
Work and health in Hungary 

ticated equipment is lacking-the 
health worker must refer the patient to 
out-patient clinics , which are located 
in the towns as integral parts of mu
nicipal hospitals. These hospitals are 
responsible for the out- and in
patient care of an average of 115 ,000 
people. 

Cases requiring more sophisticated 
diagnostic or therapeutic treatment 
are dealt with at large county hospi
tals , where almost all the medical 
disciplines are represented . Where 
necessary , the municipal hospitals 
transfer their patients to such county 
hospitals. 

One important health problem for 
the Hungarian health services is the 
increasing number of adults-mainly 
between 40 and 59 years of age-suf
fering from such non-communicable 
diseases as cardiovascular , locomotor 
and neurotic ailments , diabetes and so 
on. The continuous care of these peo
ple is an essential task for health 
personnel. Current health policy rec
ognises that the care and secondary 
prevention of these chronically ill peo
ple is more effective at the community 
level. 

In 1984, some 1,400,000 inhabi
tants were registered as receiving 
continuing treatment at the primary 
health care level, thanks largely to the 
nurses who made more than five mil
lion visits. The object of these visits 
is partly social prevention and partly 
the care of the chronically ill or the 
elderly. 

Indeed , care of the elderly poses a 
special problem, since 8.3 per cent of 
men and 11 per cent of women are 
aged over 70, a total of more than one 
million. Roughly 70 per cent of social 
security spending goes on pensions , 
which average out at about 60 per 
cent of the average income of wage
earners. 

So the main problems of the elderly 
are not financial; mostly they com
plain of loneliness, the difficulties of 
self-care, and chronic illnesses. At the 
primary health care level they are 
helped by visits from nurses and social 
nurses, by day-care centres and by 
social homes for the elderly . At pre
sent 25,000 attend day-centres , 
33,000 are in social homes , and 
39,000 are cared for in their own 
homes by the social nurses. This aspect 
of the health services is bound to 
become increasingly important as the 
proportion of the elderly in the com
munity continues to rise. • 
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Pritnary Health Care 

A mirror tor Alrica 
by Eleuther Tarimo 

Q lthough in many African countries 
primary health care (PHC) was 
considered a revolution in health, 

it was also an uncharted area reflecting 
little real previous experience. Tackling 
this issue, therefore, provided an excel
lent opportunity for developing coun
tries to work together in evolving their 
approaches and making PHC a reality. 

In 1980, a group of countries met to 
discuss the issues and challenges fac
ing them in their attempt to implement 
PHC. At this stage, the emphasis was 
on certain particular features of primary 

At work in a tea plantation. African coun
tries have quickly recognised that health 
and economic development are directly 
linked. 
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health care such as intersectoral collab
oration, rural development, community 
participation, and equity of distribution 
of resources. lt was apparent that vari
ous constraints would have to be over
come. The countries agreed to continue 
to work together, and they recognised 
that a clear and strong diagnostic 
mechanism was required . 

Twelve countries undertook joint 

PHC reviews, and agreed to hold in
depth discussions of the findings from 
each country. The first such discussion 
took place in Gambia in June 1985, 
and concerned six countries - Ethiopia, 
Gambia, Ghana, Malawi, Nigeria, and 
Zimbabwe. In October 1985, a second 
meeting was held in Swaziland and 
dealt with Botswana, Kenya, Lesotho, 
Swaziland, Tanzania and Zambia. 

The joint PHC reviews held up a 
mirror for these African states; they 
sought to elicit information on policy, 
management and implementation at all 
levels, from national to household. The 
activities extended over a period of 
three to six months and involved : a 
planning phase; in some countries, in
depth studies prior to the field phase; a 
field survey at various levels of the 
health service; analysis and synthesis 
of the findings; discussions with deci
sion-makers about the findings and re
commendations; and in some coun
tries national intersectoral workshops 
which debated the country's review. 

