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NOTE 

The views expressed in this report are those of the partIcIpants in 
the Workshop and do not necessarily reflect the policy of the World Health 
Organization. 

This report was prepared by the World Health Organization Regional 
Office for the Western Pacific for governments of Member States in the 
Region and for participants in the Interregional Workshop on Primary Health 
Care, held in Bao Long Shan, Inner Mongolia, People's Republic of China, 
from 18 to 29 August 1986. 
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1. SUMMARY 

The Interregional Workshop on Primary Health Care was held in 
Kezuozhong Qi, Inner Mongolia Autonomous Region, People's Republic of 
China, from 18 to 29 August 1986. The workshop was funded by the United 
Nations Development Programme (UNDP) and executed by the World Health 
Organization. The workshop focused principally on the rural health care 
delivery system in China and specifically on the three-level health care 
network in Kezuozhong Qi County. 

The workshop was one of the ser1es of interregional workshops on 
primary health care conducted in China since 1980 in the countries where 
WHO Collaborating Centres for Primary Health Care have been established. 
The workshop brought together health workers from different countries, 
enabling them to learn from Chinese experience as well as to exchange 
experience in the spirit of technical cooperation among developing 
countries (TCDC). The workshop in Kezuozhong Qi was the first 
interregional workshop held in the Inner Mongolia Autonomous Region, and 
accordingly the WHO staff concerned made a preparatory visit in March 1986 
to collaborate with Chinese officials in preparing the programme, 
documentation, timetable and general arrangements for the workshop. 

The workshop covered a series of important subjects related to primary 
health care, including the following which were presented by the Chinese 
officials: 

The various levels in the Chinese health-care system, with special 
reference to the three-level health care system in Kezuozhong Qi. 

The functions and organizational structure of the county-level 
health facilities, including the Epidemic Prevention Station, two Central 
Hospitals and the Maternal and Child Health/Family Planning Station. 

Health Manpower development and training programmes, with special 
reference to PHC workers, including rural doctors. 

Financing the health services. 

Intersectoral coordination and community participation or 
involvement. 

Integration of traditional Chinese and Mongolian medicine with 
Western Medicine. 

Field visits were made in order to observe at first hand how the 
matters discussed at the plenaries were being dealt with in practice. 
These were followed by group discussions with the Chinese experts present. 

The participants concluded that community participation and 
involvement at village level in dealing with health and related problems, 
based on an intersectoral approach and a spirit of self-reliance, had 
resulted in total population coverage by health stations, which was the 
most impressive achievement of the Chinese system. The effective 
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integration of traditional medicine with Western medicine ~ave participants 
an opportunity of reconsidering the development and use of appropriate 
technology for providing primary health care in their own countries. The 
participants felt that one of the shortcomings of the system was the 
weakness of the referral system, a weakness due to lack of adequate 
transport facilities and the long distances separa·ting villages from the 
first referral facilities. At first, the numerous categories of health 
workers with different levels of training seemed to confuse the 
participants, but it was soon concluded that this was a strength rather 
than a weakness, since this particular manpower mix had been developed to 
cater to local needs and conditions. 

Progress in primarv health care throu~hout the Western Pacific Region 
was reviewed to enable the participants to put China's achievements in a 
regional perspective. 

During the workshop, the participants were given the opportunity to 
present and share their home country's experience with the Chinese 
officials present and their fellow participants. 

Meetings of a steering committee consisting of Chinese officials, 
members of the WHO Secretariat and representatives of the participants were 
held to monitor day-to-day activities and evaluate the workshop. The 
participants were divided into three groups (each with 6-7 participants) 
for field visits and group discussions with a view to furthering active 
participation. Group reports were presented by the participants at the end 
of the workshop; they reflected the participants' understanding and 
observations of the Chinese health care delivery system and its strengths 
and weaknessea. It was unanimously felt that the objectives of the 
workshop had been achieved, that it had been of mutual benefit to the 
participants and the Chinese health officials present, and in general, that 
it had been a very useful and rewarding experience. 

2. WORKSHOP OBJECTIVES 

The objectives of the workshop were as follows: 

2.1 General objective 

To analvse the health services svstem in China, and particularly its 
primary health care components, with a view to adapting and applving 
measures that could facilitate the development of primary health care in 
the participants' home countries. 

2.2 Specific objectives 

(a) To study the health care system 1n China from the point of view 
of coverage and the management of primary health care services, including 
referral facilities and the training of primary health care personnel. 
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(b) To single out factors that facilitate or impede the development 
of primary health care in China. 

(c) To exchange information and experience on primary health care. 

3. PARTICIPANTS 

A total of 20 participants from 14 countries attended the workshop: 
5 from the South-East Asian Region, 3 from the Eastern Mediterranean 
Region, and 12 from the Western Pacific Region, including three from China 
(Annex 1). All participants arrived in Bao Long Shan as scheduled, except 
one from the Eastern Mediterranean Region who arrived one day before the 
workshop closed. 

The WHO Operational Officer served as the Workshop Coordinator. A WHO 
Consultant and WHO CLO/Honiara, were assigned to support the Chinese 
officials of the WHO Collaborating Centre for Primary Health Care in 
Kezuozhong Qi in organizing and conducting the workshop. A list of Chinese 
officials involved in the workshop is attached (Annex 2). 

4. METHODS USED 

The workshop was conducted through plenary sessions, presentations on 
major topics, group work and discussions, field visits and sessions 
summarizing the conclusions reached. (Annex 3, Timetable). 

The participants were divided into three groups to make it easier to 
arrange field visits and to enable everybody to participate in group 
discussions. Each group elected its own chairman and rapporteur; the group 
chairmen were also responsible for liaison with the WHO Secretariat for the 
workshop. 

A Steering Committee, consisting of Chinese officials (including the 
Director of the WHO Collaborating Centre), members of the WHO Secretariat 
and representatives of the participants, was responsible for arranging the 
day-to-day activities of the workshop. 

Specific topics were assigned to each group for each discussion 
session. The outcome was then presented to the plenary session for general 
discussion by all participants. Chinese health officials conversant with 
the specific topic were assigned to each group as experts to facilitate the 
discussion. 

Presentations, field visits and group discussions were arranged in 
such a way that they were all germane to the topic under discussion and the 
topics were alternated in such a way as to stimulate the participants' 
interest and active participation. 
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It was felt that these approaches and methods adequately ensured the 
smooth and friendly operation of the workshop throughout the whole period. 
All the participants were pleased with the arrangements and felt themselves 
to be active members of the workshop and not merely passive recipients of 
others' knowledge. 

5. THE WORKSHOP 

5.1 General 

The workshop was officially opened on 18 August 1986 in Rao Long Shan 
town, Kezuozhong Qi, Inner Mongolia Autonomous Region, People's Republic of 
China. Dr Zhang Yin-E, Deputy Chief of the Division of International 
Organizations, Ministry of Public Health, and Dr Liu Guang Li, 
Deputy Director, Bureau of Public Health of the Inner Mongolia Autonomous 
Region, delivered addresses of welcome and Dr K.S. Lee, WHO Workshop 
Coordinator, delivered the opening address on behalf of the WHO Regional 
Director for the Western Pacific (Annex 4). Dr Jong Huh, 
Republic of Korea, as a representative of the participants, was invited to 
address the workshop. Upon the completion of the workshop programme, a 
brief closing ceremony was held at which the WHO Consultant made some 
technical comments. 

