of a potable water supply and excreta and waste disposal 
facilities give rise to considerable problems. Migrant groups of the 
population are in general poor utilizers of health services and this group 
needs to be identified in terms of size and location. The very young and 
the very old are also in particular need and the increased hazards of 
present day living are of particular importance to this group. 

The needs of these special groups of the population must be 
identified. The traditional methods of defining the health status of 
communities tend to ignore these special groups and thus their needs tend 
to be unrecognized. 

5.6 Environmental health and primary health care development 

The participants considered the relationships between environmental 
health and primary health care and discussed a number of specific issues 
arising from these. They took note of the present position with regard to 
water supply and environmental sanitation in the Region and observed that 
much has been achieved in the past five years. However, there are still 
many communities without a safe drinking water supply and lacking in 
environmental sanitation facilities. 

In some places, provision of environmental sanitation facilities has 
not been inLegrated with other programmes and the non-use of such 
facilities creates some notable health problems. In many countries, 
pollution of existing water supplies with herbicides, pesticides and 
nitrogenous fertilizers has become a major problem. The demands made on 
the water supply by developing industries have been well documented and in 
urban areas. The increased demand for water has outrun the construction of 
supply facilities. As the demand increases, so water has to be supplied 
over increasing distances and the cost of urban water supplies and 
provision of environmental sanitation and refuse disposal rises rapidly. 
This. imposes particular problems at the time of general economic 
recession. Industrial pollution of natural water courses in urban areas is 
particularly serious. 

There is an increasing need for environmental protection measures as 
in many countries environmental control does not keeping pace with 
increasing pollution. 

Many sectors are involved in environmental health matters. Water 
supply, housing, sanitation, refuse disposal, control of pollution, 
regulation of toxic industrial processes and drainage are among the many 
matters not generally under the control of the health sector. However, 
participants emphasized the close relationship between the basic health of 
communities and environmental health in all its many aspects. This linkage 
should be exploited in developing a coordinated intersectoral approach. 
The primary health care approach in the coordination of health and 
environmental services is considered to be vital. 
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5.7 Realignment of health services 

Health services have generally developed in a fragmentary manner. In 
many health systems, there is a separation between medical care and health 
maintenance and prevention of disease; primary medical care and hospital 
care are provided without adequate communication between staff in these two 
sectors, and the public, private and voluntary sectors of health care 
provision operate along independent and unrelated paths. The creation of 
vertical programmes aimed at single diseases or disease groups has been 
matched at the tertiary level by the formation of highly specialized and 
disease-specific institutions. The tendency towards increasing separation 
of the many parts of the health care system has resulted in duplication of 
services, in inappropriate service utilization and in a lack of development 
appropriate to the actual health needs of the community. Adaptation to 
change in health needs is deficient. All these have led to an inefficient 
use of resources and ineffectiveness in terms of utility, equity and 
cost-benefit. Considerable changes must therefore be made in the health 
care system so that it becomes responsive to current needs. 

The participants considered that these changes should be made through 
a process of realigning the existing system rather than of imposing a 
totally new system. The former would be adaptive to change whereas the 
latter would in time re-create those problems it had attempted to solve. 

Realignment must be implemented in a manner appropriate to each 
particular country and health service system. However, there would in all 
cases need to be appropriate legislation to give political authority for 
change and to provide the initial impetus for integrated change. 

The separation between health care and medical care (prevention and 
treatment) needs to be abolished and this can only be effective through 
appropriate changes in the initial medical and nursing education, and in 
further specialized education and training, and through re-orientation. 
Those workiug outside the hospital need to understand the processes and 
problems of hospital care and, similarly, those working in hospitals need 
to be aware of the particular problems associated with care in the 
community. Communication between these two groups of health workers needs 
to be considerably improved as much of the lack of understanding is due to 
poor communication. 

It was considered that health service administration should reflect 
the essential unity of health and medical care and that separate systems of 
control and administration are undesirable. 

Changes are needed in the education of doctors, nurses and other 
health staff so that their attention is focused not only on the delivery of 
a particular health technology but on the needs and aspirations of 
commun1t1es. To be successful, such education requires a practical as well 
as a theoretical component. If integrated health services are to be 
successful, then all staff working in them need to be aware of the specific 
health needs of the communities they serve and also need to be able to work 
together with their colleagues in other branches of the health service as 
well as with those working in other sectors. 
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Many aspects of the current tra1n1ng of medical and health manpower 
constitute an impediment to the development of an appropriate health care 
delivery system. The production of highly specialized health staff is 
associated with the loss of many such staff through migration to other 
countries while there is also a loss of staff from less attractive areas to 
more attractive parts of the same country, perpetuating the imbalance 
between rural and urban medical manpower. 

The continuance of inappropriate high technology has led to an 
increase in the expectation of the communities toward inappropriate demands 
for health care and this has also decreased the effectiveness of the health 
services. 

Realignment of the health care system must be accompanied by 
appropriate changes in the education and training of medical and health 
manpower. Medical education, in particular, must be reoriented towards the 
development of appropriate technology to meet health needs and the delivery 
of that technology to all communities, effectively and efficiently and at 
an affordable cost. 

Changes in the methods of budget allocation and in other ways of 
meeting the cost of health services are also required. However participants 
noted that in almost every country, it has proved increasingly difficult to 
divert resources from hospital care to community care. In addition, at 
times of economic depression, it is easier to cut services in the community 
than services based on large institutions. It will, therefore, be 
necessary to take care that the integration of health services does not 
result in a reduction of available reSOurces for the development of primary 
health care. 

The private sector 

The private and non-governmental health sectors pose particular 
problems in relation to the integration of health services and the 
achievement of an adequate level of medical care for all the communities. 
Participants were very much aware of the difficulties of achieving 
satisfactory coordination of the activities of the private health sector 
with those of the state provided services. However, cooperation with the 
private sec~or and the coordination of their services are essential. The 
only alternative to this is to disregard the private sector completely and 
this is neither logical nor appropriate. The participants urged that this 
matter receive particular attention and that an exchange of information on 
this matter be encouraged between the countries in the Region. 

The participants recommended that projects be established to study 
methods of coordinating the activities of the public and private sectors 
and that these pilot projects be well evaluated and well documented. 

Second class care 

A particular problem was identified by the participants relating to an 
increasingly common accusation that primary health care involves the 
delivery of second class care. This accusation is being made by some 
physicians in the private sector but is not confined to this group. Some 
public sector medical staff in hospitals have also made this criticism and 
it has been heard from staff in other sectors. 
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Such criticisms are in part due to the undoubted achievements of 
primary health care, but it needs to be appreciated that the emphasis made 
in primary health care programmes on the expansion of the roles of many 
health staff has led to some misunderstandings and feelings of insecurity 
among other health staff. It should be emphasized that the primary health 
care approach is also directed towards the provision of the best type of 
health care - best, that is, in terms of the most appropriate care being 
available to all communities. 

"Appropriate technology" has come to mean, for some, the development 
of a technology whose main criterion was its cheapness rather than its 
effectiveness. It is necessary to ensure that the term "appropriate 
technology" is understood as being the technology for the best, universal 
and most appropriate solution available in terms of coverage and cost 
effectiveness. 

It is important to utilize and involve the skills of secondary and 
tertiary care physicians and surgeons in the public and private sectors ~n 
determining the best approach to solving specific medical and health 
problems. This will not necessarily meet all criticisms but it will 
provide an opportunity to critics of primary health care to propose 
modifications directed towards the improvement of the health services and 
will also serve as part of a reorientation process. 

5.8 Information systems and evaluation 

The participants considered that the development of evaluation 
mechanisms for realigned and integrated health services needs urgent 
attention. Traditional methods of data collection tend to involve the 
collection of as much data as possible at the local level and the 
transmission of such data in an increasing amount upwards through the 
system. This shows a lack of appreciation of the fundamental use of health 
information. Information should be used and if it is not used, it should 
be collected. Just as the attention of the health system is directed 
towards the point of delivery of health care, so the focus of the health 
information system should be directed also towards the delivery point. 
Staff engaged in the delivery of care need to be supplied with, and 
encouraged to use appropriate information to improve and extend their 
services. Transmission of information to other parts of the system for 
management purposes should involve only that part of the health information 
which is relevant for management. 

The peripheral use of information is vital if the effectiveness and 
efficiency of health care delivery are to be assessed. Participants urged 
that attention should be given to the establishment of appropriate 
information systems applicable to primary health care evaluation in the 
setting of an integrated health care system. 

The education of staff in the appropriate and proper use of 
information should be an important focus, particularly in in-service 
training programmes. 
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Participants considered that international cooperation in the 
development and evaluation of appropriate health information systems would 
be most valuable. The lack of proper health information is a major 
impediment to the development of satisfactory health care delivery systems 
and the further development of primary health care. Participants strongly 
requested that WHO consider the holding of a workshop on this subject in 
the near future. 

Information for the proper development of primary health care 
programmes needs to be shared appropriately between their sectors. At the 
same time, this sharing process should not involve the production of 
excessive amounts of information, resulting in its neglect and non-use. As 
well as the development of health information systems, it is necessary also 
to develop appropriate information systems for intersectoral coordination. 
This is an almost entirely undeveloped area and the participants 
recommended that attention should be given to this matter through the 
institution of appropriate pilot schemes, training workshops and other 
methods of education and reorientation. 

5.9 Critical issues 

The participants identified a number of critical issues which, in 
their opinion, represent considerable impediments at the present time to 
the successful development of primary health care. 

(a) Because of the increasing cost of secondary and tertiary medical 
care, the proportion of the health budget devoted to these areas is 
increasing. This has resulted in a diminution in the resources 
available in terms of both cash and manpower for primary health care 
development. 

(b) The role of the hospital in primary health care needs 
evaluation. It was considered that the hospital has a valuable role 
to play but that a workable definition of this role has not been 
made. There is a need for health service research in this area. 

(c) Participants identified the promotion of intersectoral 
coordination as a matter which is posing considerable problems. Such 
coordination needs to be initiated at all levels and, in addition, 
needs to be seen to be effective and productive by those taking part. 
Although the details of the problem vary according to different 
countries, there is, nevertheless, a general and considerable 
difficulty with regard to this matter. 

(d) In order to initiate primary health care development successfully 
and to ensure the appropriate allocation of resources, there is a need 
to convince the political leadership of the community of the validity 
of the primary health care concept. This can only be approached 
effectively within a particular country and in a manner which conforms 
to its political, social and economic structure. 

(e) There is a need for decisions to be made at a high political 
level in the allocation of resources, the acceptance of intersectoral 
coordination and the integration of all health and medical services. 
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These are largely political considerations. The participants 
consid~red it essential that such decisions be made on the basis of 
sound and accurate information. At the moment, such information lS 
often lacking and the health information system needs to be 
strengthened so that it will be able to supply information which is ln 
the proper form to facilitate political decision-making. 

(f) The information system should include a lay reporting element as 
this is considered to be an important method of making health 
information relevant. 

(g) A health services research programme is necessary for, among 
other things, the precise identification of underserved areas, whether 
these are in a rural or urban environment. 

(h) Primary health care development must utilize existing political 
and social institutions and be in conformity with the pattern of 
development in the country. Only by approaching primary health care 
development in this way will the political decisions be made which are 
necessary for the acceptance of the primary health care concept at the 
highest level of government. 

(i) Intrasectoral coordination is necessary so that there can be a 
proper balance between horizontal and vertical programmes. The 
integration of health and medical care requires motivated and informed 
staff and, therefore, there is a considerable need for the 
introduction of relevant reorientation and continuing educational 
programmes for all levels of staff. The amount of training and 
continuing education required is generally greater than that which can 
be provided and the most fruitful approach will be through a process 
of training the trainers. This approach is also applicable in 
community education. 

(j) The participants considered that community development programmes 
are a vital part of primary health care and that these should be 
encouraged and supported as much as possible. As such developmental 
programmes are initiated and controlled by other sectors, it is 
necessary to have an effective dialogue at the planning and 
implementation levels. 

(k) There are considerable untapped resources in the community: 
individuals in the community frequentlY possess skills which would be 
most valuable in the development of primary health care. It is 
essential that this resource be fully utilized. 

5.10 Follow-up activities 

The participants considered that it is essential to accelerate the 
development of primary health care. To this end, the following specific 
suggestions were formulated: 

(a) National and regional primary health care orientation workshops 
should be held for those outside the health sectors. It is suggested 
that this involve policy makers at high administrative levels, 
including those involved in resource allocation. 
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(b) Study tours should be organized for those working in primary 
health care implementation and planning in order to study methods used 
in other countries. 

(c) A review of progress in primary health care implementation should 
be made every two years in countries in the Western Pacific Region and 
the information obtained should be collated and made available to 
those in the health and health-related sectors. 

(d) lntrasectoral coordination should be improved as a matter of 
priority; this should include the private sector and non-governmental 
agencies. 

(e) lntersectoral coordination should be sought through the early 
formation of suitable administrative arrangements -at all levels. Such 
arrangements must conform to the pattern of social organi.ation within 
the country. 

(f) Suitable information systems should be established to enable 
problems to be accurately identified. These information systems must 
enable an evaluation to be made of the effectiveness and efficiency of 
the health system and of primary health care development in all its 
aspects. To this end, the establishment of relevant indicators for 
the evaluation of primary health care must be urgently sought. 

(g) The principles of primary health care should form part of the 
normal school curriculum. 

(h) Intercountry cooperation should be encouraged to enable countries 
with similar problems or situations to exchange staff for periods 
sufficiently long to enable methods and problems to be studied in 
depth. 

(i) A suitable educational method for initial training, reorientation 
and continuing in-service training should be developed to facilitate 
all aspects of primary health care development and information on 
these training methods and course material should be made generally 
available. These educational programmes should be developed for 
community leaders, health sector staff and staff in health-related 
sectors, and an intersectoral element should be included. 

(j) Manpower training problems specific to primary health care lend 
themselves very well to the TCDC approach. 

(k) A further extensive review of primary health care in the Region 
should be made in five years' time, and should include both urban and 
rural areas. 

(1) Medical education should include a theoretical and practical 
examination of the primary health care concept. As not all countries 
train their own medical personnel, it is necessary for intercountry 
coordination to occur. It was suggested that WHO would have a 
valuable facilitating role in this matter. 

(m) The specific problem of health manpower planning and p~ovision in 
primary health care should be a matter for urgent study. 
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6. POSTSCRIPT 

In the closing session, the participants considered the overall 
achievements of the Workshop in terms of its stated objectives (see 
section 3). 

Participants were particularly aware of the constraints of time: the 
matters to be discussed were wide-ranging but time was always limited. 
However, within this constraint, it was considered that the objectives were 
generally aChieved. The participants welcomed the opportunity to exchange 
experiences in primary health care development; this was a considerable 
encouragement in what was at times a difficult task. A number of critical 
issues were identified and there was the opportunity to discuss these in 
depth. 