The general view was that the joint 
PHC reviews had enabled countries to 
see the realities of their health situa
tions, and to assess the extent to which 
they were putting into effect some 
aspects of their PHC programmes. 

There were several noteworthy 
achievements. By stepping up health 
facilities on the periphery of the main 
services. many people for the first time 
had access to health care . The training 
and use of community health workers 
picked up speed. and coverage of im
munization efforts improved. Many 
more mothers had ante-natal consul
tations. and the proportion of people 
enjoying safe water and sanitation 
facilities expanded rapidly. 

Selected indicators from the country 
PHC reviews offer positive evidence of 
progress. In Kenya, for instance. over 
92 per cent of mothers had antenatal 
consultations for recent pregnancy. Full 
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immunization protected 63 per cent of 
the children aged between one and two 
in Botswana. Zambia reduced to about 
24 per cent the percentage of children 
(aged up to five) who were under 80 per 
cent of standard weight for age or arm 
circumference . Safe water supply was 
available to 80 per cent of the urban and 
42 per cent of the rural population of 
Tanzania. Botswana reported 100 per 
cent of the urban and 73 per cent of the 
rural households served with suitable 
sanitation. A total of 5.485 community 
health workers and 5,500 traditional 
birth attendants completed training in 
Zimbabwe in 1985. Seven of the twelve 
countries had established essential 
drugs lists. 

Perhaps the most important break
through was that primary health care 
was now taken over by the countries 
themselves. 

Several issues still cause some dif
ficulties . For example, there is a diver
gence of views over how each country 
interprets PHC within its own national 
context. This makes it hard to deter
mine just what resources are devoted 
to "primary health care." Collaboration 
with sectors other than health in the 
PHC field has not generally come 
about; clearly, high-level intersectoral 
mechanisms have to be developed 
or improved. Decentralisation of pro-
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gramme planning and budgeting has 
yet to become a reality in several coun
tries. and manpower planning needs to 
be more realistic and more practicable . 
The chal lenge exists for countries to 
develop ways of keeping PHC manage
ment at all levels fully informed, and 
most of the 12 countries reviewed 
foresaw workshops as a pragmatic ap
proach toward meeting this challenge. 

So, where will these countries go 
from here? The specific follow-up ac
tions to be taken by the countries are 
noted in the two reports published by 
WHO's Regional Office for Africa relating 
to the meetings in Gambia and Swazi
land (Where are we in primary health 
care? Countries take a close look 
at themselves through PHC reviews, 
Parts I and 11). Certainly the enthusiasm 
generated in this practical example of 
technical cooperation among develop
ing countries (TCDC) is reflected in the 
countries' commitment to speed up 
PHC programmes and to meet every 
two years to share achievements and 
problems. Pooling experiences from 
different countries, and enabling indi
vidual countries to use these experi
ences. provides stimulus and confi
dence to overcome the difficulties that 
are currently being encountered. · Sub
sequent PHC reviews will focus on 
issues that cut across several sectors, 

Young African wives discuss the advan
tages and drawbacks of the contraceptive 
pill with the community health worker. 
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thereby reducing the risk of leaving out 
important elements which may not 
seem to concern health directly. 

The review guidelines need to be 
presented in such a way that countries 
can easily collect information relevant 
to their particular problems, and can 
request the assistance of WHO in draw
ing up a catalogue of common issues. 
Budget and financial management pro
cedures often need to be improved or 
reformed . The required expertise can 
be made available through international 
agencies to support country-specific 
approaches. thereby ensuring that all 
resources are husbanded to the maxi
mum degree. 

Finally, all the countries involved 
agreed that this kind of PHC review 
is a very useful process which has 
already evolved, and should continue 
to develop. in relation to the changing 
needs and priorities in each country. So 
it is not a process which can be "per
fected," but one in which the "state of 
the art" will continue to change in 
harmony with national expertise and 
national development. • 
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