The workshop schedule and timetable arranged in consultation with the 
Chinese officials and the participants was followed throughout the workshop 
with minor modifications due to the floods in the region and the early 
departure of most participants. 

5.2 Teaching materials and working papers 

A background paper had been prepared for the workshop and was 
distributed to the participants on 18 August 1986 during the orientation 
session. This paper, entitled "The Health Service System and Primary 
Health Care in Kezuozhong Qi, Inner Mongolia Autonomous Region, People's 
Republic of China", covered all the topics dealt with at the workshop. The 
participants were asked to study the document before each session. 

5.3 Programme 

5.3.1 Presentation 

The topics presented by the Chinese health officials were as follows: 

Introduction to the national and Inner Mongolian health systems 
Introduction to Kezuozhong Qi 
The three-level health care network 
Communicable disease control and planned immunization 
Endemic disease control 
Maternal and child health, including family planning 
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Community participation and intersectoral cooperation 
Traditional medicine and pharmacology 
- Traditional Mongolian medicine and pharmacology 
- Traditional Chinese medicine and pharmacology 

The plenary sessions and presentations were summarized on the last day 
of the workshop. 

5.3.2 Group discussions 

Group discussions took place, followed by presentations and field 
visits. The Chinese speakers, the health officials concerned and the 
experts designated attended the group discussions. 

5.3.3 Field visits 

Field visits were organized following each presentation and arranged 
in such a way that the participants could study the primary health care 
delivery system at different levels and appreciate the tasks carried out at 
each level in relation to the three-level health care network in the county. 

The participants visited the following health institutions in three 
groups to give them a better opportunity of observing activities in the 
field. 

(a) At Qi (County) level: 

Qi epidemic prevention station 
Qi MCH station 
Qi People's Hospital 
Qi Central Hospital 
Qi Traditional Mongolian Hospital 
Qi Health School 
Nursery/Kindergarten 

(b) At Sumu (Town) level: 

Jia Ma Tu Town Health Centre 
She Be Tu Town Major Health Centre 
Yao Li Mao Du Town Health Centre 

(c) At Gacha (Village) level: 

Xiao Ao Li Mu Village Health Station 
Su Hao Li Bu Village Health Station 
Si Zhang Mu Tai Village Health Station 
Min Zhu Tun Village Health Station 
Tala Ying Zi Village Health Station 
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, 
5.3.4 Special session 

A special session to review progress in the development of primary 
health care in the Western Pacific Region was held and the paper on the 
subject was presented by the WHO Workshop Coordinator in plenary session 
(Annex 5). 

5.3.5 Country presentations by the participants 

One-and-a-half days of the workshop were devoted to country 
presentations by the participants so that participants and Chinese health 
officials could exchange information and experience in health care delivery 
systems in general and primary health care in particular. Guidelines for 
the country presentations had been prepared and distributed to the 
participants with a request that the presentations be sent to WPRO to 
arrive by 15 July. A summary of the country presentations was presented by 
the WHO Secretariat at the end of the session (Annex 6). 

6. CONCLUSION 

A regular day-to-day evaluation was conducted by the WHO Secretariat 
and the WHO Consultant with the representatives of the participants; this 
was then referred to the Steering Committee for any adjustment to the 
programme needed in order to better serve the purposes and objectives of 
the workshop. 

The final conclusions and assessment of the workshop were presented by 
the participants before the closure (Annex 7). In general, the 
participants and the Chinese officials were satisfied with the workshop and 
felt that its objectives had been met. The participants were impressed 
with the health care delivery system and motivation of health workers and 
people in Kezuozhong Qi, especially with respect to total health coverage, 
the effective integration of traditional medicine with Western medicine, 
active community participation, intersectoral cooperation and self-reliance 
in health. They felt that they had enriched their knowledge and experience 
in many aspects of primary health care. They expressed particular 
satisfaction with the way the workshop had been run and with the 
accommodation and hospitality in Kezuozhong Qi. 

I, 
II , 
I , 

I 
I 
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ANNEX 1 

1. LIST OF PARTICIPANTS 

A. EASTERN MEDITERRANEAN REGION (EMR) 

AFGHANISTAN 

IRAN 

B. SOUTHEAST ASIA REGION (SEAR) 

BANGLADESH 

BHUTAN 

MALDIVES 

SRI LANKA 

THAILAND 

Dr Mohammad Amin 
President, Basic Health Services 
and Curative Medicine Department 
Ministry of Public Health 

Dr Mashllah Aien 
Deputy Director 
Kerman Province 

Dr Abolfath Lameei 
Provincial Managing Director 
Kohgiloyeh, Boyer-Ahmad 

Dr Md. Abdul Majid 
Civil Surgeon 
Brahmanbaria 

Mr Dorji Wangchuk 
Principal, Thimpu Health School 
Thimpu 

Mr Moosa Anwar 
Deputy Director of Health 
Infrastructure 
Ministry of Health 

Dr U.M.G. Ariyasena 
Divisional Health Officer 
Mawanella 

Dr Sanguan Nitayarumphong 
Director, Bua Yai Community Hospital 
Nakhonrajsima Province 
Rural Health Division 
Ministry of Public Health 
Bangkok 
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C. WESTERN PACIFIC REGION (WPR) 

CHINA 

FIJI 

PHILIPPINES 

REPUBLIC OF KOREA 
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Dr Ai Xinjiu 
Principal, Workers Health School 
Yitong County, Jilin Province 

Dr Yang Zhiyun 
Deputy Director, WHO Collaborating 
Centre for PHC 
Jiading, Shanghai 

Mr Zhong Zhicheng 
Director, Changshu Municipal 
Health Bureau 
Jiangsu Province 

Dr T.M. Buimaiwai 
Permanent Secretary for Health 
Ministry of Health 
Suva 

Dr Yogendra Prakash Narayan 
Subdivisional Medical Officer 
Levuka 

Dr Eduardo Janairo 
Provincial PHC Coordinator 
Integrated Provincial Health Office 
Laguna Provincial Hospital 
Sta. Cruz, Laguna 3701 

Miss Virginia S. Orais 
Training Coordinator 
(Programme Nursing Supervisor) 
PHC Unit 
Family Planning Service Building 
Ministry of Health 
Manila 

Dr Young-Hee Choi 
Dean and Professor 
College of Nursing 
Ehwa Women's University 
Seoul 

Dr Jong Huh 
Professor 
Health Administration and Medical Care 
School of Public Health 
Seoul National University 
Seoul 
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SAMOA Dr Kamuta Seuseu 
Regional Medical Officer for Savaii 
Ministry of Health 

SOLOMON ISLANDS Mr Jack Ogafura 
Takwa Clinic 
North Malaita 

VANUATU Mr Edwin Tari 
District Health Supervisor 
Eastern Province 

2. CONSULTANT 

Dr W.P. Chang 
Visiting Professor 
UCLA School of Public Health 
Los Angeles, CA 90401 
United States of America 

3. WHO STAFF 

Dr K.S. Lee 
Scientist, ICP PHC 002 
WHO Regional Office for the 
Western Pacific 
Manila 

Dr A.D. Parkinson 
WHO Country Liaison Officer 
Honiara 
Solomon Islands 
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LIST OF CHINESE SECRETARIAT 

Dr Liu Guang Li 
Deputy Director 
Bureau of Public Health 
Inner Mongolia Autonomous Region 