The field trip to Nueva Ecija was most successful, and provided the 
participants with an opportunity to see aspects of primary health care 
development and to discuss these on the spot with staff and communities 
involved. This crystallized the objectives of the Workshop and ensured 
that the discussions in the plenary sessions and working groups were 
concentrated on real and practical issues. 

The participants expressed their gratitude to the World Health 
Organization for the opportunity to meet together to consider primary 
health care development. They also extended their warmest appreciation to 
the medical and health staff, the community leaders and to the communities 
in Nueva Ecija who were so welcoming on the occasion of the field visit. 
The participants also expressed their best wishes to the people of 
Nueva Ecija for the future development of primary health care. 



CHINA 

MALAYSIA 

PAPUA NEW GUINEA 

PHILIPPINES 

- 17 -

LIST OF PARTICIPANTS 

1. PARTICIPANTS 

Dr Chen Feng Chun 
Deputy Division Chief 
Bureau of Planning and Finance 
Ministry of Public Health 
Beijing 

Professor Zhu Ao Kong 
Anhui Medical College 
Anhui Province 

Mr Ding Guan Quan 
Bureau of Foreign Affairs 
Ministry of Public Health 
Beijing 

Dr Mohd Taha Bin Ariff 
Health Officer, 3rd Division 
Sibu, Sarawak 

Dr Tuan Ramlah Bt Tuan Muda 

ANNEX 1 

Health Officer (Maternal and Child Health) 
General Hospital 
Kuantan, Pahang 

Dr Thomas Mundri 
Assistant Secretary 
Division of Health 
Kanus Province 

Mr Poliap Kutan 
Assistant Secretary 
Division of Primary Industry 
Manus Province 

Mrs Maria K. Ramos 
Regional Nursing Supervisor 
Regional Health Office No. 1 
Ministry of Health 
San Fernando, La Union 

Dr Castor Ricana 
PHC Coordinator 
Regional Health Office No. 7 
Ministry of Health 
Cebu City 



Annex 1 

REPUBLIC OF KOREA 

TRUST TERRITORY OF THE 
PACIFIC ISLANDS 

VIET NAM 

- 18 -

Dr Gloria de Vera 
PHC Coordinator 
Regional Health Office No. 5 
Legaspi City 

Dr Kim Chung Tai 
Chief, Project Development 
Korea Institute for Population 
and Health 
Seoul ---

Dr Sohn Myong Sei 
Director, Kanghwa Health Centre 
Kyunggi Province 

Mr Fermin Sakisat 
Assistant Public Health Administrator 
Public Health Service 
Commonwealth of the Northern Marianas 
Saipan, CM96950 

Dr Masao Kumangai 
Chief, Division of Public Health 
Bureau of Health Services 
P.o. Box 39 
~, Palau, W.I. Is. 96949 

Mr Youser Anson 
Community Development Specialist 
Ponape State Government 
Ponape 

Mrs Judy Otto 
Chief Health Planner 
Saipan 

Dr Nguyen Huu Hong 
Deputy Director, Health Division 
Socio-Economic Committee 
Ministerls Council 

Dr Dang Van Khoat 
Lecturer, Department of Hygiene 
Organization and Management 
Public Health School 



UNITED NATIONS CHILDREN'S 
EMERGENCY FUND 

- 19 -

2. REPRESENTATIVE 

Ms Bituin Gonzales 
Programme Planning Officer 
P.O. Box 7429 ADC 
Pasay City 
Philippines 

3. OBSERVER 

Dr E. Suva 
City Health Department 
City Hall 
Manila 

4. CONSULTANT 

Dr J.S. Dodge 

Annex l 

Specialist in Community Medicine 
Warwickshire Health Information Unit 
South Warwickshire Health Authority 
Westgate House 
Market Street 
Warwick, CV34 4DE 
United Kingdom 

5. TEMPORARY ADVISER 

Dr A. Banzon 
PHC National Coordinator 
Ministry of Health 
San Lazaro Compound 
Sta. Cruz 
Manila 

6. SECRETARIAT 

Dr W. P. Chang 
Regional Adviser in Health 
Manpower Development 
WHO Regional Office for the 
Western Pacific 
P.O. Box 2932 
Manila 



Annex 1 

- 20 -

Mr G.L. Dorros 
Management Development Officer 
WHO Regional Office for the 
Western Pacific 
P.O. Box 2932 
Manila 

Dr Y.T. Kuo 
Regional Adviser in Health 
Services Development 
WHO Regional Office for the 
Western Pacific 
P.O. Box 2932 
Manila 

Dr E.W. Lee 
Regional Adviser in Environmental Health 
WHO Regional Office for the 
Western Pacific 
P.O. Box 2932 
Manila 

Dr K.S. Lee 
Scientist, Primary Health Care 
WHO Regional Office for the 
Western Pacific 
P.O. Box 2932 
Manila 

Dr R.D. Mercado 
Director, Health Services 
Development and Planning 
WHO Regional Office for the 
Western Pacific 
P.O. Box 2932 
Manila 

Dr G. Nugroho 
Medical Officer, Primary Health Care 
WHO Regional Office for the 
Western Pacific 
P.O. Box 2932 
Manila 

Dr E. Tarimo 
Director, Division of Strengthening 
of Health Services 
WHO 
Geneva 



- 21 -

ANNEX 2 

WELCOME SPEECH BY DR H. NAKAJIMA, REGIONAL DIRECTOR, 
WHO REGIONAL OFFICE FOR THE WESTERN PACIFIC 

AT THE REGIONAL WORKSHOP ON PRIMARY HEALTH CARE DEVELOPMENT 

Manila, 1 December 1982 

The International Conference on Primary Health Care, held in Alma-Ata 
in 1978, was the occasion for a major change of emphasis in our efforts to 
improve the health of mankind. Health for All by the Year 2000 has become 
a very familiar phrase, but for that very reason, it has perhaps lost some 
of its impact. Four years have passed since the Alma-Ata Conference and 
five years since Our own Regional Conference on Primary Health Care; this 
is an appropriate time, therefore, to pause in our endeavours and take 
stock of the present state of primary health care in the countries 
represented at this workshop. 

We are all aware of the difficulties we have encountered in the past 
four years, and it is evident that much still remains to be done. Let us 
take heart, nonetheless, from what we have achieved so far. For example, 
in 1977, participants in the Regional Conference On Primary Health Care 
noted that many people in the Region were living in conditions where health 
care was minimal or non-existent and that in some cases the health status 
of the people was so low that their entire efforts were focused on keeping 
body and soul together. To speak of improvement in the quality of life in 
such conditions is evidently meaningless. 

Today, however, the situation has greatly improved. Basic medical 
services have been provided to those previously without them and elsewhere 
their scope has been extended. Mortality rates, especially among young 
children, have fallen and the nutritional status of entire communities has 
improved. Primary health care has stimulated the provision of basic health 
care and has also been a means of ensuring more appropriate use of the 
basic health services by the community. Community involvement has given a 
new direction and meaning to health care. 

Perhaps an example will illustrate the quite dramatic changes that 
have been achieved in the past few years. Diarrhoeal diseases have for 
centuries been a major cause of death among children through dehydration. 
Intravenous rehydration is costly, however, and although effective, can be 
given only in a minority of cases. The development of oral rehydration 
salts thus represents a major advance and provides a good example of the 
successful development of appropriate technology. If the use of oral 
rehydration salts had been confined to the health services, the result 
would have been good, but not good enough. The application of the 
principles of primary health care has achieved a wide distribution and an 
informed and intelligent use of oral rehydration salts in and by the 
community. The need for intravenous rehydration in hospital has, in 
consequence, become extremely uncommon and morbidity and mortality from 
this disease have been very much reduced. 
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Improved and appropriate technology must, however, be suitably 
applied. In the case of diarrhoeal disease control, for example, we have a 
clear example of what the primary health care concept can do and what 
a potent weapon it can be in our effort to achieve Health for All by the 
Year 2000. 

The strength and effectiveness of primary health care in relation to 
the delivery and utilization of the basic health services reside in its 
two-pronged approach: first, its focus on the consumer, and second, its 
involvement of other sectors. In past times, health services were seen as 
services to be delivered by health professionals to passive recipients. 
Our efforts were directed towards improving the technology of the services 
and the method of their delivery and then we were perplexed because success 
did not necessarily attend our efforts. In focusing on the consumers, we 
have become aware of the perceptions and needs of individuals, families, 
and local communities and have often found that these differed considerably 
from those of the health professionals in the health care system. The 
active involvement of the consumer has given more meaning and relevance to 
our health care system and stimulated the more effective use of that system. 

But much remains to be done. Not all aspects of our health care 
system provide for community and consumer involvememt. Many health 
professionals indeed still question the appropriateness of community 
involvement. They have yet to be convinced of its necessity, utility or 
relevance. 

The multisectoral approach, which is an integral part of the primary 
health care concept, has achieved much and you will see and hear about some 
aspects of this in the field visit and in the workshop sessions. However, 
there is a lot to be done. Health can both benefit from and contribute to 
socia-economic development provided there is intersectoral coordination. 
Uncontrolled economic development, however, presents as much a hazard today 
as it did in the so-called Industrial Revolution of the last century. The 
development of intersectoral cooperation and coordination is not easy. 
There is often an undercurrent of suspicion between the various sectors and 
this can only be overcome by patient discussion and by demonstration of the 
advantages of cooperation. 

Primary health care is not a new and separate health care system, but 
an integral part of the comprehensive health system. Unfortunately, it has 
been seen by some as a new health care system or as a new method of health 
care delivery, and thus has been viewed as a competitor for scarce 
resources rather than as a means of improving and revitalizing our present 
health systp.m. Many of the difficulties we have encountered in the past 
five years arise from the failure to communicate the essential nature of 
primary health care. Unless we can achieve this within the community, the 
health sector and the health-related sectors, we shall fall short of our 
goal of establishing healthy individuals and families within healthy 
communities. 
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In the last year or so, our problems have been aggravated by the world 
economic situation. Resources available for development, including the 
development of health services are limited. In many countries the 
effective budget available for health has either declined in real terms or, 
at best, has remained stationary. However, health needs are changing as 
some problems diminish and new ones appear. The health needs of the people 
in this Region are different from those identified five years ago. In 
times of financial stringency, we cannot expect to receive extra resources 
for health and we need to examine the effectiveness, efficiency and 
appropriateness of our present system of health care and to determine how 
resources may be suitably re-allocated. 

The key to effectiveness and to the proper use of all resources lies 
in the development and implementation of a satisfactory health information 
system. The health system produces an abundance of data but not all these 
data can be converted into useful and usable information. This defect is 
compounded by the fact that information tends to be directed towards the 
upper echelons of health service administration; there is an almost 
complete lack of information that is timely and relevant in the context of 
primary health care. We need to revise our health information system in a 
realistic manner, and in so doing we must consider the needs of primary 
health workers and communities as a first priority. The information system 
must serve their needs first and foremost. 

There is, therefore, much to be 
workshop a stimulating experience in 
development of primary health care. 
deliberations closely and I wish you 

done. I believe you will find this 
your efforts to extend the scope and 
I shall be following your 
every success. 
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CLOSING SPEECH BY DR H. NAKAJIMA, REGIONAL DIRECTOR, 
WHO REGIONAL OFFICE FOR THE WESTERN PACIFIC 

AT THE REGIONAL WORKSHOP ON PRIKARY HEALTH CARE DEVELOPMENT 

Manila, 7 December 1982 

The achievement of "health for all" needs to be expressed in terms of 
the full development of healthy people in healthy communities, whether 
those communities are in the rural or urban areas. You have had the 
opportunity during this workshop to discuss a number of the critical issues 
involved in the development of primary health care in the Western Pacific 
Region. Analysis of the country reports has revealed that considerable 
progress has been made in the initiation of primary health care in the 
countries or areas from which you have COme. Some of you have proceeded 
far along this road and have been able to pass from implementation in pilot 
areas to full implementation throughout the country. Your contributions to 
the workshop have thus been valuable and have demonstrated that full 
implementation is possible. 

Although many of the critical issues have remained the same, there 
have been marked changes during the last five years. There is a growing 
demand for health services but, this is not accompanied by a parallel 
increase in resources that maybe made available for health developmental 
activities. This situation demands that we think of better ways of 
effectively using resources to deal with present and future health 
problems. The increasing cost of health care is a fact of life for all 
countries and now, perhaps more than ever before, it is necessary to plan 
in terms of priorities. A study of the history of development in all 
countries shows that if economic development is separated from social 
development, problems result and part of those problems is expressed as a 
lowering of the health status of the community. However, when economic 
development and social development are coordinated, the opportunity arises 
to improve the health status, as health and socioeconomic development are 
intimately linked. It has been one of the great strengths of the primary 
health care approach that this fact has been given special emphasis. 

The second main focus of primary health care development is in 
encouraging communities to participate in the identification and solution 
of their own problems. This seems so simple; but it is extremely difficult 
to achieve. For many years, communities have relied on the health 
professional to provide health Care in a donor-recipient fashion. 
Similarly, economic development has been linked to government grants and 
handouts which have still impeded community development. Under the 
conditions that we must now work, there is a need to encourage the active 
participation of communities and individuals and stimulate the development 
of self-reliance. 

In a number of countries, there is a trend toward decentralization of 
services. This has provided new opportunities to demonstrate that the 
primary health care approach is the key to the attainment of the goal of 
''heal th for all". 
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Your deliberations have emphasized two most important areas of 
concern. The first relates to education and training. It used to be 
thought that the training of health personnel was a once and for all 
act1v1ty. Experience in primary health care development has shown that it 
is necessary to train staff initially in a manner relevant to the problems 
they will have to meet: following that, as changes occur, reorientation 
and training and continuing education have to be initiated. Changing 
circumstances demand new skills and staff in all sectors must be fitted 
with those skills. The same can be said of community education. 
Communities, too, need to be educated so that they may realize their true 
role in primary health care development and their leaders may develop the 
necessary skills to enable them to act as effective guides to the 
communities they serve. 

The second important area is that of problem identification. Too 
often, problems have been incorrectly identified and thus the measures put 
into operation in an attempt to solve them have been ineffective. In 
addition, there has been sufficient realization that all sectors are in a 
constant state of change. It is necessary for appropriate, relevant and 
timely information to be provided to the planners and to those people who 
deliver health care, to enable them to constantly seek to improve their 
services. The role of communities in identifying their own problems has 
added a most important factor to the creation of a relevant health 
information system. 

During the last day of this workshop, you have been identifying the 
specific problems which will demand your attention you return home. On 
behalf of the Regional Director, I can assure you that WHO will facilitate 
the development of primary health care in countries/areas of the region by 
sharing its limited resources and, when necessary, identifying other 
methods of support. 