Dr Zhao Na Si Tu 
Director 
Medical Services 
Bureau of Public Health 
Inner Mongolia Autonomous Region 

Mr Xiao Zhan Wu 
Deputy Director 
Zhi Mon (Prefecture) 

Dr Kang Jai 
Director 
Bureau of Public Health 
Zhi Mon 

Dr Wang Zen Ting 
Deputy Director 
Bureau of Public Health 
Zhi Mon 

Mr Sun Zan San 
Deputy Secretary 
Kezuozhong Qi (County) 

Dr Pei Zhen Feng 
Deputy Governor 
Kezuozhong Qi (County) 

Mr Wang Zh i Xin 
Deputy Chief 
Kezuozhong Qi (County) 

Dr Shi Lei 
Director 
Bureau of Public Health 
Kezuozhong Qi (County) 

Dr Lian Xin Rong 
Medical Officer 
Bureau of Public Health 
Inner Mongolia Autonomous Region 

ANNEX 2 
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Dr Jiang Ke 
Director 
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WHO Collaborating Centre for 
Primary Health Care 

Kezuozhong Qi (Country) 

MMe Yun Shu Bi 
Deputy Chairman 
Standing Committee of the People's Congress 
Inner Mongolia Autonomous Region 
Former Director 
Bureau of Public Health 
Inner Mongolia Autonomous Region) 
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ANNEX J 

SCHEDULE/TIMETABLE 

16 August. Saturday 

17 August. Sunday 

9.40 a.m. 

3.00 p.m. 

4.00 p.m. 

4.30 p.m. 

6.00 p.m. 

19 August. Tuesday 

8.00 a.m. - 10.00 p.m. 

10.30 a.m. - 12.00 p.m. 

12.00 1.30 p.m. 

1.30 5.00 p.m. 

20 August, Wednesday 

8.00 - 10.00 a.m. 

Arrive 1n Beijing 

Arrive in Bao Long Shan 

Opening ceremony 

Meet Chinese officials 

Orientation to the workshop 

Welcome dinner by tIle oi rector "I 1'"hl ic 

Health. Inner MOllgolia AutonomollR Regiarl 

Plenary sessions 

Introduction to nationAl hP!l1th 
sys tern in Gh ina and J IInp r ~lollgn 1 i a 

Health System. 

Introduction to cotlnty jleAlth system 
in Kezuozhollg Qi. 

Vis i t Kezuozhong Qi Ilea I t h In fonna t i {' II 
Exhibit Room 

Lunch 

Plenary sessions 

Three-level health care system ]ll 

Kezuozhong Qi County 

Discussions 

Plenary sessions 

Disease control 

Discussions 
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10.00 a.m. - 12.00 p.m. 

12.00 - 1.30 p.m. 

1.30 - 5.00 p.m. 

21 August, Thursday 

8.00 - 10.30 a.m. 

11.00 a.m. - 12.00 p.m. 

12.00 - 1.30 p.TtI. 

1.30 5.00 P .TtI. 
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Visit to the Anti-epidemic Station and 
Central Hospital in Bao Long Shan 

Lunch 

Visit to Sumu (town) and Gachas 
(villages) 

Group I 

(a) Jia Ma Tu Sumu Health Centre 
(b) Xiao An Li Mu Gacha health station 
(c) Su Hao Li Bu Gacha stations 

Group II 

(a) She Be Tu Sumu Maior Health Centre 
(b) Si Zhang Mu Tai Gacha Health 

Station 
(c) Min Zhu Tun Gacha Health Station 

Group III 

(a) Yao Li Mao Du Sumu Health Centre 
(b) Tala Ying Zi Cacha Health Station 

Group sessions on field observations 

Plenary session on group reports 

Lunch 

Plenary sessions 

Health manpower development in 
Kezuozhong Qi with special reference 
to PHC workers including rural 
doctors 

Discussions 

Visit to health training school 



22 August. Friday 

8.00 a.m. - 12.00 p.m. 

12.00 - 1.30 p.m. 

1.30 - 5.00 p.m. 

23 August, Saturday 

8.00 a.m. - 12.00 p.m. 

12.00 - 1.30 p.m. 

1.30 - 3.00 p.m. 

3.00 - 5.00 p.m. 

5.00 - 6.00 p.m. 

24 August, Sunday 

25 August, Monday 

8.00 - 9.00 a.m. 
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Plenary sessions 

Maternal and child health/family 
planning 

Financing health services 

Discussions 

Lunch 

Plenary sessions 

Traditional Chinese 
medicine/Mongolian medicine 

Discussions 

Visit to MCR f'tation,. county hospital, 
Mongolia Medicine Hospital and 
nurseries in Bao Kang. City 

Lunch 

Plenary sessions 

Intersectoral coordination 

Community participation/involvement 

Discussions 

Group sessions 

Plenary session on group reports 

Visit to water reservoir 

Plenary sessions 

Progress of health for all by the 
year 2000 in the Western Pacific 
Region 

Discussions 
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9.30 a.m. - 12.00 p.m. 

12.00 - 1.30 p.m. 

1.30 - 5.00 p.m. 

26 August, Tuesday 

8.00 a.m. - 12.00 p.m. 

12.00 - 1.30 p.m. 

1.30 - 2.00 p.m. 

2.00 - 3.00 p.m. 

3.00 - 4.00 p.m. 

4.00 - 5.00 p.m. 

6.30 p.m. 

27 August, Wednesday 

5.30 a.m. - 10.30 p.m. 

28 August, Thursday 

29 Augusta FridaX 

30 Au&ust z Saturdax 
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Plenary sessions 

Country presentation 

Lunch 

Plenary sessions 

Continuation of country presentation 

Plenary sessions 

continuation of country presentation 

summary of country presentation 

Lunch 

Summary of plenary sessions 

Group sessions: conclusion of the 
workshop 

Plenary sessions 

Group report on conclusion by the 
participants 

Closing ceremony 

Farewell dinner by the Governor, 
Kezuozhong Qi 

Leave Bao Long Shan for Beijing by 
train No. 168 

Free 

City Tour 

Leave Beijing 
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ANNEX 4 

OPENING ADDRESS BY DR HIROSHI NAKAJIMA , 
REGIONAL DIRECTOR, WORLD HEALTH ORGANIZATION , 

REGIONAL OFFICE FOR THE WESTERN PACIFIC , 
THE INTERREGIONAL WORKSHOP ON PRIMARY HEALTH CARE AT 

INNER MONGOLIA, PEOPLE'S REPUBLIC OF CHINA 

18 - 27 AUGUST 1986 

It is with ~reat pleasure that I welcome vou to Bao Long Shan in 
Inner Mongolia on the occasion of this Interregional Workshop on Primary 
Health Care. I am particularly grateful to the Government of Inner 
Mongolia Autonomous Region and the Ministry of Public Health in Beijing for 
kindly acting as host to this Workshop. 

I would also like to express mv appreciation to UNDP for its 
continuous support for interregional activities in Primary Health Care in 
China since 1980, including its very considerable contribution to this 
Workshop. 

I recall that our first interregional activities in Primary Health 
Care in China took place in Conghua County in 1980. The operational details 
of the primary health care approach were just then evolving and the 
interregional activities in China provided a valuable opportunity to gain 
useful insights into their development. Altogether there have been 
12 interregional group activities in primary health care in China bringing 
together a total of 224 participants from 57 countries in the six WHO 
Regions since these were launched in 1980. Prior to 1980, a number of PHC 
study tours for WHO Fellows were being conducted, instead of workshops. 

However, I must say that I consider this Workshop repreAents a 
significant step towards the further development of primary health care. 
It provides a forum where participants from other countries are able to 
gain familiarity with the health system of China, and at the same time 
share the experiences of their own countries in the development of primary 
health care strategies with each other including with their Chinese 
colleagues. 

The World Health Organization, through the mandate given by the 
World Health Assembly, has developed a monitoring mechanism to assess the 
progress of implementation of the health-for-all strategies at country 
level. The findings suggest that steady progress is being achieved. Some 
countries have reoriented their entire health system to primarv health care 
while others have undertaken small scale PHC development projects to find 
ways to implement it subsequently on a more massive scale. A common 
feature in most countries is the emphasis on training of primary health 
care personnel. It is our hope that trainin~ experience in primary health 
care will be shared in this Workshop. 
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I wish to remind you all that the Year 2000 is only 14 years away, 
which means that one-third of the time alloted to attain the goal of health 
for all since 1978 has now elapsed. If we are to achieve our goal on time, 
a strong health-for-all leadership will be needed at all levels of the 
health administration in the country. 

Although the technology for health for all is available, the present 
status of the economic order does not seem to favour any acceleration of 
strategy implementation. Furthermore, the impact of primary health care is 
directed towards the total development of the human potential, which does 
not produce readily observable or spectacular results. For this reason, 
national resources may not be made so readily available to it in contrast 
to other highly visible and politically attractive though lesa effective, 
projects. It is to the credit therefore of certain international agencies 
such as UNDP, UNICEF and the International Banks that, since the 
declaration of Primary Health Care in 1978, they have increased their 
allocation in support of primary health care. However, the provision of 
this kind of external support cannot go on forever. After all, the primary 
health care approach aims to achieve national self-reliance once the needs 
for initial investment are met. 

Of course, the achievement of Health for All By The Year 2000 through 
Primary Health Care represents a truly gigantic undertaking for which the 
many developing countries or areas will need all the initial external 
support they can get, notwithstanding the self-reliance principle of the 
primary health care approach. In this context, participants in thia 
Workshop will no doubt be discussing, among other things, their experience, 
be it financial or technical, in the context of primary health care. 

On this note, 1 will conclude and wish you all every success in your 
deliberations over the coming two weeks. I now declare the Interregional 
Workshop on Primary Health Care officially open. 
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ANNEX 5 

WPR/PHC(2 )/86.3 
16 July 1986 

Baa Long Shan, Kezuozhong Qi (Inner Mongolia) 
People's Republic of China 

ENGLISH ONLY 

18 - 27 August 1986 

STATUS OF PRIMARY HEALTH CARE DEVELOPMENT 
IN THE WESTERN PACIFIC REGION 

The issue of this document does not 
constitute formal publication. It 
should not be reviewed, abstracted or 
Quoted without the agreement of the 
World Health Organization. Authors 
alone are responsible for views 
expressed in signed articles. 

Ce document ne constitue pas une 
publication. II ne doit faire 
1 'objet d'aucun compte rendu 
ou resume ni d'aucune citation 
sans l'autorisation de 
IfOr~anisation Mondia1e de 18 
Sante. Les opinions exprimees 
dans les articles signes 
n'en~a~ent que leurs auteurs. 
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Annex 5 

1. INTRODUCTION 

Following the Declaration of Alma-Ata on primary health care in 1978, 
the Thirty-second World Health Assembly, held in 1979, launched the Global 
Strategy for health for all by the year 2000, and invited all Member States 
to individually formulate national policies, strategies and plans of action 
for attaining this goal, and to collectively formulate their regional and 
global strategies. 

A regional strategy for health for all was formulated and adopted by 
the World Health Organization Regional Committee for the Western Pacific 1n 
1980; this was revised and adopted by the Regional Committee in 1981. 

In 1982, the Thirty-fifth World Health Assembly called upon 
Member States to periodically review and assess the progress of their plans 
of action for implementing the national strategy for health for all. 

A monitoring mechanism was accordingly established to ascertain the 
progress every two years while evaluation tools were developed to determine 
the effectiveness of the strategies every six years. 

The first regional evaluation was carried out in 1985 based on 
national reports on the results of the evaluation received from 26 out of 
32 countries and areas in the Region. It was aimed at assessing the 
relevance, progress, adequacy, effectiveness and efficiency of the national 
health policies and strategies in achieving national health-for-all goals. 

The national reports indicate that all countries are encountering 
problem of implementing an evaluation process that is responsive to 
assessing national development goals. 

The strategy for health for all by the year 2000 is a part of the 
overall national socioeconomic processes and serves as the basis for 
national health development in the country. It is not a separate 
development activity that has been added on to other development schemes. 
Hence, the health-for-all strategy is expected to have a pervasive impact 
on all spheres of human development. 

Health is the consequence as well as the determinant of development. 
This is the principle on which the health-for-all goal is based. 

This paper is intended to provide a brief review of progress in 
health-for-all strategy implementation in the Western Pacific Region. 
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Development of socioeconomic sectors 

The Western Pacific Region of WHO consists of 32 countrip.s or areas 
with an estimated population in 1984 of 1.4 billion. The Region 1S 

heterogenous in political, economic and demo~raphic terms. 

Government's perceptions with regard to the size of population and 
rates of growth have changed over the past decade as the maiority of 
countries reporting have considered their population size and growth rate 
to be too high. 

Population policies to curb the ~rowth rate have been in force in most 
countries or areas. The majority of the population, with few exceptions, 
is concentrated in the young age groups while a slight increasing trend in 
the proportion of elderly people aged 65 and over has been noted. The 
developed countries alreadv face the problem of aging. 

It is estimated, for example, that nearly 15% of the population of one 
of the industrialized countries in the Region will be over 65 vears old by 
the year 2000. This implies changing health needs of the population to 
which the health programme must adopt. 

The dependency ratio has declined from 80 in 1970 to 71 in 1980. It 
is to be expected that there will be an increasing proportion of the 
productive population as fertility declines further, resultin~ in 
corresponding declines in the dependency ratio. Such social and economic 
problems as high unemploYment and crime rates may be envisaged in the 
decades to come. 

The distribution of the population in the past few decades has been an 
area of concern. The Region is witnessing rapid urbanization and growth of 
the cities caused bv the combined effects of rapid economic growth and 
falling population growth rates. 

Internal migration characterized by the flow from rural to urban areas 
has been observed in some countries in the South Pacific where 
industrialization has not vet taken place. This phenomenon creates various 
untoward complex social, economic and health hazards in the country. 

While the economic performance of certain countries in the Region has 
been remarkable, particularly with respect to the export of manufactured 
goods, most developing countries or areas have faced difficulties in 
sustaining development owing to an external environment characterized by 
continued weakness of primary commodity prices, scarcitv of capital 
inflows, volatility in foreign exchange rates, etc. 