I wish you a safe journey home and success in your endeavours in the 
development of primary health care, towards the goal of health for all by 
the year 2000. 
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GUIDELINES FOR THE PREPARATION OF REPORT FOR THE REGIONAL WORKSHOP ON 
PRlKARY HEALTH CARE DEVELOPMENT, Manila, 1 to 7 December 1982 

Years of experience in the development of primary health care in the 
various countries of the Region must have produced substantial information 
on primary health care development. The question remains now how best we 
can share and use this information. 

Each participant should prepare a country paper covering situational 
analysis and major issues in a given format. This format is particularly 
important for comparison of activities in primary health care and 
summarizing the common and specific problems. 

It is suggested that the report should include: 

1. General information about: 

present health care system 
health manpower 
health budget/expenditures 
health statistics 
health status, disease pattern, water supply and 
environmental sanitation including housing. 

2. Special attention should be placed on areas as follows: 

Enclose a copy of plan for PHC implementation if there is any prepared 
and approved by the Ministry/Department of Health. Narrative should cover 
accomplishments in relation to the plan, if any, in the following areas. 

community organization and community participation in health 
development, its role and responsibility 
community health workers, training, supervision and function 
community health programme, its development, content, financing 
and supervision 
adjustment of health care system to support primary health care 
i.e. planning, resource allocation and technical support and 
supervision 
intra and intersectoral coordination 
research activities in primary health care 

Concrete examples would be helpful to clarify points/issues for 
discussions, i.e.; 

problems in approaching commun1tLes to participate in community 
health development activities and maintaining the community spirit 
to continuously participate in the activities. 
evaluation of primary health care activities on the impact on the 
health of the community, what indicators or criteria are used 
development of monitoring information system to monitor 
change/progress of primary health care and future primary health 
care activities. 
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SUMMARIES OF COUNTRY REPORTS 

China - Development of Primary Health Care in Rural Areas 

China is a vast country with a large population and a wide range of 
rural areas. Before 1949, the general status of health care in the rural 
areas was extremely poor. Clinics were poorly equipped and 75% of the beds 
were concentrated in urban areas although the rural population represented 
80% of the total population. The vicious cycle of poverty and sickness was 
the result of decades of inadequate health care. 

The People's Government showed a deep concern for the development of 
primary health care in rural areas and four basic health care policies were 
developed: firstly, that medical and health work would be geared to the 
workers, peasants and soldiers; secondly, that priority would be given to 
prevention; thirdly, that there would be an integration between western and 
traditional medicine; and fourthly, that regular health work would be 
integrated with the participation of the whole community. As a result 
health conditions in the rural areas have been greatly improved. 

The basis of health care in the rural areas is the three-level health 
care networ~. The backbone of this network is the county bureau of public 
health, with hospitals providing in-patient and out-patient services; 
maternal and child care and health services; environmental sanitation and 
communicable disease control; services for special diseases and a drug 
inspection unit. At the level of the commune, there are health centres or 
health clinics in urban and rural communities and in factories and 
schools. At the level of the production brigade, there are the brigade 
health stations. Part-time health aides and midwives were trained in the 
production brigade and thus the prototype health care network came into 
being. Brigade health aides were re-trained and promoted to work part of 
the time in agriculture and part of the time in health: this part of the 
health care network gradually developed and the staff were assigned to more 
complex tasks. This staff eventually grew to be the barefoot doctors 
through a process of initial training and re-training and they played a 
major part in establishing a cooperative medical care system. It is this 
huge army of barefoot doctors that undertakes the hard task of prevention 
and eradication of common diseases as well as being guides in the community 
participation in health campaigns. Communicable diseases are being brought 
under control and infant mortality has been greatly reduced. General child 
mortality has also been considerably reduced and there has been a general 
and marked increase in life expectancy at all ages. 

The general aim of primary health care in China has been identical 
with that put forth by the World Health Organization in 1978 - Health for 
All by the Year 2000. Primary health care is based on three principles: 
firstly, prevention including immunization and environmental health 
measures; secondly, treatment and thirdly, family planning. Financing of 
the health ~ystem varies at the different levels: county health 
institutions are financed nationally while those at the commune and brigade 
levels are collective. There are a limited number of individual health 
practitioners. 
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The development of the primary health care network in rural areas 
resulted in a greater demand for health manpower. To provide adequate 
numbers of competent health workers, regular education and training 
programmes have become of vital importance. Generally, the health workers 
assigned to the county and COmmune health institutions are graduates from 
health schools and medical colleges. Traditional and western style doctors 
form an integrated health care system. Further training is also available 
to the barefoot doctors and a number of them have been promoted to work at 
the intermediate level. The choice of the barefoot doctor is fully 
discussed by the commune members. The initial training is carried out in 
the commune health centre and lasts from three to six months. Re-training 
i. generally carried out every two years in the county health school and 
lasts from one year to 18 months. Those who pass the examinations at the 
end of the retraining can be promoted to intermediate health workers. In 
1979, there were over 1 500 000 barefoot doctors throughout the country: 
about one third of them were female and there was an average of 2.3 
barefoot doctors for each brigade. Government regulations have granted a 
reasonable level of wages and extra workpoints and the barefoot doctors are 
given priority in admission to health or medical colleges. 

The patriotic health campaign has proved to be very effective in the 
organization of community participation in the prevention and treatment of 
epidemic diseases as well as in improving environmental sanitation. The 
development of primary health care has demonstrated three priority tasks: 
firstly, the importance of leadership and therefore of improving leadership 
capacity through educational programmes; secondly, the need to utilize 
fully the training and re-training processes at all levels; and, thirdly, 
the need to develop appropriate health technology. 

Malaysia 

Malaysia consists of Peninsular Malaysia (West Malaysia) comprising 13 
States, and East Malaysia which comprises the two states of Sabah and 
Sarawak. The total population is about 14 million. 

Health care facilities are provided by government and non-government 
establishments. The non-government establishments consist of private 
hospitals. maternity homes. general practitioners and traditional healers 
and are mostly located in urban areas. Government establishments comprise 
of general hospitals. district hospitals, polyclinics. maternal and child 
health clinics, district health offices and a system of rural health 
clinics. Government health facilities are distributed to serve both urban 
and rural areas. 

, 
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The rural health system comprises a network of rural health clinics. 
In Peninsular Malaysia, the rural health system was originally a 3-tier one 
with a main health centre, a health sub-centre and a midwifery clinic. Ten 
years ago, conversion from the 3-tier system to a 2-tier system of health 
centre and the klinik des a was initiated to increase the coverage of the 
rural population. This conversion will be completed in Peninsular Malaysia 
by 1995. In Sabah, rural health services are provided through static 
dispensaries and maternal and child health clinics. In Sarawak, the rural 
health care system is similar to that of Peninsular Malaysia, consisting 
of a 2-tier system of health care. A flying doctor service supplements the 
static facilities in Sabah and Sarawak, and in addition, travelling 
dispensaries and mobile health teams serve the more isolated communities. 

Although the number of doctors in Peninsular Malaysia was doubled 
between 1957 and 1976, the majority of them are concentrated in urban areas 
and in hospitals. Private practitioners are almost exclusively located in 
the ~ities and towns. The absolute lack of doctors serving in the rural 
areas is a constant feature of the rural health services, and delivery of 
these services has had to fall back on paramedical staff, who form the main 
bulk of health manpower resource in rural areas. In the last decade, the 
percentage of the national budget allocated to the Ministry of Health 
averaged 5.7%. Currently, almost one quarter of the Ministry of Health 
budget is allocated to the Health Division. Personal health services, 
which include primary health care, account for almost 50% of the health 
budget, illustrating the increasing priority given to public health, 
especially with regard to prevention of disease. 

There has been a general lowering of mortality rates in Peninsular 
Malaysia as of recent years and the improvement of the health status of the 
people is reflected in an increase in life expectancy. Overall disease 
patterns have changed with communicable diseases becoming less significant 
and non-communicable diseases such as cardiovascular and heart disease, 
neoplasms aud motor vehicle accidents becoming more important causes of 
death. However, this shifting pattern of disease is seen mainly among the 
affluent members of society! for many of the rural population, diarrhoeal 
disease, respiratory tract infections, skin diseases and other infections 
are still the main causes of morbidity. 

There is a low coverage of households with adequate water and toilet 
facilities in the rural areas, and an intensive environmental sanitation 
programme has been embarked on. 

In Malaysia, primary health care is viewed as a physical extension and 
part of the existing rural health services. Thus, primary health care 
services are provided at the most peripheral part of the existing health 
services. Primary health care in Malaysia is seen as an integral part of 
the Government's community development movement which has existed since 
1972. A strategy for the development of the primary health care approach 
was formulated in 1977. A health care survey was carried out in two stages 
and the findings of the survey formed the basis for recommendations for the 
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mid-term review of the Third Malaysia Plan (1976-1980). Stage I of the 
survey took place in 1977/78 in Peninsular Malaysia and stage II in 
1979-1980 in the rest of Malaysia. The survey identified the under served 
areas and the obstacles to improvement of existing health services. It 
identified the main health problems and the utilization of existing health 
services by the community. As a result of the survey findings, a number of 
strategies have been adopted for the implementation of the primary health 
care approach in Malaysia. 

Priority is given to the underserved areas with mobile rural teams 
providing a comprehensive range of preventive and curative services as a 
stop-gap measure until the completion of permanent health facilities. 
Available community resources are utilized in the provision of 
supplementary basic health care in underserved areas. School teachers are 
being trained in first aid and emergency health care and traditional birth 
attendants are also receiving training. In Sarawak, the plan to train 
village-based health workers will be implemented in 1983. A comprehensive 
community education programme is being created to increase the awareness 
about health: regular radio broadcasts are a feature of this programme. 
Community involvement and participation in health activities is being 
intensified and these activities have already proved successful in the 
solving of a number of specific health problems through primary health care 
programmes. 

Primary health care in Sarawak 

In Sarawak, 82% of the population live in the rural areas, distributed 
among 5 000 villages. Roads are lacking, making communication difficult 
and expensive, and accessibility to permanent health facilities is limited 
to a small proportion of the rural population. A survey done in 1979 
indicated that 68% of the population live in underserved areas: In 1981 
this proportion was reduced to about 58%. A survey made in 1980 to 
identify community resources in terms of manpower and materials revealed 
that 223 persons and 160 traditional birth attendants were willing to be 
trained in first aid. The present strategy is that village health workers 
will be trained to work in areas beyond the operation reach of the existing 
health facilities. However, past experience with the training of village 
health has not been entirely satisfactory. As early as the 1950s, 500 
people were selected and trained as '~ome helps". They were not paid but 
were given free medical supplies. Supervision was poor and there were 
considerable problems in resupply. Failure of this service led to the 
Ulu Dresser scheme: these staff were trained and paid as government 
servants and posted to rural clinics. Resupply of drugs again posed 
considerable problems until the introduction of flying doctor services. 
The Ulu dresser scheme was later replaced by the use of a three-month 
trained temporary medical auxiliary or the two-year trained junior hospital 
assistant. The communities continue to be responsible for erecting thp. 
building to serve as the base Clinic and the scheme is still continuing to," 
population of 5 000 - 1 000. 
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The training of traditional birth attendants started in 1979 to 
improve their skill, knowledge and practice of obstetrics and family 
planning. Supervision has been generally poor. A pilot project was 
started in 1979 in the training of 13 traditional medicine men. A review 
was made in 1981 and it was reported that this had had a positive effect in 
both the treatment and prevention of diseases. Currently, there is a 
village health promotion programme to enable people in the periphery of the 
service to have essential health care until such time they are reached by 
permanent health facilities. A special medical unit has been established 
for the preparation of teaching materials, training, monitoring and 
evaluation and for refresher training. Training commenced in October 1982. 

The development of community participation has not been easy. Many 
communities are used to receiving aid rather than initiating solutions to 
their own problems and there is a general lack of self-reliance. Projects 
are still viewed as government projects rather than community-owned 
projects and there is a lack of supportive infrastructure. In addition, 
selection of candidates was not always successful and some of those trained 
have found difficulty in working together with the village development 
committees. 

Papua New Guinea 

Papua New Guinea has 19 provinces. The population density of these 
varies from the sparsely populated coastal area to the highly populated 
areas in the highlands: according to the 1980 national census, the 
country's total population was 3.6 million. The economy is based on cash 
crops: mainly copra, coconut, coffee and a small amount of rubber and oil 
palm. Copper also supplies a significant portion of the national income. 

Papua New Guinea has a very varied culture and traditions with 700 
different languages and dialects. In the secondary and tertiary 
educational institutions, English is the only language taught. 

The health care system in Papua New Guinea is government-controlled 
with the National Health Department at Port Moresby responsible for policy 
making, programme planning and implementation and budgeting. There is a 
provincial health officer in each of the 19 provinces, responsible for the 
daily running and supervision of health services in the province. There 
are three levels of government in Papua New Guinea: the national, 
provincial and community. In 1982 it was decided to implement a major 
decentralization of health functions with considerable responsibility being 
passed to the provincial government: this will be finalized in January 
1983. Shortage of medical manpower is a problem in almost all areas and 
the University of Papua New Guinea is not producing enough national doctors 
who are interested in becoming medical administrators. At the present 
time, only five of the provinces have a national doctor as provincial 
health officer. 
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A major primary health care project is under way in New Ireland 
Province where surveys are being done to identify community problems and to 
plan activities to meet those problems. Good progress is being made in 
this project. In the last five years, 7 out of the 19 provinces have ShO~l 
interest in some sort of primary health care implementation but in some of 
these provinces, progress has been slow,. 

Philippines 

It has been recognized that health problems are closely linked to 
socio-economic problems and that the solution requires the collaboration of 
all sectors of government and of the community. In the Philippines, this 
fact has been given priority in consideration of measures to improve the 
health of the community. 

Prior to 1978, mortality from communicable diseases had been greatly 
reduced: however, deaths from heart and vascular diseases, cancer and 
accidents hdd increased. In the 1950s, the health services were 
considerably extended, particularly into rural areas through rural health 
units, aiming at the total coverage of the population. A number of 
vertical health programmes were organized and implemented in coordination 
with the rural health units. These vertical programmes were directed to 
specific health problems, including tuberculosis, malaria, schistosomiasis 
and filaria control, and the dental health services were also expanded. 
Twenty-five bed hospitals were constructed in a number of municipalities 
and one-hundred bed hospitals in each province. 