However, for a majority of countries or areas in the Region, the 
regional targets for daily per capita calories and protein supply, infant 
mortality rates, life expectancy and adult literacy rates have been met. 
These indicators reflect the outcome of a pattern of development in which 
the basic needs for a satisfactory quality of life have received a 
relatively high priority. 
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The social relevance of present educational policies and programmes 
with regard to the attainment of "education for all': facilitates. the . 
development of a new approach to improving the quality of education and its 
role in dynamic society. A relatively high adult literacy rate for most of 
the countries is attributable to the rapid expansion of education in the 
1960s when rapid economic growth coincided. With the slow rate of economic 
growth in recent years, the allocation of public funds for education and 
the need to strike a balance between expansion and improvement in the 
quality of education have become one of the important issues of national 
debates in many countries. 

Owing largely to economic factors, including rising costs, the problem 
of equitable distribution of health services has become the concern of all 
sectors in the countries. The majority of countries or areas which 
submitted reports have stated that the health plan is an integral part of 
their national development plans. 

2. PRESENT STATUS OF HEALTH-FOR-ALL STRATEGIES 

2.1 Concept of health development 

Health development which goes beyond the provision of basic needs 
serves as a basis for the regional strategy for health for all by the 
year 2000. The regional strategy envisages a health system which 
encompasses the entire population on the basis of equity and 
responsibility, shares activities with other relevant sectors, and is based 
on the primary health care approach consisting in the delivery of the 
essential elements of care at the first point of contact with the community. 

The health system is being organized into levels of care and support 
units which are based on the primary health care approach as the foundation 
of the whole system. Some fundamental changes will be required in many 
functions of the health system as the health development process involves a 
variety of cultural, political, socia-economic areas and health service 
patterns unique to each country. 

The regional strategy recognizes the need for change, particularly in 
such functions as management, legislation, community involvement, 
intersectoral coordination, development of human resources and research. 
Countries or areas are requested to pay special attention to these 
functions in the organization of health system based on primary health care. 

, , 
, , 

. , 
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2.2 Health policies and strategies 

In most countries or areas, the health-for-all policies and strategies 
have viewed the explicit endorsement or the clear declaration of intent of 
the Government. The significant trend in the policies observed is that 
health is either considered an integral part of the national development 
process or one of the main developmental activities. It is considered to be 
an important stept forward that the primary health care approach has been 
recognized as the tool to make the health development concept functional. 

While the majority of countries are reasonably satisfied with their 
policies, two broad categories of constraints can be noted. One category 
relates to the provision of more health services based on the assumption 
that health development means more health services. Examples of the 
problems in this category are those concerned with the expansion of 
facilities and health programmes, lack of financial and human resources, 
etc. 

The other category of constraints observed is associated with the 
assumption that health development goes beyond the mere provision of health 
services. The problems stated in this category include the need for 
linkages between relevant sectors, development of a specific mechanism for 
community participation/involvement, etc. 

It is important to note that the majority of countries feel that the 
health-for-all strategies must encompass more than the traditional health 
sector. 

2.3 Organization of health system based on primary health care approach 

All countries that subscribe to the health-for-all strategy believe 
that primary health care must be provided at the community level. Although 
a complete picture is not available for all countries or areas in relation 
to the present status of delivery of the essential elements of primary 
health care, available data show that the situation is very encouraging. 

Decentralization of authority in the Government structure in small 
countries of the Region is one of the notable changes being made in the 
health systems to support further improvement in primary health care. In 
the small island nations where coverage is relatively good, the priority 
concern is to improve the quality of services. The principal approach 
adopted is to upgrade the quality of manpower and expand the USe of 
community-centred primary health care workers. Coverage, however, is still 
a problem in many small and large countries, aggravated by lack of 
transportation and communication facilities. It was the general impression 
that it is the coverage which concerns the Government rather than the 
primary health care approach that needs to be developed as the means to 
achieve expanded coverage. 
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2.4 Community participation/involvement 

Significant pro~ress has been made in the efforts to increase the 
involvement of people and communities in primarY health care. 

While most countries are attempting to improve the effectiveness of 
traditional groups, a number of new mechanisms for channelling ~ommunity 
efforts, including village development committees (VDC), are be1ng 
developed. 

The village development committee, through the primary health care 
development proiect activities, has proved to be a very effective mechanism 
for the involvement of the community as a full partner of the government 
systems in health development activities. 

2.5 Health manpower 

The main issues concerning health manpower in the Region are how to 
increase the productivity and effectiveness of existing personnel on the 
one hand, snd how to deal with the problem of shortage of national health 
personnel in countries where there is a severe shortage of all resources. 

The reorientation of the health svstem in the Region emphasizes 
supervision and management in support of primarv health care. In most 
countries, the nurse and allied health personnel are the backbone of 
primary health care imolementation. 

The role of these middle-level health workers in general, though it 
varies from country to country, includes the provision of direct care, 
supervision of other primary health care workers, coordination with other 
relevant sectors and support for community health development activities. 

The traditional training curricula for health personnel, 
to provide any exposure in the primary health care approach. 
the issue the basic and post-basic nursing curricula are being 
and the trainers retrained in some countries in the Region. 

however, fail 
To address 

restructured 

The reorientation of health manpower development that is appropriate 
to a reoriented health system based on the primary health care approach is 
one of the maior tasks facing manv countries and areas of the Region in the 
implementation of the health-for-all strategy. 

2.6 Research and development 

Research and development (R & 0) focused on the introduction of 
primary health care in the health svstem has been successful in a number of 
countries in the Region. The emphasis of research and development has been 
on securing community involvement in a wide range of decisions and actions 
related to health development activities. The main obiective of research 
and development has been the development of a permanent mechanism for 
community input through which the community can more effectivelv function 
as full partners of the government system in health development activities. 



- 25 -

Annex 5 

In addition, research and development activities have generated 
various kinds of technical and operational information concerning the 
primary health care approach and provided a policy basis for the national 
implementation of health-for-all strategies in several countries. 

2.7 Intersectoral coordination 

Intersectoral coordination and cooperation with relevant sectors is 
crucial to the successful management of health development activities. The 
generally accepted strategy is that the health sector must take the lead in 
advocating intersectoral coordination for health development activities. In 
most countries or areas in the Region, health agencies have been 
collaborating with other government agencies responsible for agriculture, 
fisheries, education, public works and water supply, environment 
protection, family planning and church organizations. The main areas of 
collaboration relate to nutrition, school health, water and sanitation and 
health education. 

Measures to ensure intersectoral action are usually established on an 
ad hoc basis through such joint activities as workshops, training, 
CIrculation of annual reports and newsletters. 

As regards the constraints related to the establishment of formal 
coordinating mechanisms, differences of opinion, definition of roles and 
responsibilities and bureaucratic procedures for sharing information and 
making decisions were frequently cited as impeding factors. 

2.8 WHO collaboration 

Based on the synthesis of submissions from individual countries or 
areas, the Regional Office formulated the regional health-for-all strategy. 
Subsequently, monitoring and evaluation were completed in 1983 and 1985, 
respectively. The reports were submitted to the Regional Committee in 
those respective years. 

A key element of WHO support to the regional strategy is the 
maintenance of contacts with various international agencies within as well 
as without the United Nations system. 

In the area of exchange of information, WHO has compiled information 
on the socioeconomic situation in the Region, maintained and distributed 
country health information profiles, surveillance reports on communicable 
diseases and reports of WHO meetings. 