In 1974, there was a further increase in the coverage and availability 
of the health services to the rural population and a restructuring of the 
health care delivery system was instituted in 1974-1979. An additional 
5 000 rural health midwives were recruited and trained in their expanded 
roles. The role of rural health units was also expanded to improve the 
geographical coverage and extent of services. The rural health midwives 
were assigned to the barangays, with the barangay health station as their 
headquarters and serving a catchment area of about 5 000 people. The rural 
health midwives were supervised by public health nurses and rural health 
physicians and rural sanitation inspectors paid regular visits to the 
barangay health station. A rural practice programme for underboard 
physicians and nurses was started in 1976. Thus, even before the Alma-Ata 
meeting, there were already community-based activities and projects being 
undertaken by the Ministry of Health and also by the private sectors 
comprising such groups as the missionary, professional, academic and civic 
organizations, although a number of the latter tended to operate in 
independent groups and were not well coordinated within the total health 
system. 
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In the Philippine context, primary health care is now accepted a< an 
aim of government and as a strategy to achieve health for all by the year 
2000. Essential health care must be community-based, accessible and 
acceptable to the community and at a cost which the country can afford to 
initiate and maintain. This requires the maximum involvement and 
participation of communities in the planning, implementation and assessment 
of health activities. 

Letter of Instruction 949, issued by President Marcos in October 1979, 
1S the legal basis of the implementation of primary health care in the 
Philippines. The need to develop the health manpower of the country in the 
concept of primary health care has been seen as critical. From 1979, a 
series of technical and managerial training courses were organized to 
consider the objectives and targets in the implementation of primary health 
care at all levels. Intersectoral and intrasectoral workshops at all 
levels have also been undertaken. The nationwide implementation of primary 
health care in 1981 necessitated the reorientation and development of new 
knowledge, attitude and skills of all health personnel. Training and 
re-orientation courses have been conducted to increase the technical 
capabilities of health personnel and also to develop the supervisory and 
administrative capabilities of the municipal health officers and the public 
health nurses. Because the role of academic institutes has been seen as 
most important, a series of workshops on primary health care were conducted 
in 1982 for the deans and principals of all schools and colleges of medical 
and allied health professionals from Manila and in all regions of the 
country. 

A critical component in primary health care is a strong and sustained 
linkage with the private sector and with other government agencies to 
support community needs. A National Primary Health Care Committee, 
composed of representatives of all ministries and of the private sectors of 
the national level, has been constituted. Similar coordination has taken 
place at the regional level, and at the provincial, municipal and barangay 
levels, primary health care committees are also organized, providing a 
forum for communication among health and health-related agencies to 
discuss, plan and support primary health care implementation in cooperation 
with the community. The importance of community involvement and 
participation in health development is seen as absolutely vital and the 
national strategy seeks to extend this. 

The satisfactory delivery of health services requires the integration 
of health and medical services. Prior to the integration of hospitals and 
rural health units, the supervision of the rural health units, the 
supervision of the rural health units had been hampered by a number of 
factors. Limited manpower resources at rural health units did not allow 
opportunities for adequate and regular training in clinical practice for 
nurses and midwives. In 1981, one region implemented integration of 
hospital and rural health units at a district level on a pilot basis. 
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Initial assessment of this project showed that it was feasible and that 
there were many advantages. However, the exercise also revealed a number 
of potentia. problems. Among these was the necessity for re-orientation of 
hospital staff on primary health care and public health and the orientation 
of rural health personnel toward hospital organization. Previous policies 
and operational guidelines were deficient and training in management was 
necessary in view of the realignment of clinical and health supervisory 
functions. In 1982, the Ministry of Health issued a directive to implement 
the integration of hospitals and rural health units in all regions. This 
is currently being implemented. Programmes such as family planning, 
nutrition and malaria have been decentralized and this decentralization 
will be fully implemented during 1983. 

The advantages of the primary health care approach have already began 
to be demonstrated and it is anticipated that there will be considerable 
advances made in the next three years. 

Republic of Korea 

Health care services in the Republic of Korea within the context of 
primary health care can be said to be moderately well developed. There are 
three sectors involved in health care: the private, the charitable and 
the government. The government health organization is solely responsible 
for public health work. Although there are 23 medical schools and 
50 nursing schools, 90% of doctors and nurses work in urban areas and there 
is an acute shortage of manpower in the rural areas; however, this position 
is slowly improving. 

Under government legislation enacted in 1956, each district, city and 
county has to operate a health centre. The activities of these health 
centres have been mainly on public health but in rural areas where medical 
facilities are not sufficient, some curative services have been included. 
In addition, health subcentres have been established in each township and 
physicians have been sent to take responsibility for both public health and 
curative services. Family planning, maternal and child health and 
tuberculosis have been given high priority in health service development. 
Although the number of health workers in government health organizations 1S 

6 000, it has not always been easy to fill vacant posts, especially in 
remote rural areas. 

Community participation has been developed through the Saemaul 
(New Village) movement. The purpose of this movement is to promote social 
and economic development in the communities but some health activities are 
included, for example, family planning. 

Environmental sanitation and a good drinking water supply have been 
given a high priority in service development. 
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Since 1976, the Government has developed a new type of health 
personnel (community health personnel - CHP) to fill the needs in remote 
underserved areas. Following a five-year pilot project, the first training 
course for community health personnel for general application in the 
country was conducted over a period of six months in 1981. Enabling 
legislation has been passed to allow community health personnel who are 
nurses to pr.ovide certain curative services. There are three main 
functions of these personnel: curative and preventive health services and 
community development. These community health staff are able to deliver 
primary health care, to identify most common diseases, and to perform 
general medical examinations. They can provide treatment for a defined 
range of conditions and provide other treatment under the direction of a 
physician. They also make appropriate referrals of more complicated 
cases. With regard to preventive services, they provide ante-natal and 
post-natal care; administer immunizations; attend normal deliveries; take 
public health education classes including nutrition, and carry out family 
planning. They also are able to give education with regard to sanitation 
and to assist in the control of communicable diseases such as tuberculosis 
and venereal disease. In their work in community development, they advise 
the local council on activities, particularly with regard to the 
maintenance and improvement of the health status of the community. They 
are able to plan and evaluate the performance of health services and to 
support and participate in community activities. They are also involved in 
the recording and collection of data needed to identify problems and 
evaluate services. 

One of the problems in the Republic of Korea is that there is some 
misconception regarding primary health care services as the CHP programme 
was developed at the same time as the primary health care concept 
appeared. So far, there has been a concentration of attention on rural 
problems, but with the rapid and increasing urbanization and consequent 
development of urban slums, there is an urgent need for action with regard 
to the health needs of urban communities, especially in the disadvantaged 
urban areas. 

Trust Territory of the Pacific Islands 

The Trust Territory of the Pacific Islands is located in the Western 
Pacific and consists of three island chains, the Marianas, the Marshall 
Islands and the Carolinas. Politically, the Trust Territory has been 
united under a United States administration since 1947. This union is 
expected to be dissolved in the near future with the formation of four new 
governments: the Republic of the Marshall Islands; the Federated States of 
Micronesia; the Republic of Palau; and the Commonwealth of the Northern 
Marianas. 
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Some 2 000 islands are located within the area and 100 of these are 
inhabited. The total population is 132 928 (1980 census). The population 
growth is between 2 and 3 per cent per year and 57% of the population is 
under the age of 20. 50% of the population reside on the six main islands 
where the government administration centres are located and on one 
additional urban island. The urban areas tend to be crowded, have high 
unemployment rates (averaging 20%) and display other characteristics of 
social disruption. 

Despite the geographic, culture, and policy disparity among the 
islands, the health problems and health service issues are similar. The 
fertility rate is high and 50% of all births are estimated to be of high 
risk. The infant mortality rate is 32 per thousand. The leading causes of 
deaths at all ages are cancer, diarrhoeal disease, heart disease, 
pneumonia, influenza, prematurity, chronic obstructive pulmonary disease, 
cerebral vascular disease, accidents, nutritional deficiencies, and 
diabetes. 

Leprosy and tuberculosis remain major public health problems in 
certain of the island groups, and venereal diseases are a problem 1n most 
areas. hmnunization levels are improving but are still below the 90% 
target for children aged 2-6 years. 

There are nine hospitals in the Trust Territory: one in each of seven 
government centres, and two on the heavily populated intermediate islands. 
The hospitals provide primary care to residents of the urban centres, and 
secondary and limited tertiary care to all residents. Public health and 
environmental sanitation services and other health promotion activities are 
centred in the hospitals from which field teams travel to the dispensaries 
and other field service sites. Outside the hospitals, a systems of 
dispensaries is staffed mainly by health assistants. Most outer island 
dispensaries are served by full-time staff, while many intermediate area 
dispensaries are served on part-time basis with a single health assistant 
responsible for two or more dispensaries. In 1981 the per capita health 
expenditure was $79: this excluded construction grants, mainly for water 
and sewer development. Fifteen per cent of the Trust Territory popUlation 
have a protected water supply but only 7% of the population has access to 
both protected water and sewage disposal systems. Eighty five per cent of 
the Northern Marianas residents have protected water supplies. 

Many of the components of basic health services have long been 
available to residents of urban areas and the continuing goal of the health 
service system has been to extend this services to all residents. The 
organization of the health care system provided a basis for primary health 
care programming. What was previously lacking was a conceptual and 
practical model to link all the different components into a single 
cost-effective delivery system: primary health care provided that model. 
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Primary health care was first introduced into the Trust Territory in 
1979-1980. At thst time there was a growing emphasis to shift resource 
allocations from social services to economic development but this met with 
opposition from health service planners who felt a critical need to improve 
health services. Primary health care provided the model under which the 
national development goals and health service goals might be realized 
together. In addition, it was necessary to shift the role of dispensary 
workers from primary curative services to services incorporating health 
promotion and prevention. Primary health care provided a mechanism to 
coordinate health services which were becoming increasingly fragmented. 

The first major Trust Territory-wide initiative towards primary health 
care came in 1980 with the convening of a primary health care conference in 
Ponape under the auspices of the World Health Organization, the Ponape 
State Government, and the Trust Territory Government. Most primary health 
care projects have been initiated by health service staff. Gaining 
intersector~l participation in the primary health care teams has proved 
difficult, especially in the involvement of non-health service staff on a 
day-to-day basis. Another problem is that communities are used to the 
government giving services, money and facilities, and view primary health 
care in a similar light. 

Much of the territorial-wide impetus for primary health care has come 
from the Micronesia Health Coordinating Council, which has been active in 
consolidating experiences in the implementation of primary health care and 
gaining top level support for the concept. There is an intersectoral 
steering committee within the Office of the Governor, composed of 
departmentsl directors and leaders of non-government organizations. The 
formation of this committee has been relatively recent and it is too early 
to evaluate its success. Some have questioned the validity of the 
intersectoral approach at an initial stage in primary health care 
development; although presently at a very basic experimental stage, the 
primary health movement is gaining force in the Trust Territory. There is 
now widespread awareness and recognition of the need for primary health 
care and some demonstration projects have been started. The problems 
related to the implementation of primary health care include the 
development of a truly intersectoral primary health care team approach and 
determination of the most appropriate role for primary health care team 
vis-a-vis the community. It has also proved difficult to involve 
traditional leadership in primary health care activities. Primary health 
care needs to be moved out of a special project into the mainstream of 
health service delivery so that the health service system becomes 
"holistic" in its approach and provides coordinated and integrated 
services. Motivation of the community toward self-initiative requires 
breaking the pattern perpetuated for many years by reliance on government. 

The expectation of much of the population is for a health care system 
which meets the US mainland levels of medical service. There are few 
disincentives to the use of expensive in-patient and hospital-related 
clinic services and little incentive for the use of preventive services. 
There is often little continuity between dispensaries and the hospital 
service and information relating to health problems and utilization of 
services in decisions. 
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Commonwealth of the Northern Marianas 

The health care system closely follows that found in the 
United States. The Division of Public Health is responsible for a number 
of services delivered in clinics and dispensaries; these include Maternal 
and Child Welfare; Crippled Children's Services; Well-Baby and 
immunization; communicable disease control; family planning and health 
programmes for the elderly and for hypertension. The population is about 
17 000. Eighty per cent of the budget funds come from Federal grants. 

There are a number of problems involved in the institution of primary 
health care. The expectation of the public is high but community 
involvement is difficult. The details of appropriate strategies and goals 
for primary health care are not yet formulated and the information system 
to support these is inadequate. The birth rate remains high and although 
infant mortality is declining, it remains unacceptably high. The four 
leading causes of death are; heart disease, cancer, cerebrovascular 
diseases and accidents. Isolation of some communities creates considerable 
problems. 

State of Ponape, Federated States of Micronesia 

The major services are provided in the new hospital complex in Ponape 
by the Department of Health Services. The General Hospital provides 
in-patient and out-patient care as well as environmental health and health 
education. There are 23 dispensaries available in the intermediate areas 
and the outer islands of the state. However, only 11 of these dispensaries 
are operational as a result of inadequate manpower and reduction of funds. 
The basic infrastructure for health-related activities is within the 
responsibility of other government departments and facilities like water 
supply and sewage and waste disposal need development in most communities. 
Although water supply systems are available in some areas, many of the 
water sources need considerable improvement to meet satisfactory 
standards. Attention has been paid to improvement of housing, particularly 
with regard to sewage disposal. 

Although simple medicines are available in most stores, most people 
prefer to visit dispensaries and the main hospital for free or very 
low-priced medicine. This accounts for the high usage of these services. 
Local medicines are also used by the community. 

Health planners have set health education as the number one priority, 
as examination of the health problems has shown that the majority of 
illness are preventable. The following factors have been identified as 
being of particular importance with regard to the incidence of preventable 
diseases: ~oor sanitation; overcrowded and unhealthy housing; poor 
nutrition; unemployment; rapid urbanization; and lack of health knowledge. 
The expectations of the community are increasing and this is a factor in 
the increasing use of hospital services. 
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As yet, no specific plan for primary health care has been prepared 
although most of its activities have been recommended in the five-year 
Comprehensive Health Plan. Primary health care was introduced to Ponape in 
1982 and the Primary Health Care Committee was organized within the 
Department of Health Services. A number of surveys have been done to 
define health problems but so far no programme has started due to lack of 
financial provision. 

Caroline Islands - Republic of Palau 

The Republic of Palau is part of the Caroline Islands with a total 
land area of 178 square miles and popUlation of 12 172. Sixty three 
per cent live in the capital where the National Hospital is located and a 
further 36% in villages ranging in distance from the capital from 6 to 35 
miles. Less than 2% of the popUlation live in the outer iSlands and do not 
have access to the hospital because of distance. 

Basically, there are two levels of medical care in Palau, the first 
level being health care services provided in the dispensaries or health 
care centre and the second level the National Hospital where out-pstient 
and in-patient services are available. The health service personnel who 
man the dispensaries are either graduate nurses or health assistants. 
Two-way high frequency radio communication is maintained with the hospital 
24 hours a day. In 1982, the capital expenditure on health was US$148 per 
head per annum: eighty per cent of this is subsidized by the government. 
Although non-infectious diseases are the leading cause of death, deaths 
caused by pneumonia and diarrhoeal disease still claim a significant 
proportion of the annual deaths. The water supply has improved steadily 
over the years although there is a shortage of water. The Palau 
legislature adopted a resolution supporting the development of primary 
health care in 1980 and the first primary health care project was begun. 
Although there is a need to recruit a multi-purpose community worker, this 
has not yet been achieved because a budget has not been established for 
this. 