WHO collaboration has been particularly effective in mobilizing 
resources, in developing collaborative mechanisms, and in the monitoring 
and evaluation of the health-for-all strategy at regional level. Through 
its coordinative efforts in the planning and implementation of external 
resources, the use of external resources for health-for-all strategy 
implementation has been enhanced, and bilateral negotiations in national 
projects have been supported. 
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At operational level, WHO has collaborated with Member States in the 
development of technical details required for implementation of the . 
national health-for-all strategy. Significant progress has been made 1n 
WHO's collaboration in support of TCDC to facilitate implementation of the 
health-for-all strategy in the spirit of regional self-reliance. 

While the specific country situation is recognized, water and 
sanitation, malaria, nutrition and human resources development continue to 
be recognized as areas of priority in the health-for-all programmes. 

3. ASSESSMENT OF ACffiEVEMENTS 

3.1 Achievements in processes 

As mentioned earlier, it is on the first evaluation activity carried 
out in 1985 in relation to the national health-for-all strategies that the 
regional assessment is based. 

The evaluation is more or less the consolidation of efforts and 
approaches that have been in place for many years. However, when countries 
began their evaluation, it became clear that the information generated from 
existing activities did not fit into the information model required for 
health for all. Because the existing model from which information is 
generated is based on an evaluation of the basic health services which have 
existed for long before the health-for-all strategy was adopted, the point 
of reference for the evaluation is not really the health-for-all strategy, 
but an overall inventory of ongoing inputs/outputs of the traditional basic 
health services. 

Altogether, 75% of the countries in the Region report that their 
health system provides the essential elements of primary health care to 80% 
of the population. These countries also show that the health status of 
their people is above the level corresponding to the targets for the 
Region. While most areas of the health programmes were reported to have 
had a positive impact on the health of the people, one negative development 
reported over recent years has been the resurgence of malaria. 

The most significant achievements related to the health-for-all 
strategy observed concern the strengthening of the processes used in 
implementing primary health care at the various levels of the government 
system involved and the community. 

II , 

I I 

I 
\ 
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A concerted effort to involve political leaders in the formulati of 
h 1 h 1" . . on ea ~ po 1C1eS, adm1n1strators in the translation of policies into 
mean1ngful.health.developmen~ strategies and programmes and technical 
personnel 1n the 1mplementat10n of programmes is the highlight of the 
achievemen~. The.concept of partnership between the government system and 
the commun1ty, Whlch has been operationalized in the primary health care 
projects, has provided a solid framework for the development of the 
community's role in health development. 

In the process of role development, community involvement is perceived 
as more than a means of providing better services in a rural setting in the 
context of cost containment. It is recognized as vital to the 
decision-making processes at all levels of the health and related systems 
and over the whole range of activities through which the spirit of 
self-reliance can be nurtured as part of human development. 

This is the most significant area of progress noted in relation to 
process development in implementation of the health-for-all strategy. 

3.2 Cost-effectiveness 

The cost-benefit of the health-far-all strategy is the one area where 
all countries or areas of the Region would very much like to see a positive 
effect on health, as the rising cost of maintaining the health services 1S 

one of their priority concerns. Unfortunately, the present reporting 
systems are not geared to providing appropriate information in response to 
such issues as intersectoral actions on health, community inVOlvement, 
managerial process and financing. This is one area in which future efforts 
need to be focused in order to determine more precisely the 
cost-effectiveness of the national strategies for health for all based on 
primary health care. 

Study and development of appropriate technology and mix of manpower 
together with the expanded roles of middle level and peripheral health 
workers have been identified as common approaches to improving the 
efficiency of implementation strategies. 

Development of the least costly approach in order to attain total 
health coverage, and the positive impact of this coverage on the health 
status of the people, which will in turn acceleOrate the economic 
productivity of the country, will be the constant task of society in corning 
years. 

3.3 Effects of the health for all/primary health care movement 

One of the profound effects of the health for all/primary health care 
movement that is commonly observed in countries is on the value systems of 
the country in relation to health and the health care processes. PrimaryO 
health care is, first of all, a social and opolitical philosophy that 
provides a new framework for the guidance of health systems founded on 
equity and social justice. Second, the concept of primary health care 
provides a precise structure for the organization of health care 
appropriate to the country. 
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Third it is the most effective way of mobilizing and utilizing 
resources in a manner that is acceptable to the country in order to have a 
positive impact on the quality of life of the people. 

The concept of health for all based on primary health care has 
sensitized the health systems to consider many possible factors that have 
an impact on health and development. The shift in emphasis from 
development of physical infrastructure to so~ial and human.develo~ment 
expressed in the national develop~en~ plans 1S a clear man1festat10n of the 
changing value systems of the soc1et1es. 

While the health sector is vested with the responsibility of providing 
health services, today's health problems call for expertise that goes 
beyond the health sector alone. In this context, intersectoral cooperation 
and coordination form part of the new set of values integrated into the 
health care approach. 

Education of health personnel is another area affected by the 
strategy. Reorientation of existing personnel that are appropriate to the 
primary health care approach and a competency-based curriculum approach is 
the basic curricula of various health personnel in a number of countries 
are the trends observed in shifting of value system in education sectors. 
Efficiency and effectiveness of health personnel education have become the 
concern of educational policies in recent years. 

Tapping of such resources as herbal and other traditional medicine 
practices and their integration into national health systems are no less 
the effect of the health-far-all strategy. In conclusion, it is the first 
attempt that to translate into relative scales of determinants and 
consequences of development, be it economic, social, or human development. 
The Alma-Ata Declaration has proved to be a new chapter in the health and 
health care approach. 

4. OUTLOOK FOR THE FUTURE 

All countries or areas in the Region have experienced rapid changes in 
the past decade in all areas of social, economic and political 
development. There is no doubt that this pace of change will continue in 
the coming years through the year 2000. 

Human resources development will be one of the most important areas 
which many countries will see has a great potential for contributing to 
national development. 

The Region will continue to show two different forms of economic gain 
such as agriculture development and manufacturing and service industries. 
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The assessment of achivements in health development is a mirror image 
of achievements in most of the other sectors in the countries. Although 
significant progress has been made in the processes o·f health development, 
the effects of health-for-all strategy on the health status of the people 
will take a much longer time as the strategy touches upon all spheres of 
human development. The next cycle of evaluation may show the more profound 
effects of the health-for-all effort on health together with other 
development sectors. 

However, equity in development may still not be. evenly distributed 
throughout the countries. 

Since the current evaluation has revealed that health information 
systems in most countries fail to provide an accurate description of the 
situation, more emphasis is expected to be placed on the development of 
appropriate information systems. 

The development and application of appropriate technology in all 
sectors including health will undoubtedly become an increasingly important 
issue in relation to such questions as cost, quality and equity. 

Despite the many constraints, health systems are now being developed 
in consonance with the primary health care approach. Countries are 
undertaking reorientation of their health systems and making changes 
appropriate to the implementation of strategies for health for all by the 
year 2000. A marked trend has been noted toward the integration of health 
and development activities, the sharing of authority and responsibility 
between the central and local levels of administration and the promotion of 
partnership between the government and the community. 