Viet Nam 

The basic health service prOV1S10n is at the village level. The 
village health station serves about 4 000 to 6 000 people and has one or 
more assistant doctors, 2-3 first level nurses, a midwife, a pharmacist 
assistant and a traditional health worker. Referrals are made from the 
village level to the hospitals at the district level. At the district 
level, in addition to the hospital, there is a health office, a preventive 
hygiene and anti-malaria station, a pharmacy and traditional medical 
workers. There are also a number of polyclinics. 
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Although the incidence of communicable diseases and the mortality from 
such diseases ha~e been considerably decreased, the control of communicable 
disease is still an important component of primary health care. The 
programme of immunization has achieved much slready and efforts are being 
made to extend this programme on a national scale. Work on environmental 
sanitation has made considerable progress and by 1985, most villages will 
have a safe water supply. 

Agriculture is a major occupation of the people and great efforts have 
been taken to increase food production, particularly rice. Each family is 
involved in vegetable growing, fish and animal rearing and all available 
sources of protein are used. Food hygiene and food use form an important 
part of community education. 

The nationwide network of health services at district and village 
level is available to diagnose and treat all common diseases and carry out 
emergency services. There are now 474 district hospitals and a good 
referral system to these hospitals is in operation. The supply of 
essential drugs has been considerably supplemented by investigation of 
local plants with demonstrated effects against the common diseases. 

Mother and child care, including family planning, is an important part 
of the activities of the village health station. In 1980, the natural 
population growth was 2.2% and it is planned that this will decrease to 
1.7% by 1985. Health education is also a major activity of the village 
health station with the objective of helping people to achieve good health 
through their own efforts. 

The village health care organization has been strengthened through 
training and refresher courses available to all village health workers. It 
is considered essential that all rural health workers should be chosen, 
known and respected by the local community. Community participation is 
well developed and the Red Cross Organization is an extremely important one 
in encouraging community participation in health improvement. There are 
now over 1 million Red Cross members, of whom 400 000 are Red Cross Youth 
workers. 
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THE ROLE OF THE MINISTRY OF HEALTH AS DIRECTING AND 
COORDINATING AUTHORITY ON NATIONAL HEALTH WORK 

ANNEX 7.1 

Consequent upon their commitment to the goal of Health for All by the 
Year 2000, the national ministries of health are becoming increasingly 
aware of their directing and coordinating roles, especially in the 
organization of a health system based on primary health care. While the 
ministry of health is the agency mandated by most countries to be 
responsible for health, it will need the cooperation of the other 
components of the health sector and those of the health-related sectors at 
all levels. Existing mechanisms for coordination need to be examined and 
strengthened. If necessary, new mechanisms will be proposed. All these 
mechanisms should lead to continuing dialogues among the different 
ministries on matters of health and on how each can contribute to the 
other's effort. In view of the enormous challenges, the ministry of health 
can no longer afford merely to playa passive role. Given the many 
limitations of most ministries of health in countries/areas of the region, 
it is important to examine the different factors and options that may be 
considered in promoting the role of the ministry of health as the directing 
and coordinating authority on health work. 

Discussions 

Health for All by the Year 2000 is a splendid and worthy concept. For 
it to succeed, it needs a strong prime-over. In most countries of the 
Region, this prime-mover is the ministry of health. The ministries of 
health of the different countries differ in their scope and powers. In 
some countries, the ministry possesses full authority ranging from policy 
formulation to implementation. In others, its authority is mixed and it 
operates its own health services in parallel with those of a strong private 
sector. In most countries, the m1n1stry of health does not receive a 
priority rating in terms of the national budget. 

Before Health for All by the Year 2000 was launched by WHO, the 
ministry of health was concerned only with the strengthening of the health 
care delivery system to cover the entire population with the basic health 
care services. With the change in emphasis and the focus on health 
development instead of merely the absence of disease to enable people to 
lead a socially and economically productive life, which is the ultimate 
goal of Health for All by the Year 2000, it is obvious that the ministry of 
health can no longer carry out this task alone. 
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The role of the ministry of health in directing and coordinating 
national health can be viewed as encompassing two main areas of 
responsibility; 

(1) strengthening of the existing health system; 

(2) intersectoral coordination to ensure the active involvement of 
other sectors in national health work. 

In examining these two issues, perhaps it may be more useful to study 
problem areas instead of engaging in theoretical deliberation. 

As a first step, urgent action is required to make the functioning of 
the ministry of health more effective technically and administratively, 
within the limits of its present jurisdiction. 

While considerable efforts have been made to strengthen the health 
care delivery system, nevertheless much remains to be done. Coverage of 
the entire population with the basic elements of primary health care is 
still a major problem. In general, the health system has maintained the 
tradition of carrying out its mission on a provider/consumer basis. In a 
number of countries, the health system is still focused on the physician 
and the hospital as the major source of various health services in spite of 
the inability of the authorities to provide such staff or facilities. In 
many countries, the ability to manage even these fragmented services is 
very limited. Information necessary for adequate planning and management 
is frequently not available. 

Resources are limited and those available are not used to best 
advantage. Management and decision-making are usually centralized and 
seldom involve either the community or the health workers at the 
periphery. Much needs to be done to get the different components to 
interact more productively to give the health sector the necessary 
cohesiveness, strength and prestige to lead other sectors in national 
health work. Many countries have taken the initiative in developing 
community involvement and this should be strengthened and further 
integrated in the health service. The re-orientation of health prsonnel 
and the modification of training curricula of certain categories of health 
workers to primary health care need to be started. 

Most of the adjustments and modifications to be introduced into the 
health system will require intensive studies such as health service 
research and R&D activities. With the ultimate objective of moving 
towards health and human development as.the goal of Health for All by the 
Year 2000, health development should, therefore, form an integral part of 
the overall development. 

It will be necessary for the ministries of health to equip themselves 
in effecting meaningful interministerial coordination to achieve joint 
formulation of plans and programmes in each of the health-related sectors; 
collaborate with the planning organizations at the different levels to draw 
up reliable projections of the support and assistance required in each of 
the various health-related sectors; and to ensure that these demands are 
given due and serious consideration at the time of finalization of national 
development plans. 
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This will only be possible if the m1n1stry of health is able to 
provide relevant information, and build up a reliable picture of needs and 
prior1t1es. It will be necessary to establish interministerial 
coordination committees with the ministry of health acting as focal point 
or to persuade the national planning organization to establish an 
intersectoral working group in support of health and all related sectors. 

Thus, special attention should be paid to the information system, from 
the community level to the central level, to ensure that reliable feedback 
and information are obtained regarding the difficulties encountered during 
implementation with a view to introducing corrective and remedial measures 
in the actual process of planning. In addition, and this is not the least 
important, information should be provided on the intimate link between 
socio-economic development and health development. It is obvious that, to 
ensure effective implementation of the various schemes and programmes to 
improve the health status of all people, the fullest involvement of the 
individuals, families, communities, voluntary agencies and private 
organizations in health work must be secured. In order to achieve this 
objective, it will be necessary to examine through R&D (participatory 
research) ways and means of soliciting their involvement and commitment, 
and to study the administrative structures and procedures of the ministry 
of health so as to avoid bureaucratic delays, which dampen and restrict 
local initiative, thus militating against the meaningful involvement of the 
communities and voluntary organizations. 

It seems to be indicated that the ministry of health should undertake 
an adequate situation analysis of intra and intersectoral relationships and 
coordination as well as a study of the existing coordinating mechanisms for 
health and for socio-economic development. 

In conclusion, having regard to the foregoing, the challenge posed is 
how the ministry of health can strengthen its position to play an important 
role as directing and coordinating authority on national health work. The 
options which may be considered are as follows: (see diagram) 

Through research and development activities and health service 
research, determine the weaknesses and strengths of the ministry of health 
and how the community can be involved in health development. 

Strengthen existing mechanisms and processes to improve the 
performance of the ministry of health in its new role, including 
information gathering and research capacity. 

Establish a mechanism for intersectoral coordination. 

Introduce new mechanism6 to support national health work, e.g.~ 

National Health Council 
National Health Development Centre 
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EXPERIENCES IN PRIMARy HEALTH CARE DEVELOPMENT IN REGION VIII 

Presented by 

AHPARO BANZON, M.D., M.P.H., CESO II 
National PHC Coordinator 

The Regional Health Office No.8 was established in February 1973 by 
virtue of the second reorganization of the Ministry of Health. It is 
responsible for health promotion, protection and provision of health 
services to the island of Leyte, Samar and Biliran with four million mostly 
under served Filipinos in Region 8. 

The problem 

Limited access and basic communication infrastructure aggravated by 
frequent typhoons have sharply reduced potential social and economic growth 
of the people, who subsist mostly on farming and fishing as a way of life. 
Average family income is quite low. Major etiology of illness and deaths 
are common communicable diseases and with endemic schistosomiasis, 
filariasis and malaria while heart disease and other chronic degenerative 
diseases are increasing. Both patterns and rates of these illness have not 
changed significantly during the decade, even with considerable government 
efforts to ameliorate the situation. 

The options and alternative solutions 

In the light of these situations, constraints, and health problems, 
there were several options and alternatives that were deliberated upon and 
considered by the Regional Director and staff to improve the situation 
among which were the following: the development of existing health 
manpower for better and effective performance, training of volunteer health 
workers, especially in the far flung unserved areas, though this has its 
implications and constraints; training institutions for nursing and 
medicine that are attuned to serving the community, development oriented 
with community involvement and participation. All of the above options and 
activities undertaken during the early 1970s were health service oriented 
as the health administrators and staff see them. So later during the 
mid-1970s, another consideration that evolved was to look into how the 
community feels and perceives our health services and our health 
personnel. Do they utilize these service or look to other resources? It 
has become very obvious that this will invariably need a mechanism of 
information to be generated, collected and analysed that has to be 
seriously considered if effective management of health care will be 
undertaken. 
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Traditional approach to solutions 1971-1978 

(1) Training of volunteer health workers - Several types and . 
durations of training programmes for health volunteers were organ1zed 
to meet specific needs in certain areas as early as 1970 such as the 
following: 

(a) Barrio (Barangay) Health Auxiliary Volunteer Program was 
piloted in selected municipalities of Leyte by the Provincial 
Health Office in cooperation with the public schools, (Ministry 
of Education and Culture) and the Red Cross Leyte Chapter. 

(b) Auxiliary health workers in coordination with the Saba Basic 
Development Authority and another with the Visayan State Colleges 
of Agriculture (VICSA), both in Leyte. 

(c) Training of barangay health workers in East Samar which is 
"in-situ" for 7 critical municipalities, with assistance of the 
Province of East Samar and the Project Management Staff of the 
Ministry of Health. 

(d) Tuberculosis paramedics - Leader health workers assisted by 
the Philippine Tuberculosis Society. 

(e) Barangay health nutrition scholars - Organized by the 
National Nutrition Council and National Nutrition Center of the 
Philippines. 

(f) MOH Health training of hilots, traditional birth attendants 
assisted by WHO/UNICEF - National Program. 

(g) Barangay health workers trained by Missionary groups. 

(il) Mothercraft in health, nutrition and family life in 119 
barangays was organized in the province of Leyte assisted by AID. 

It was envisioned that the abovementioned trained indigenous community 
health workers will serve as the rallying point for the mobilization of 
community participation and involvement. 

(i) Institutional approach to develop health manpower for the 
region: a nursing school was established, the DZRHH School of 
Nursing, in 1971 of the Regional Hospital (Daniel Romualdez 
Memorial Hospital for traditional Nursing graduates). 

With all of the above efforts in improving the health care delivery in 
the region, it was observed that the health status was not significantly 
improved though there has been some decline in mortality and morbidities. 
So efforts were further pursued to improve the health programme. With the 
developments during the mid-1970s, however, there were several activities 
and programmes, especially community research and development, that J , 

I 
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clarified realistic facts and directions regarding community dynamics that 
have to be considered in the planning, implementing and assessing of health 
programmes. 

(2) Restructuring of the existing rural health units during 1974-1979 
by strengthening of peripheral health services. Additional midwives 
were recruited and trained. Broadened competencies were deployed at 
the barangays with a 5 000 population catchment area of 
responsibility. This is a national programme implemented at the 
region which resulted in availing health services to more or less 
72.7% compared with 41.7% before the restructuring. 

(3) ~,ral health practice programme - This is a national programme in 
1976 by deployment of underboard physicians and nurses for three 
months and later on for six months to rural health units and hospitals 
to augment services of the RHU-Barangay network, and at the same time 
provide field experience to the said underboards. 

Innovative approaches to solutions 1976 - beyond 

(1) Establishment of the University of the Philippines Institute of 
Health Sciences (UP-IHS) at Tacloban in 1976, which is a joint 
undertaking of the Province of Leyte, the Ministry of Health, 
represented by the Regional Health Office, and the Ministry of Local 
Governments and Community Development, represented by the Regional 
Office of the MLGCD and the University of the Philippines, College of 
Medicine. 

(2) Upgrading the level of performance of health personnel in the 
region by improving the knowledge, skills and attitudes of health 
personnel through a series of technical and management workshops 
organized that are attuned to the concept of primary health care, 
focused on the community and the individuals, the health personnel and 
the intersectoral groups (government and private). 

1st series - November 7-9, 1979 - It stressed the perception of health 
by two types of health service consumer - the community and the 
individual of the health system, multisectoral coordination and 
training of health and health-related manpower. 

2nd series - December 20-23, 1979 - Follow-up of the first series with 
emphasis on planning process for primary health care activities at all 
levels, particularly with community participation, utilization of 
local resources and development of support systems and integra ion of 
plans to constitute the regional plan for primary health care. 

3rd series - February 3-5, 1980 - Follow-up of previous management 
series and technical discussions on maternal and child health/family 
planning and nutrition, tuberculosis control, environmental 
sanitation, laboratory series, epidemiology, management and 
supervision and social preparation in primary health care. 
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4th series - February 27-29, 1980 - Health mostly on intersectoral and 
intrasectoral collaboration, community organization in primary health 
care and strategies in community development. 

(3) Initiation of R&D activity (Research and Development) in 1977, 
conducted jointly by the Regional Health Office and the UP Institute 
of Health Sciences in Tacloban to experiment on various approaches 
engaging communities in their development activities and at the same 
time for a local system of a continuous flow of information addressed 
to the development needs and conditions of the community. This was 
originally planned to be undertaken in three areas of the region 
namely: 

(a) schistosomiasis endemic area in Leyte 

(b) SChistosomiasis endemic areas in Samar 

(c) non-schistosomiasis endemic area in Leyte. 