In conclusion, the development of the health-for-all processes will 
continue to shape and influence the develoment of other sectors which will 
have a profound effect on the health development of countries in general, 
and on the quality of life in particular. 
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SUMMARY OF COUNTRY PRESENTATIONS 

Part I - Country profiles 
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The country profiles demonstrated the diversity of characteristics in 
the countries represented at the workshop. Geographically, almost every 
type of climatic and physiognomic variation was represented. Politically, 
countries ranged from areas with stable governments through to those less 
fortunate where almost constant war is the norm in at least part of the 
country. Economically, most countries had a low per capita income, and the 
percentage of the overall national budget spent on health in most cases was 
low. The population groups of all of the countries represented were mostly 
rural horticulturalists, agrarians and animal husbandmen living under 
simple and difficult conditions. The distribution of the population except 
that of the Republic of Korea showed a typical pattern for third world 
countries with approximately 50% of the population being less than 15 years 
of age, and with relatively high growth rates. Life expectancy at birth 
ranged from 41 years in Afghanistan to over 70 years in Sri Lanka. In most 
countries infant mortality rates were high, and there was a lack of 
accurate updated statistical information. 

Part II - Administrative structure 

Between countries the administrative structure varied considerably in 
specific details. It showed, however, that there was a framework for the 
development of health services utilizing the concepts of primary health 
care. In most cases there was a basic infrastructure upon which a 
reasonable referral system could be grafted in the urban areas but this, 
with the exception of a few countries, was lacking in the rural sector. In 
conjunction with the inadequate administrative framework in many rural 
areas there was a deficiency in a communication network capable of 
supporting a viable referral system at the present time. This was 
particularly acute where poverty was greatest and education least, and it 
would be reasonable to assume that if external assistance was available for 
education and training these areas would benefit immensely from utilization 
of the concepts of primary health care. 

Despite acceptance of a movement for "Health for All by the 
Year 2000", acceptance by most governments of the concepts of primary 
health care, and the formation of top-level committees, the move to break 
from the traditional top to bottom administration was not consistent. 
There was a greater need to develop intersectoral coordination and to 
involve people at the grass-roots level in determining the direction of 
their future in certain countries. 
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Part 3 - Summary of major health problems/constraints 

Some of the countries represented were fortunate not to have to deal 
with any serious endemic diseases and were thus able to concentrate fully 
on the issue of developing a health infrastructure which would undoubtedly 
result in the achievement of "Health for all by the year 2000" if managed 
in an appropriate manner. 

Aside from those countries which had major endemic diseases and a high 
degree of poverty and thus presented the most urgent need for restructuring 
of their system, the problems faced were consistently similar. All of the 
problems, unless tackled in a systematic manner, would delay progress in 
achieving targets. Most countries, realizing this, had taken measures to 
identify the problem areas and to commence problem solving exercises. It 
was encouraging to note that in doing so many achievements had been made in 
securing a reasonable health status for many people over a relatively short 
period of time. This was to be seen in the reduction of crude death rates, 
infant mortality rates and maternal death rates, the improvement of 
nutritional status, the increase in GNP per capita, the increase in 
availability of health facilities and personnel, the increasing 
availability of safe and potable water supplies, increased immunization 
coverage and consequent reduction of communicable diseases, and the slight 
improvement in sanitation. However, despite these achievements, and many 
were made without consciously adopting the concept of primary health care, 
there is a gross lag in some countries and health improvement appears to 
have stagnated. The problems related to this situation appear to be as 
follows: 

(a) While commitment to "Health for All" and adoption of concepts of 
primary health care has been ratified on paper, operationally it is still 
in its infancy. 

(b) Comprehensive health plans incorporating the concepts of primary 
health care are lacking. 

(c) Many health services personnel have not yet adopted the 
philosophies of "Health for All" and concepts of Primary Health Care. 

(d) The structure of health services still basicaly utilizes a 
top-down hierarchical approach and too great a proportion of the human 
resources are concentrated in urban rather than in rural areas. 

(e) While the need for health promotion and preventive programmes 1S 

recognized, most effort is still placed on curative services in most 
countries. 

(f) Deficiencies exist in health information systems to acquire 
relevant information from the periphery. There is, thus, a lack of 
adequate baseline data for assessment of needs. 

(g) There are organizational problems in the establishment of 
adequate intersectoral coordination, and there is a lack of community 
involvement in some countries. 
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(h) Inadequate numbers of trainers are available to propagate 
vocational training for health workers at the village level. 

(i) The concept of the funding of health services and participation by 
people at village level in most areas has not been recognized and accepted. 
In most cases the services including water supply and sanitation is provided 
by the government. 

(j) The low degree of literacy and relative lack of health education 
makes it difficult for people to understand their role in health development. 

(k) Some countries are experiencing rapid population growth due to 
high birth rates and an inadequate understanding of family planning. 

(I) Hygiene and sanitation are lagging far behind most other aspects 
of health improvement. 

(m) Due to some technical but mostly major administrative and 
operational difficulties, the strategies for major endemic disease control 
programmes have failed or at least had set-backs and there is uncertainty in 
approaches which should be taken. 

(n) Lack of finance, poor communications and shortage of transport. 

(o) Manpower shortages at all levels in some countries. Some 
countries because of their size have limited training facilities and are 
dependent almost entirely on expatriate professional personnel to staff the 
health services. 

Part 4 - Health care delivery system 

There was no single health care delivery system, but a variety of 
systems which have in most cases produced reasonably successful results in 
health delivery. 

In most countries, the health system is still administered by 
Government particularly the preventive and promotive aspects. Some 
countries have a large contribution from the private sector but basically, 
only in curative services in the major town and urban areas. The 
development of basic health services" in almost every county during the past 
five to ten years has been dramatic. There was also a concurrent effort to 
develop health manpower at all levels and in many countries during the last 
two to five years particularly to train and redistribute the type of 
manpower required for the development of PHC. This was one of the most 
encouraging aspects seen in most countries. However, there was a deficiency 
noted in some and while basic health services were developed, there was 
little development of Primary Health Care. It may, of course, not be 
needed although with the general trend in rising costs of health care it 1S 

likely that those countries who do not adapt their systems will run into 
problems in the future because of the escalating costs. Most countries had 
begun the training of village health workers and establishing village health 
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posts, but in only a few were the workers supported by the community. 
Referral systems were improving but were hampered by poor communications, 
lack of transport and lack of funds. In many countries the deficiencies 1n 
the reporting systems made assessment and monitoring difficult, but most 
countries were trying to improve this situation. 

Through changes in approach over the last two to five years there had 
been large improvement in immunization programmes and the development of 
water supplies. Attempts to make similar changes in endemic disease 
control were not so successful in most places, but with involvement of 
communities and changes to provide a variety of strategies in endemic 
disease control advantageous gains should be seen in future. 

In many countries, while Maternal and Child Health services were well 
developed or in the process of development, there was insufficient 
knowledge of nutritional status and with certain exceptions, lack of 
community involvement in making improvements. 

The provision of water supplies was very successful in many countries, 
but a concurrent improvement in sanitation was not apparent. This revolved 
around the basic deficiencies in educational standards and health education. 

In summary, during the past two to five years, a great degree of 
health improvement has been seen, but despite attempts to move portion of 
the responsibility for health services to the community and to decentralize 
functions, most of the planning and in some cases implementation is 
centrally enforced. There were major developments in health coverage but 
much of this was due with certain exceptions to extension of basic health 
services rather than development of community-oriented programmes. It was 
encouraging to note that in many countries pilot projects on community 
involvement in health had commenced. All in all there appeared to be a 
greater acceptance and implementation of concepts of primary health care 1n 
countries of the Western Pacific Region than in other areas represented. 
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CONCLUSION OF THE PARTICIPANTS 

First of all, the participants would like to thank WHO and the Chinese 
Government for the opportunity given to come to the People's Republic of 
China, stay in Inner Mongolia and the knowledge gained and the rich 
experiences to reminisce and apply. The same goes particularly to the 
Chinese officials and the people of Kezuozhong Qi for the warm hospitality 
and the friendly atmosphere accorded to the participants. The participants 
are indebted to the Chinese organizers for all the preparations made 
including the excellent, informative and colourful cultural shows and 
socials. 

The group came to the conclusion that the location is appropriate and 
relevant to the objectives of the workshop. Bao Long Shan and 
Kezuozhong Qi in general are rural areas inhabited by minorities. The 
venue of the workshop is adequate, conducive to session procedures and 
learning process. The proximity of the guest house to the venue is just 
right. The accommodation was generally satisfactory. Meals were highly 
recommendable. 

The topics were relevant, enlightening and interesting. Only, the 
time alloted to a number of topics was not sufficient. Country 
presentations were not given ample time to be fully informative to other 
participants of health care systems relevant to primary health care. The 
~roup preferred to spend more time in the field to actually observe the 
system of health care activities and the people's way of living. The 
~roup's expectation was to sp.e more villages than what the group has seen. 

In summarv, after assessing the workshop, the participants reached the 
unanimous concensus of the following points: 

(I) The workshop provided an excellent opportunity for the 
participant to see and learn about a model of successful primary health 
care system in China. 

(2) With certain limitations, some aspects of the health care system 
in China can be applied with necessary modifications to strengthen 
respective health systems of participating countries. 

(3) It is very good for sharing the experiences among different 
countries through such workshop; hence, continuation of similar group 
activities/meetings should be encouraged in the future by WHO. 

(4) There should be more time available for the country presentation 
to enable participants to collectively evaluate and learn the various 
health care systems and programmes of different countries. 

(5) There should be more time available for the field visits to 
observe health care activities, especially at the sumu and gacha levels. 
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For China, the participants believe that the group got acquainted with 
a well organized, effective Primary Health Care system in which political 
will and community commitment, acceptance, participation and involvement 
are very atrong and visible. It is an integrated system and uses all 
available resources appropriately. 

I I 

I I 
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LIST OF CHINESE OFFICIALS CONTACTED 

1. Kezuozhong Qi, Inner Mongolia Autonomous Region 

Madame Yun Shu Bi 
Former Director 
Bureau of Public Health, and 
Deputy Chairman 
Standing Committee of the People's Congress 
Inner Mongolia Autonomous Region 

Dr Liu Guang Li 
Deputy Director 
Bureau of Public Health 
Inner Mongolia Autonomous Region 

Dr Zhao Na Si Tu 
Director of Medical Services 
Bureau of Public Health 
Inner Mongolia Autonomous Region 

Dr Xu Xiro Yen 
Director of Maternal and Child Health 
Bureau of Public Health 
Inner Mongolia Autonomous Region 

Dr Lian Xin Rong 
Medical Officer 
Medical Services Division 
Bureau of Public Health 
Inner Mongolia Autonomous Region 

Mr Xiao Zhan Wu 
Deputy Director 
Zhi Mon 

Mr Yun Winan 
Chief 
Foreign Affairs 
Zhi Mon 

Dr Rang Jai 
Director 
Bureau of Public Health 
Zhi Mon 

Dr Wang Zen Ting 
Deputy Director 
Bureau of Public Health 
Zhi Mon 
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Dr Sun Zan San 
Deputy Secretary 
Kezuozhong Qi (County) 

Mr Da Hu Ba Ya Er 
Governor 
Kezuozhong Qi (County) 

Dr Pei Zhen Feng 
Deputy Governor 
Kezuozhong Qi (County) 

Mr Wang Zh i Xin 
Deputy Chief 
Governor's office 
Kezuozhong Qi (County) 

Mr Li Zhan Jian 
Deputy Chairman 
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Standing Committee of the People's Congress 
Kezuozhong Qi (County) 

Dr Shi Lei 
Director 
Bureau of Public Health 
Kezuozhong Qi (County) 

Dr Wu Zuo Shi 
Director 
Bureau of Public Health 
Kezuozhong Qi (County) 

Dr Wu Xing Ya 
Director 
Anti-epidemic Station 
Kezuozhong Qi (County) , 

Dr Hu Jin Yong 
Director 
Qi Central Hospital 
Kezuozhong Qi (County) 

Dr Jiang Ke 
Deputy Director 
Bureau of Public Health 
Kezuozhong Qi (County) 
Director 
WHO Collaborating Centre for Primary Health Care 
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Dr Liu Feng Lan 
Chief 
Medical Service 
Bureau of Public Health 
Kezuozhong Qi (County) 

Dr Ma Gang 
Deputy Director 
Anti-epidemic Station 
Kezuozhong Qi (County) 

Dr Peng Shuo Qing 
Deputy Director 
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Maternal and Child Health Station 
Kezuozhong Qi (County) 

Dr Hu Man Dage 
Official 
Medical Services 
Bureau of Public Health 
Kezuozhong Qi (County) 

Mr Chang Feng Chai 
Official 
WHO Collaborating Centre for Primary Health Care 
Kezuozhong Qi (County) 

Dr Dai Yong Xiang 
Deputy Director 
WHO Collaborating Centre for Primary Health Care 
Kezuozhong Qi (County) 

Mr Li Hsiang Ting 
Director 
Health Training School 
Kezuozhong Qi (County) 

Dr Wang Tie Zhuang 
Official 
Bureau of Public Health 
Kezuozhong Qi (County) 

Dr Xing Yu Chang 
Official 
Bureau of Public Health 
Kezuozhong Qi (County) 

Dr Yuan Shou Ren 
Director 
Qi Hospital 
Kezuozhong Qi (County) 
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Dr Zhao Bao Yin 
Director 
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Qi Traditional Mongolian Hospital 
Kezuozhong Qi (County) 

Mr Li Da Lai 
Chief 
Foreign Affairs 
Kezuozhong Qi (County) 

In terpreters: 

Mr Wu Guogao 
Bureau of Foreign Affairs 
Ministry of Public Health 
Beijing 

Mr Yiu Benlin 
Foreign Affairs Office 
Chinese Traditional Medicine College 
Nanjin 

Mr Feng Shaomin 
Department of Foreign Affairs 
Guangdong Provincial 
Bureau of Public Health 
Guangzhow 

Ms Ni Nan 
Foreign Affairs Office 
Shanghai No 2 
Medical University 
Shanghai 

Mr Yu Minxue 
Bureau of Public Health 
Zhi Mon 

Ms Yu Xinlian 
Department of Public Health 
Kezuozhong Qi 

Mr Wu Liangsen 
Department of Public Health 
Kezuozhong Qi 

1 
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2. Ministry of Public Health, Beijing 

Mr Y.L. Cao 
Deputy Director 
Foreign Affairs Bureau 

Dr Chao Fu Tan 
Director 
Rural Health Division 

Mr Sun Ming Y i 
Director 
International Organization Division 

Mr Li Qin Xia 
Deputy Director 
International Organization Division 

Dr Zhang Yin-E 
Deputy Director 
International Organization Division 

Dr Tao Yi Chuan 
Deputy Director 
Rural Health Division 

Dr Wang Shu Cheng 
Medical Officer 
Rural Health Division 
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