The dynamic nature of the community needs to be understood by health 
administrators and these data are crucially relevant to the process of 
rationalizing policies and programmes related to community development in 
underserved areas. On the other hand, the academic programme of the IHS 
must be highly flexible and relevant to the needs of the rural 
commun~t~es. These situations require, therefore, an information system 
that will continuously monitor the events and processes at the community 
level so that the appropriate curriculum for health manpower development 
can be realistic. The main objective of the R&D is to feed information 
from the community to the Regional Health Office and the UP-IHS for a more 
realistic health care delivery system and medical curriculum. The R&D 
activity utilizes the following guidelines: 

(1) That communities are involved in planning, implementation and 
evaluation of health programmes. 

(2) That communities and the health system including the UP-IHS must 
relate with each other as partners rather than as recipients and 
providers of health care. 

The pilot area selected in 1977 was the Carigara catchment area in 
Leyte which included a District Hospital (emergency hospital) and its 
5 catchment municipalities with approximately 130 000 population. 

The project involved the Chief of the Carigara District Hospital and 
the rural health physicians and their staff of the 5 municipality catchment 
area. As to methodology, they were encouraged to discuss among themselves 
the strategy they think must be done to communicate with and motivate the 
community so that the people will be involved and participate in their 
health development. There was no prepared specific protocol to be 
followed. Their entry point was the priority disease problem identified in 
the barangay. A lot of valuable information was generated during the 
process participated in by the families in generating or collection of 
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informations that were very relevant for the management of health 
programmes, and the IRS curriculum and for the families understanding of 
their health status. Though this process took four years to develop, the 
results were worth the efforts in getting to know and understand community 
life, their perceptions of health and diseases, perceptions of our health 
programmes, their social and economic needs, their aspirations and 
involvement in health. By 1981, the region expanded the primary health 
care approach utilizing the lessons learned from this R&D activity. 

Implications of the new approach 

(1) Attitudinal changes in the health workers will be required to 
overcome the traditional biases such as: "Communities do not know 
the ir heal th needs ". 

(2) Expansion of health worker's role from provider of health 
services to a facilitator in health development. 

(3) Development of health worker's capabilities, i.e., skills and 
knowledge to assume the facilitator role and epidemiological approach 
to health. 

(4) Development of strengthening of community organizations or 
structures through which people can articulate their needs and 
corresponding solutions. 

(5) Development of planning, organization and community skills for 
community, government and private health services staff. 

(6) Development of c01lDl\0n understanding of "concept of health among 
health-related workers". 

(7) Development of effective intersectoral coordination among various 
related government and private agencies. 

Organizational constraints on the new approaches 

In view of the above implications, the following organizational 
constraints within the health system must be overcome if the partnership 
approach is to be seriously adopted I 

(1) lack of coordinated planning at all levels ~n line with broad 
national policies; 

(2) inadequate budgeting support for health development projects; 

(3) fragmentation of the health service into separate special 
programmes within the government health care system and other 
health-related systems; 
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(4) limited planning and management capabilities of health 
administration (regional, provincial/city, municipal); 

(5) limited capabilities of field health personnel as facilitator 1n 
community health development; 

(6) inadequate incentives to ensure personnel commitment; 

(7) lack of substantial multisectoral approach to planning and 
problem-solving procedures; and 

(8) limited mechanisms to ensure appropriate information regarding 
community needs and processes. 

Some of the lessons learnt from the Carigara R&D activity are: 

(1) Breaking through bureaucratic barriers and traditional barriers 
without a specific blueprint or protocol is a long tedious process but 
innovativeness is developed and new ideas are evolved. It tapped the 
creative potentials of health workers and transformed them from being 
mere implementor. to programme designers eventually. It took four 
years for this to happen in the experiment. 

(2) Health needs as perceived by health workers may be different from 
those of the community. They may be important to the health worker 
but they may not be the community's priorities, so compromises may 
have to be reached. 

(3) The concept of health must be broadened to include the basic 
social and economic needs and prior1t1es of the community because this 
affects the people's concerns and active participation in their health 
promotion. 

(4) When priming for effective community intervention for health, it 
is important to assess the community problem as viewed from the 
percepcions of the community in order to get them actively involved; 
otherwise, their participation may be superficial only. 

(5) In organizing the community for health, it is important to tap 
the existing structure or network, identifying the effective local 
leaders (both formal and informal), working with them and leaving most 
of the process to them and their resources. The health workers and 
other health-related workers must be in the background to assist them 
whenever necessary and provide guidelines maybe, if self-reliance of 
communities is to be achieved. 

(6) The process of knowledge and skills sharing has been encouraged 
and effective among the RHUs and hospital staff, the community and the 
intersectoral groups in this experiment. While the process is 
tedious, it was effective because before the experiment, communication 
among them was hardly evident except officially. 
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(7) Health and development information was generated in a few pilot 
organized barangay network through introduction of family sheets 
showing the health status and socioeconomic development of each family 
who are participating, including collection of the data by the lay 
readers. This was a strategy in trying to make families aware of 
their health and social status in a simple manner and for the RHUs to 
get a better picture of illness and deaths as they are for their 
epidemiological approach. These family sheets have undergone several 
modifications and simplications to be better understood by both the 
health personnel and the families at the present time. Illness are 
identified by the families by symptoms they are familiar with. 

(8) The object of the R&D experiment is to study the process of 
interaction between the health system and the community. It has 
generated various types of down-to-earth information that need 
analys1s and most of them are being used by the Regional Health 
Offices in their management and expansion of health development 
activities and the IHS in the development of their curriculum. It has 
identified training needs for the reorientation of health personnel 
and the community for effective participation in health development. 
It has also pointed out the need for integration of RHUs and 
hospitals, including the vertical health programmes, for comprehensive 
health care as well as the need for integration of efforts by the 
government and the private sectors to facilitate development of the 
community. 
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URBAN HEALTH DEVELOPMENT THROUGH 
PRIMARY HEALTH CARE 

THE MANILA EXPERIENCE 

By 

Evangeline G. Suva, M.D. 
Manila City Health Officer 

The underlying philosophy of primary health care 

ANNEX 7.3 

Through the years, health has been regarded mainly as a physical 
condition of the individual and health care as a private affair between the 
patient and the physician. Recently, however, there has been a change in 
perspective. Health is now viewed from the standpoint of the individual's 
total well-being, himself, his family, his environment and the community 
where he lives. This new perspective necessarily brings about a broader 
concept of health care - concern for the health of the individual and his 
community as well. This new dynamism is characterized by a new thrust 
towards community participation and organization at the grassroots level. 

The overall aim of primary health care is to improve the health status 
of the community. Since the health status is a result of behavioural, 
environmental and hereditary factors, the strategy should focus on 
behavioural and environmental problems which are amenable to change. In 
order to raise the people's level of health there is need to improve the 
quantity and quality of the health care available, especially to the 
underserved population at a price affordable to both the community and the 
government. The trend is towards a broader, more holistic approach to 
health development, viewing health as an integral part of socio-economic 
development. 

Thus, the health care system needs to reinterpret the concept of 
health, and to broaden the scope of its mission to include development of 
people's capabilities for leading a socially and economically productive 
life, thereby achieving community self-reliance in health. 

The need for primary health care ~n urban areas 

The World Health Organization's strategies for HFA/2000 recognizes the 
need for development of primary health care in rural as well as in urban 
areas, but in practice, low priority has been given to cities in favor of 
an emphasis on rural areas. 

While the over-all distribution of health resources favors the urban 
areas, this all too often only benefits a small percentage of the total 
urban population. There exists enormous and rapidly growing slum areas in 
many cities that have been relatively neglected, and the slum residents 
share the same characteristics of poverty and ill-health with their rural 
counterparts - and sometimes more acutely. 
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Within the time frame of HFA/2000 it has been predicted that 50% of 
the population of most countries will be living in cities, and at least 60% 
of these cities, including Manila, will have populations in excess of 
5 million. Most of these urban populations will be in areas that are now 
underserved with basic environmental necessities, and present trends 
indicate that many will be living at very high density in appalling and 
degrading environmental squalor. It has been shown that in many countries, 
the major contribution to urban growth now comes from natural population 
increase within the cities and not from inward migration. Indeed, the 
urban poor are here to stay. 

Development of urban pr1mary health care in Manila 

In December 1981, an inter-city regional seminar on urban primary 
health care was held in Manila under the sponsorship of WHO, where Manila 
presented a city report on its health situation, based on a case study done 
in Pandacan district. A one-day quick survey was carried out by a study 
team in Barangay 844 in August 1981. The objective was to establish a 
clearer understanding of the interrelationship of health and certain 
related environmental factors. A general conclusion derived from this 
study was that health problems do reflect social and environmental and 
therefore community problems. The specific illnesses noted that had a 
bearing with community problems were malnutrition, pulmonary tuberculosis, 
gastroenteritis and bronchitis. 

To verify the social and environmental breakdown seen in Barangay 844, 
and as a prelude to a well-designed programme planning, we conducted a 
second community survey, this time embracing 4 barangays namely: 
Barangays 844, 834, 839 and 865, from March 4-12, 1982, sixteen 
multisectoral study teams were fielded for this purpose. Each team was 
composed of health workers, barangay leaders, community coordinators, 
social workers, representatives of the Ministry of Labor, and voluntary 
organizations. Using a four-paged questionnaire, vital information as 
population profile, prevailing health conditions, socio-economic and 
cultural status, environmental problems and other community needs were 
obtained. 

The results uncovered the same depressions, characteristic of urban 
development, as revealed in the quick survey. It gave an insight into a 
large, overcrowded population of 9 700 and its consequent health and 
health-related problems which are mostly non-health in nature. (See 
table 1). Such problems are: 

(1) Generally low income as reflected by 
problems, and low educational attainment. 
below the poverty level. Average monthly 
members was PI 295.92. 

poor housing, lot ownership 
76.5% of households earn 

family income for 4-5 

(2) Inadequate water supply. More than 1/2 of households utilize 
community faucets and therefore store water in containers which are 
susceptible to contamination. 
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(3) Improper excreta disposal system. One-third of total households 
do not have toilets. Family members use public toilets, the '~rap and 
throw" system, or defecate in vacant lots, streets and along the 
railroad tracks. 

(4) Pollution problems. Air pollution is brought about by gaseous 
emission from storage tanks of oil companies in the vicinity. Passing 
trains and vehicles produce annoying smoke and noise. 

(5) Flooding and clogging of drainage canals and creeks. 

(6) Health problems include respiratory infections, tuberculosis, 
malnutrition, skin disease and parasitism. Prevalence of dental 
caries among 5-6 years old children was 99.5%. 

Adoption of primary health care for urban health department 

The prublems of urban ill-health discovered in the two surveys served 
as an eye opener to the Manila Health Department to review the present 
health situation with the health staff. Seemingly, in its 42 years of 
existence, this agency has delivered to the fullest the various health 
services needed by its constituents. In spite of increasing government 
resource being allocated to the health programme, their health status has 
not improved to a desirable level. Infant mortality rate is still high, 
leading causes of death and morbidity are attributed to communicable 
diseases, and malnutrition remains a major public health problem. 

Where then have we in the health sector failed? Are we entirely to be 
blamed for the existing low level of health? In search for the truth, we 
decided to decipher not only the very people who are recipients of our 
services, the community where they live, their state and ways of life, but 
also our own health care system in terms of roles and functions, its 
relevance, manpower resources, facilities, budget, referral systems, our 
supplies and equipment. 

On the basis of the findings obtained in the 2 surveys, and in line 
with the national health strategy for primary health care, the Manila 
Health Department has adopted primary health care as its key strategy to 
achieve the goal of "Health for all Manilans by the Year 2000" and has 
decided to improve the existing health care delivery system in the city 
through primary health care. The attainment of this goal would however 
necessitate major changes in the approach and technology both within the 
health agencies and in other sectors related to health - one that calls for 
an active and sustained partnership between the community and various 
concerned sectors; a strategy that focuses on the individual, his family, 
and the community so that people cease to be mere recipients of services 
but become partners in health development. 
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A task force on primary health care 

A task force was then organized in February 1982. It is a 
multidisciplinary group primarily charged with conducting community studies 
and surveys, developing an action plan, formulating guidelines, procedures 
and policies in the implementation of such plan; carrying out training 
programmes; and monitoring projects and activities. 

Research and development 

Metro Manila has chosen Manila as the pilot city in the implementation 
of urban primary health care. It is being undertaken on a pilot basis in 
Pandacan district, and as such is utilized as our research and development 
area. 

Research and development is an integral part of our urban primary 
health care programme, the major aim of which is to develop an information 
monitoring system to generate data as bases for changes and improvements in 
our health services. Pandacan, which has a total population of 79 735, was 
so chosen for our R&D because it is a cross-section of the city in terms of 
demography, socio-cultural, economic and health situations. 

Study of the present health care delivery system 

In problem identification and programme planning, it does not suffice 
to center only on the community situation and community dynamics. Looking 
at the outside world would be more realistic and more effective if we 
mirrored ourselves, the internal system wherein we move - the health care 
delivery system. At this stage when rapid urbanization has set in, there 
is a need to reassess our present organization and determine whether our 
services, programmes, facilities, resources, etc. are relevant to and 
addresses the current health problems brought about by uncontrollable 
urbanization. 

In this context we have just concluded a study of the present health 
care delivery system in Manila to unravel its strengths and weaknesses. 
Using a stratified sampling method, sufficient data have been gathered 
through structural interviews of health providers, health consumers, city 
government administrators, medical and allied practitioners and hospitals. 
The data collected are still undergoing analysis and will serve as basis 
for instituting modifications, innovations and improvements of the existing 
pattern of health care. (See table 2) 

Some preliminary conclusions obtained from the study on the following; 

1. The health centre is still the most common place of consultation 
chosen by Manila residents when there is an illness in the family. However 
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a very close second choice is the private practitioner. (The most 
popular combination of place of consultation chosen is hospital and 
private practitioner which is 4th in rank). 

(2) The most frequent reasons given for going to the health centre 
are that its near to home and they can avail of free services there, 
while the most frequent reasons for consulting a private practitioner 
are they are attended promptly and have trust and confidence in the 
latter. It seems that going to the health center is a matter of 
convenience while going to the private doctor is a matter of trust. 

(3) Two-thirds of respondents indicated that they went to any health 
source only when there was an illness in the family. 

(4) Problems most frequently encountered by Manila Health Department 
field staff in programme implementation are mainly administrative in 
character: They are namely: 

Rank 1 
Rank 2 
Rank 3 

Insufficient supplies and medicines 
Inadequate funds 
Shortage of manpower 

(5) The most frequent sources of health information are: 

Health centre rank 1 (33.56%) and private doctor rank 2 
(30.69%). The major reasons given for this pattern are the following: 

Health Centre 

Private Doctor 

It is near - Rank 1 
Services are free - Rank 2 
It is trusted - Rank 3 

He is trusted - Rank 1 
He is competent - Rank 2 
He is near - Rank 3 

In adopting urban primary health care as an evolutionary approach to 
achieve the goal of "Health for All Manilans by the Year 2000," the Manila 
Health Department has developed these strategies: 

A. Intersectoral coordination, with community participation. 

After identification of community problems, an intersectoral meeting 
was organized involving the barangays and officials of concerned agencies, 
on health, housing, water, environmental sanitation, engineering, 
agricultural extension, social welfare, labor and education. To these 
agencies we presented the community needs based on the community survey and 
together we planned projects and activities which could be acted upon. 
Regular intersectoral meetings are held to see to it that the planned 
activities are carried out. 
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The next step was to hold a co~nity assembly for each of the four 
barangays in order to disseminate at the grassroots level the results of 
the survey, to evolve awareness, snd to guide them on problem 
identification, analysis, priority setting, planning. of projects/activities 
utilizing available resources. 

Intensification of existing programmes as well as injection of 
innovative health and developmental projects/activities have evolved out of 
the intersectoral meetings and community involvement. These are: 

(1) Monthly child weighing and monitoring of growth using individual 
growth charts by the mothers themselves; 

(2) Campaign among families to submit to i~nization in the health 
including tetanus toxoid injection for prenatal cases. 

(3) Intensified health education - Health staff, including 
sanitarians and insect and vermin control personnel conduct health 
education activities with emphasis on environmental sanitation. The 
families have shown cooperation by keeping their premises tidy. 

(4) Mouth rinsing with 0.2% sodium flouride programme to reduce the 
incidence of dental caries. A community volunteer supervises the 
fortnightly mouth rinsing activity of 5-6 years old children in the 
area. 

(5) Skills training programmes - To improve economic status and 
augment the family income, housewives are being taught dressmaking, 
tailoring and cosmetology by the Department of Social Welfare, or 
attend frea vocational courses in the public high schools. 

(6) KKK or livelihood programmes - Through small loans available 
through the KKK programme of the government, families have put up 
small cottage industries like shellcraft, bag and rug making, and food 
and meat preservation. 

(7) Petition letters signed by the community and barangay leaders 
have been channeled to proper agencies concerning acquisition of lots 
and housing units, installation of water pipes and construction of 
public toilets. 

B. Strengthening of health services through manpower development. 

(1) Orientation - training of implementors. Prior to implementation 
phase, all personnel of the three health centres in the pilot area 
attended a three-day seminar-workshop to conceptualize primary health 
care, develop a positive attitude and improve their skills in 
community work; and to prepare them psychologically in carrying out 
their expanded roles and functions in urban primary health care. 

(2) Management and technical series workshops for administrators, 
planners and members of the task force are being conducted with the 
assistance and support of WHO consultants, Dr Gunawan Nugroho and 
Kr George Dorros. 
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Selected educators from the academe, specifically the Pamantasan ng 
Lungsod ng Maynila (University of Manila) have joined us in these 
workshops. Said university is planned to be the base of a proposed 
training programme on primary health care for city government employees, 
the community and the private sector. Another ground for their involvement 
is to conduct a research on the feasibility of restructuring the present 
nursing curriculum and realign it towards primary health care. 

The public health nurse as a primary health care worker 

On the basis of our perceptions that a primary health care worker must 
not only be a provider of health care, but also a facilitator, a teacher, a 
social worker and a community development worker, we have chosen the public 
health nurse as our primary health care worker in an urban setting. In our 
urban primary health care, the nurse is the front line worker. Her 
adaptability to the work situation, her availability in the health care 
system, her accessibility to the hearts of the people and their activities, 
and her acquired knowledge and skills in community work make the nurse our 
logical choice as primary health care worker. In close working 
relationship with other members of the health team, nurses have assumed 
these expanded roles and duties - planners, organizer, motivator, educator 
and a change agent. She shall continue to be such meanwhile the community 
is recruiting their own barangay health worker to coordinate and monitor 
health programmes in the barangay. The nursing curriculum should therefore 
stress tbe value of community health so that graduates will fully accept 
the challenge of primary health care. 

(3) Development of a monitoring system as part of research and 
development. 

A strong and functioning community network has been organized in each 
of the pilot barangays. This internal organization known as the barangay 
development council is the coordinating body that links the household 
members to the health centres. Through family health sheets which are now 
being developed as part of the community information system, vital 
information on health, socio-economic and environmental conditions and 
deviations are gathered with the assistance of the barangay network. Data 
obtained are valuable for monitoring community problems and development and 
for decision making. 

Our research and development in Pandacan encourages community 
participation in detecting problems and instituting appropriate, affordable 
solutions. Community self-reliance is ultimately achieved through 
participatory research. We learn as we develop our R&D and innovative 
approaches are introduced as called for. 
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Plan of action for primary health care: 

A three-year plan of action (1982-85) has been designed for 
implementation. (See annexes A and B) 

Conclusion: 

On the basis of the Pandacan experience, the Manila Health Department 
is optimistic that as it gradually expands its urban primary health care 
programme to the other districts of Manila, snd ultimately replicated in 
other cities and municipalities comprising Metro Manila, hopefully by 1985, 
total health development will have been evolved hand in hand with 
socio-economic development through community involvement. The essence lies 
in the active participation and collaboration of concerned agencies to 
tackle the problems we face as brought forth by the complexities of rapid 
urbanization. 
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Table 1. Result of the quick-survey on Barangay 844 - August 1981, and of community health survey of Barangays 834, 
839, 844 and 865, Pandacan District, Manila, March 1982. 

Findings 

Total population 
Total households surveyed (No.) 
Percent of population examined 
Population profile 

Family size 

Occupation/Source of Income 
Laborers 
Trade/Business 
Professionals (trade and office 

workers) 
Office workers 
Student. 
Pre-schools 
Jobless 
Military and Pensioners 

Educational Profile 

High schools 
Elementary 
College 
Pre-school 
None 

Quick Survey - Barangay 844 

2 729 
477 

58% 
51.9% - Ages 4 to 29 years 

(a young population) 

34.10% - Comprises of 4 persons 
nuclear type 

15.65% 
3.48% 

3.19% 
7.00% 

30.08 
17 .26% 
22.20% 

32.28% 
26.53% 
18.10% 
19.35% 

3.74% 

Community Health Survey 
Barangays 834, 839, 844, 865 

9 700 
1 719 
100% 

68.04% - Ages 4 to 29 years 
(a young population) 

69.28% - comprise of 4-6 persons 
nuclear type 

16.34% 
4.31% 

2.15% 
5.28% 

33.25% 
20.07% 
21.02% 
1.69% 

32.7% 
14.39% 
17.15% 

2.23% 



Findings 

Housing conditions 
Wooden 
Bricks 
Makeshift 

Water supply 
Tap water in houses 
Community water supply 
None 

Water stored 
Human waste disposal 
Annual household income 

Household expenditures 
on food per household 
on rentals/housing 
on clothing 
on health 
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Quick Survey - Barangay 844 

68% 
22% 
10% 

59.00% 
38.00% 

3.00% 

83.12% (of houses surveyed) 
88% Have toilets 
64.37% (earn from P5000 - Pl9 999 

below poverty line) 

46% of total income 
10% of total income 

5% of total income 
4% of total income 

miscellaneous expenses/school 35% of total income 

Medical examination 

Most common diseases 
Upper respiratory infection 
Pulmonary tuberculosis 
Malnutrition 
Bronchitis 
Tonsilitis 

Medical facilities utilized by the 
Health centres 
Government hospitals 
Private physicians 
Private hospitals 

14% with medical complaints 

2% actually sick during survey 
119 cases 
36 cases 
36 cases 
17 cases 
13 cases 

barangay 
59% 
17% 
15% 

9% 

community Health Survey 
Barangays 834, 839, 844, 865 

27.33% 
3.92% 

92.0% 

42.52% 
57.47 
00.01 

81.66% (of houses surveyed) 
66.72% Have toilets 
76.44% (earn from P5000 - P19 999 

below poverty line) 

56.35% of total income 
11.18% of total income 
7.7 of total income 
5.6% of total income 

18.5% of total income 

22.30% with complaints 

2.33% actually sick during survey 
178 cases 

25 cases 
38 cases 

61.37% 
20.74% 
16.53% 

(private & government) 
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Table 2. Preliminary results of survey of present health care delivery 
system, Manila, August - September, 1982. 

Total population. City 
Average family size 

of Manila, 1982 : 1 612 000 
: 5 

Targeted household families (5% 
Actual number of respondents 

by stratified sampling) = 16 120 
12 193 

I. Most common place 
Manila, 1982. 

of consultation when there is an illness in the family, 

A. With response 9 466 = 77.63% No response - 22.37% 

Health center 

30.6% 

B. By reason of choice (in percent) 

Choice of consultation Near home Fast service 

Health centre 10.8 0.75 

Private doctors 8.27 11.37 

Hospital 8.9 3.3 

Others 2.78 1.98 

Total 30.75 17.4 -

Private 
M.D. 

30.2% 

REASONS 

Trusted Free service 

2.3 6.9 

7.46 0.52 

5.39 2.13 

1.49 1.12 

16.64 10.67 ----

Comb. 

9.8 

2.54 

2.14 

10.11 

24.59 

Total 

30.6 

30.2 

22.0 

17.2 

100 -
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II. Frequency of family visits to health centre 

7' .... 8 
""".111 'VIA 

.... \lap 

III. Problems encountered by staff in programme implementation 

IV. Most frequent source of health information 

I , 

. . 

j I 

I 

II 

i I 

j I 
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ANNEX A 

Plan of action for implementation of primary health care in Manila 

Step 1. Preparatory phase 

1.1 Review present situation with health staff: 

1.1.1 Roles and function of health care system 

1.1.2 Resources: Manpower/facilities/budget 

1.1.3 Referral system: hospital/health center 

1.1.4 Supply and equipment: drugs 

1.1.5 Role of the community 

1.2 Establish task force or focal group: 

1.2.1 To develop new approaches to improve the present system (PHC) 

1.2.2 To develop plan of action for improvement: 

1.2.2.1 - identify priorities/areas for action 

1.2.2.2 - organizational structure 

1.2.2.3 - resource allocation/utilization 

1.2.2.4 - community survey 

1.2.2.5 - community involvement 

1.2.3 To develop training modules for primary health care 

Step 2. Implementation phase 

Task force or focal group: 

2.1 To conduct the community survey in the selected area and process the 
data. 

2.2 Present findings to health care system and community; 

2.2.1 - existing general health situation 

2.2.2 - specific health problems 
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2.2.3 - contributing factors to health problems~ 

2.2.3.1 - living environment 

2.2.3.2 - housing 

2.2.3.3 - water supply 

2.2.3.4 - waste disposal 

2.2.3.5 - economy 

2.2.4 - facilities 

2.2.5 - community structure/decision making process 

2.2.6 - other programmes in the community (from sectors other than health) 

2.3 Establish intersectoral coordination~ 

2.3.1 Prepare material for discussion with related sectors 

2.3.2 Dialogue to discuss coordination 

2.3.3 Agree on communication channel/structure for collaboration 

2.4 Adjust existing health programmes to include new findings 

2.4.1 of the survey and involve communities in implementation of' 

2.4.2 programmes 

2.5 Conduct workshop/training for health staff to strengthen the health 
service~ management and technical series 

Step 3. Monitoring and evaluation 

Task force or focal group~ 

3.1 To develop an information system to monitor and evaluate 

3.2 To conduct research and development in selected 'areas 



r-:,c HLPLElENTATlON IN ~IANIIA 

JAN FEB tlAR APR MAY JUNE 

1 - Decision to realign the health service for 
PHC implementation. Manila selected for R&D 

~ - City Health Officel~~ila established 
task force for PDC 
- selected Pandacan for R&D 
- Social preparation of staff and community 

- survey 
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ANNEX B 

Activities: KCH/child weighing /FP 
EPI 

SEPT OCT 

Health Education 
KlQt 
Env. sanitation 
Primary medical care 
screening of eyesight and hearing 
oral hygiene 

NOV DEC JAN • 83 

3a - Training of health center staff 
- Technical setie s workshop 

enviroIllllental sanitation 
/housing 

3b Intersectoral coordination ~er supply 

4 

5 

- Management series 

- Monitoring ayat_ 

6 - Expansion to otter districts 
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ENVIRONMENTAL HEALTH AND PRIMARY HEALTH CARE 

by 

Dr Edwin W. Lee 
Regional Adviser in Environmental Health 

Introduction 

One of the essential elements of health care is the prOViSion of safe 
drinking water supplies and adequate environmental sanitation facilities. 
The relationships between water, sanitation, environment and health are 
intricate but have been well established in public health practice and 
therefore an understanding and acceptance of these linkages are basic to 
the primary health care approach. 

Environment and health 

It is estimated for example that 80% of all illnesses in developing 
countries are linked to water. Typhoid and cholera outbreaks are often 
associated with the lack of safe drinking water or pollution of receiving 
water. Water is also a breeding place for the insects that carry malaria 
and filariasis and other water-related diseases. 

The number of people affected is large. An estimated 400 million 
people are affected annually by gastroenteritis, for example. Children are 
most vulnerable to these diseases. Diarrhoea is the major cause of 
sickness and death among children in developing countries. It is estimated 
that during 1975, for children aged less than 5 years, there were 
approximately 500 million episodes of diarrhoea in Africa, Asia and 
Latin America. 

Sanitation is closely linked with the water supply and can have a 
serious impact on health and the quality of life. The disposal of excreta 
is only one element of sanitation. Other aspects include personal hygiene, 
collection and disposal of solid and liquid waste, food sanitation and 
vector control. Maintenance of environmental and ecological balances 
brings another dimension which affects the quality of life. This has 
implications for water and air quality and the ecology around us and these 
certainly have an impact on the health and well-being of individuals as 
well as on the quality of life in general. 

Water supply and sanitation 

The provision of drinking water supply and adequate disposal of waste 
is one of the basic elements of the primary health Care approach. The 
problem is apparent when the statistics on service level are reviewed. 
Today, in rural areas of the Western Pacific Region, only about 32% of the 
people have access to safe drinking water. While in the urban areas, safe 
drinking water is available to about 80% of citizens, these statistics 
include the urban population of developed Member States (Australia, Japan 
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and New Zealand). The level of sanitation services i. inadequate when we 
realize that in both urban and rural areas only about 55% have adequate 
facilities for the disposal of human waste. 

It is apparent that new approaches to the provision of basic needs 
will be needed, particularly in the rural and peri-urban environment. The 
new approaches are linked closely to primary health care and are 
exemplified in the following concepts: 

Recognition of the complementarity of drinking water supply ann 
sanitation 

Strategies stress covering the underserved populations in rural 
and urban areas 

Generation of replicable, self-sustaining and self-reliant 
programmes 

Use of socially relevant appropriate technology 

Health education and community participation at all stages of 
project development, implementation and operation 

These concepts have been focused into a strategy developed for the 
International Drinking Water Supply and Sanitation Decade, which 
encompasses the following activities: 

Promotion of national Decade plans 

Human resources development 

Financial coordination and support for construction 

Community participation and health education 

Promotion of appropriate technology 

Support of operation, maintenance and repair of systems 

Monitoring and surveillance 

Programme evaluation 

The linkages of the strategy to primary health care methods are 
apparent. 

Environmental protection 

With the rapid industrialization, expansion of agriculture and 
population growth, the environment of many Member States has suffered 
varied forms of degradation, which have had an impact on the health and 
well-being of citizens. This impact is not only felt in the urban centres 
but the rural environment has been similarly affected. Today, we are faced 
with serious pollution problems in many locations affecting our water and 
air resources and the soil systems. 

\ 
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The water resources of almost all the large urban centres of 
developing Member States are seriously affected by wastewaters of human and 
indu~t~ial origin. In the rural areas, the use of pesticides and 
herb1c1des has affected water resources while the wastewaters from 
agro-industrial complexes have had an impact on receiving waters and the 
soil systems. 

Environmental protection concerns individuals down to the village 
level and, although administrative interventions are the main avenue for 
the protection and conservation programmes, the participation of citizens 
in advocacy activities is an important factor in environmental 
preservation. In this respect, both health education and citizen 
participation, which are primary health care approaches, form important 
linkages. 

Environmental planning 

Environmental planning for the location of physical facilities is an 
important feature of environmental development. In this respect, planning 
for housing in fulfilling a basic need for shelter is part of the primary 
health care approach. 

In addition, the location of development projects such as power 
stations, industrial plants, etc. has implications for the health and 
well-being of the local inhabitants. The methodology of impact assesSlnent 
in environmental planning is a recognized intervention process and, when 
properly implemented, allows for the participation of citizens, as 
individuals or in collective action groups. Thus, impact assessment 
methodology in environmental planning involves a primary health care 
approach for citizens with respect to matters that directly affect their 
quality of life. 

When Environmental Impact Assessment (EIA) procedures are applied, the 
linkages between health, environment and development become clear. In the 
assessment process, a holistic view should be utilized and the 
environmental health programme is evaluated along with other developmental 
activities. By this process, the elements and the processes of primary 
health care are fully considered as part of the environmental planning. 

Conclusion 

The linkages of the environmental health programmes with primary 
health care have been well established. Environmental health activities 
involve both intersect oral coordination and multidisciplinary approaches. 
In these efforts, both the health and environmental agencies should 
coordinate their programmes and activities. A primary health care approach 
is mandatory in these efforts. 



- 77 -

GUIDELINES FOR GROUP DISCUSSION 

1. EXperiences in primary health care development and problem 
identification 

ANNEX 7.5 

1.1 (a) What were the main health problems in your country five years ago? 

(b) What changes have occurred in the last five years? 

(c) Has the primary health care approach influenced these changes? 

1.2 (a) What are the current major health problems? 

(b) How are these health problems identified? 

(c) How effective is community involvement in the identification of 
health problems? 

(d) How effective is intersectoral cooperation in the identification 
of health or health-related problems? 

1.3 (a) Of the current major health problems, which ones belong entirely 
in the health sector and which ones have their basic cause outside 
the health sector? 

1.4 Are there any significant problems of special groups? 

For example: 

the rural poor 
migration of population groups 
children 
the elderly 
mental health 
accidents 
communicable disease 
unemployment 

Add other special groups, if necessary. 

1.5 What are the important constraints which have hindered the development 
of primary health care in your country up to now? 

2. Environmental health problems 

2.1 What are the major environmental health problems in your country? 

2.2 Are present methods adequate to deal with them? If not, what is 
lacking? 
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3. Health service re-alignment 

3.1 What are the major problems in the delivery of health services 1n your 
country at the present time? 

3.2 Are present services adequately utilized? 

3.3 (a) What evaluation mechanisms operate to ensure that the health 
services provided are relevant to the needs of the community? 

(b) Are these evaluation mechanisms adequate? If not, how can they be 
made effective? 

3.4 Are any of the following important constraints 1n the present 
provision of health services? 

(a) health manpower shortages 
(b) inappropriate or unequal manpower distribution 
(c) shortage of material resources 
(d) poor distribution of resources 
(e) poor communication within the health system 
(f) inadequate staff training or retraining 
(g) defects in the planning process 
(h) poor intersectoral communication and coordination 

Give any other constraints if these are applicable in your country. 

3.5 Does the solution to any health problem lie entirely outside the 
health sector? If so, what are these problems and how adequately are 
they being dealt with? 

4. Future development of primary health care 

4.1 What are the main developments in primary health care which should be 
undertaken in your country in the next five years? 

4.2 What will be the constraints to successful primary health care 
development and how can these constraints be overcome? 

4.3 Are there any ways in which exchange of knowledge or experiences 
between countries could be of assistance? 

5. Plans, projects and proposals 

Participants are requested to formulate specific plans and proposals. 

NOTE: In questions 4 and 5, participants may find it useful to consider 
their replies under the following headings: 

(a) Integrated health information systems, research and development 
(b) Primary health care development in urban and rural situations 
(c) Community involvement 



- 79/80 -

(d) Intersectoral coordination 
(e) Manpower development; problem-oriented training 
(f) Improvement of health service management 

Annex 7.5 

(g) Financing primary health care in the current world economic 
situation 

(h) Functional re-alignment of the health care system. 

This list is not intended to exclude other topics which the 
participants may care to add. 



Wednesday, 1 December 

8:00 - 9:00 

9:00 - 10:00 

10:00 - 10:30 

10 :30 - 11 :00 

11:00 - 12:00 

12:00 - 1:00 

1:00 - 2:30 

2:30 - 3:00 

3:00 - 4:00 

4:00 - 4:30 

Thursday, 2 December 

8:00 - 5:00 

Friday, 3 December 

8:00 - 10:00 

10:00 - 10:30 

10:30 - 12:00 

12:00 - 1:00 

1:00 - 2:30 

2:30 - 3:00 

3:00 - 4:00 
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AGENDA 

Registration 

Opening 

Welcome speech by the 
Regional Director 

Election of Officers 

Coffee break 

ANNEX 8 

Overview of primary health care 
development in WPRO (Consultant) 

Open forum 

Lunch break 

Country presentation 

Coffee break 

Country presentation 

Summary of presentation (Consultant) 

Whole day field visit to 
Nueva Ecija 

Plenary session: Experiences in 
primary health care development 

Coffee break 

Plenary session: 
- Problem identification 
- Preparation for group work 

Lunch break 

Group work 

Coffee break 

Group work 
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Saturday, 4 December 

8:00 - 10:00 

10:00 - 10:30 

10:30 - 12:00 

Afternoon 

Sunday, 5 Ddcember 

Monday, 6 December 

8:00 - 9:00 

9:00 - 10:00 

10:00 - 10:30 

10:30 - 12:00 

12:00 - 1:00 

1:00 - 1:45 

1:45 - 2:30 

2:30 - 3:00 

3:00 - 4:00 

Tuesday, 7 December 

9:00 - 9:30 

9:30 - 11:30 

11:00 
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Plenary session I: 

Environmental health in primary 
health care 

Plenary session II: 

Re-aligning the health care system 
Preparation for group work 

Group work 

Coffee break 

Group work 

Free 

Free 

Plenary session: The future 
development of primary health care 

Group work 

Coffee break 

Group work 

Lunch break 

Plenary session: Plans, projects 
and proposals 

Group work 

Coffee break 

Group work 

Collect draft report 

Coffee break 

Discussion of draft report 

Closing 
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LIST OF WORKING DOCUMENTS 

Country Reports (including district and area reports) 

PHC/Annex 1 

PHC/Annex 2.1 

PHC/Annex 2.2 

PHC/Annex 3 

PHC/Annex 4 

PHC/Annex 5 

PHC/Annex 6.1 

PHC/Annex 6.2 

PHC/Annex 6.3 

PHC/Annex 7 

Working Papers 

WPR/PHC/82.2 

ICP/PRC/OOl 

Field Visit Briefing Notes 

China 

Malaysia 

State of Sarawak 

Papua New Guinea 

Philippines 

Republic of Korea 

Trust Territory of the Pacific Islands 

Republic of Palau 

State of Ponape, Federated States of 
Micronesia 

Viet: Ham 

The Role of the Ministry of Health as 
Directing and Coordinating Authority 
on National Health Work 

Report of the Regional Conference on 
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Surnmary 

Consequent upon their commitment to the goal of Health 
for All by the Year 2000, the national ministries of health 
are becoming increasingly aware of their directing and 
coordinating roles, especially in the organization of a 
health system based on primary health care. While the 
ministry of health is the agency mandated by most countries 
to be responsible for health, it will need the cooperation 
of the other components of the health sector and those of 
the health-related sectors at all levels. Existing mechanisms 
for coordination need to be examined and strengthened. If 
necessary, new mechanisms will be proposed. All these 
rnechanisms should lead to continuing dialogues arnong the 
different rninistries on matters of health and on how each 
can contribute to the other's effort. In view of the 
enormous challenges, the ministry of health can no longer 
afford merely to play a passive role. Given the many 
limitations of most ministries of health in countries/ 
areas of the region, it is important to examine the different 
factors and options that may be considered in promoting the 
role of the ministry of health as the directing and coordinating 
authority on health work. 

Discussions 

Health for All by the Year 2000 is a splendid and worthy 
concept. For it to succeed, it needs a strong prime-mover. 
In most countries of the Region, this prime-mover is the 
ministry of health. The ministries of health of the different 
countries differ in their scope and powers. In sorne countries, 
the ministry possesses full authority ranging from policy 
formulation to implementation. In others, its authority is 
mixed and it operates its own health services in parallel 
with those of a strong private sector. In most countries, 
the ministry of health does not receive a priority rating 
in terms of the national budget. 

Before Health for All by the Year 2000 was launched by 
WHO, the ministry of health was concerned only with the 
strengthening of the health care delivery system to cover 
the entire population with the basic health care services. 
With the change in emphasis and the focus on health development 
instead of merely the absence of disease to enable people to 
lead a socially and economically productive life, which is 
the ultimate goal of Health for All by the Year 2000, it is 
obvious that the ministry of health can no longer carry out 
this task alone. 

The role of the ministry of health in directing and 
coordinating national health can be viewed as encompassing 
two main areas of responsibility: 

(1) strengthening of the existing health system; 

(2) intersectoral coordination to ensure the active 
involvement of other sectors in national health work. 
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In examining these two issues, perhaps it may be more 
useful to study problem areas instead of engaging in 
theoretical deliberation. 

As a first step, urgent action is required to make the 
functioning of the ministry of health more effective technically 
and administratively, within the limits of its present 
jurisdiction. 

While considerable efforts have been made to strengthen 
the health care delivery system, nevertheless much remains 
to be done. Coverag€ 0f the entire population with the 
basic elements of primary health care is still a major 
problem. In general s· the health system has maintained the 
tradition of carrying out its mission on a provider/consumer 
basis. In a number of countries, the health system is still 
focused on the physician and the hospital as the major source 
of various health services in spite of the inability of the 
authorities to provide such staff or facilities. In many 
countries, the ability to manage even these fragmented services 
is very limited. Information necessary for adequate planning 
and management is frequently not available. 

Resources are limited and those available are not used 
to best advantage. Management and decision-making are usually 
centralized and seldom involve either the community or the 
health workers at the periphery. Much needs to be done to 
get the different components to interact more productively 
to give the health sector the necessary cohesiveness, strength 
and prestige to lead other sectors in national health work. 
Many countries have taken the initiative in developing 
community involvement and this should be strengthened and 
further integrated in the health service. The re-orientation 
of health personnel and the modification of training curricula 
of certain categories of health workers to primary health 
care need to be started. 

Most of the adjustments and modifications to be introduced 
into the health system will require intensive studies such 
as health service research and R & D activities. With the 
ultimate objective of moving towards health and human 
development as the goal of Health for All by the Year 2000, 
health development should, therefore, form an integral part 
of the overall development. 

It will be necessary for the ministries of health to 
equip themselves in effecting meaningful interministerial 
coordination to achieve joint formulation of plans and 
programmes in each of the health-related sectors; 
collaborate with the planning organizations at the 
different levels to draw up reliable projections of 
the support and assistance required in each of the various 
health-related sectors; and to ensure that these demands 
are given due and serious consideration at the time of 
finalization of national development plans. 
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This wtll only be possible if the ministry of health 
is able to provide relevant information, and build up a 
re li able picture of needs and priori ties. It .will be 
necessary to estaplish intermin.i,st~rial coordination 
committees with the ministry of health acting as focal 
point or to persuade the national planning organization 
to establish an intersectera! working group in support 
of health and all related sectors. 

Thus, special attention should be paid to the 
information system, from the community leve! to the 
central level to ensure that reliable feedback and 
information are obtained regarding the difficulties 
encountered during implementation with a view to 
introducing corrective and remedia! measures in the actual 
process of planning. In addition, and this is not the 
least important, information should be provided on the 
intimate link between socio-economic development and 
nealth development. It is obvious that, to ensure 
effective implementation of the various schemes and 
programmes to improve the health status of all people, 
the fullest involvement of the individuals, families, 
communities, voluntary agencies and private organizations 
in health work must be secured. In arder to achieve this 
objective, it will be necessary to examine through R&D 
(participatory research) ways and means of soliciting 
their involvement and commitment, and to study the 
administrative structures and procedures of the ministry 
of health so as to avoid bureaucratie delays, which dampen 
and restrict local initiative, thus militating against the 
meaningful involvement of the communities and voluntary 
organizations. 

It seems to be indicated that the ministry of health 
should undertake an adequate situation analysis of intra
and intersectoral relationships and coordination as well as 
a study of the existing coordinating mechanis~s for health 
and for socio-economic development. 

In conclusion, having regard to the foregoing, the 
challenge posed is how the ministry of health can strengthen 
its position to play an important role as directing and 
coordinating authority on national health work. The options 
which may be considered are as follows: (see diagram) 

- Through research and development activities and health 
service research, determine the weaknesses and strengths of 
the ministry of health and how the community can be involved 
in health development. 

- Strengthen existing mechanisms and processes to improve 
the performance of the ministry of health in its new role, 
including information gathering and research capacity. 
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- Establish a mechanism for inte~sectoral coordination. 

- Introduce new mechanisrns to support national health 
work, e.g.: 

National Health Counc:Ll 

National Health Development Centre 
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