
corrective action to narrow the inequities 
in low-income developing countries within 
the limits of available resources. Indeed, it 
was specifically designed to be imple
mented, however rudimentarily, in even 
the poorest of countries. It will be recalled 
that the concept of selective primary 
health care was floated soon after the 
Alma-Ata Declaration and was followed 
by two Bellagio Conferences which un
leashed a barrage of mostly ill-fated inter
national initiatives. All these came as an 
almost insurmountable obstruction to the 
implementation of primary health care. 

I am bewildered to note how far many of 
the scholars of public health - even those 
with a long association with WHO- have 
forgotten the basic tenet of primary health 
care: that the people, rather than the 
medical establishment, are the prime 
movers of health and health service devel
opment. Community self-reliance, social 
control over the health services, 
intersectoral action on health, coverage of 
unserved and underserved populations, 
integration of the health services, use of 
traditional systems of medicine, and 
essential drugs were the outcome of this 
revolutionary thinking. It was explicitly 
reiterated that health for all requires action 
at political and social levels. This forgetful
ness has much to do with changes in the 
global power structure: it has political 
significance for both the rich and the poor 
countries. As Milan Kundera said, "Man's 
struggle against oppression is a struggle 
between memory and forgetfulness". 

Before talking of the renewal of the 
health-for-all strategy, WHO and the 
Round Table participants ought to have 
taken note that it has never been com
pletely implemented. They ought to have 
elicited the reasons for this sad state of 
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affairs before corning up with yet another 
"initiative". 

Oebabar Banerji 
Professor Emeritus, Centre of Social 
Medicine and Community Health; 
Jawaharlal Nehru University, 
Convenor, Nucleus for Health Policies and Programmes, 
B-43 Panchsheel Enclave, 
New Delhi 110017, India. 
(tel: 646 2851) 

1. Bryant JH, Khan KS, Hyder AA. Ethics, equity and 
renewal of WHO's health-for-all strategy. World 
health forum, 1997, 18: 107-115; discussion 116-
160. 

Hospitals and primary health care 

Sir- It has been argued that hospitals and 
primary health care are different poles of 
the health care system, and that money 
spent on one means less for the other. 
Some people would prefer to enhance the 
position of primary health care at the 
expense of hospitals. Others, who see 
hospitals as the repository of the best that 
medical care has to offer, believe they 
should not waste their time on other facets 
of health care. This view would not allow 
primary health care to impinge on clinical 
medicine delivered in hospitals. 

At a meeting on the role of hospitals in 
primary health care, held in February 1997 
in Gombe State, Nigeria, attempts were 
made to reconcile these two points of 
view. Primary health care is the key to 
attaining health for all, but hospitals must 
not be allowed to remain aloof: their 
knowledge and functional capacity are 
essential resources that must be tapped in 
order for the movement to succeed. Hos
pitals continue to shape public and profes
sional images of health, and they could 
become flagships of health for all if they 
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chose to adopt common goals to achieve 
this end. 

Yakubu B. Komta 
Box 429 Gombe, 
Gombe State, Nigeria 

Partnership for family planning services 

S_ir- Dif~culty of access to family plan
mng services has been identified as a major 
reason fo: low uptake of contraception, 
ad~e.d to Its social unacceptability on 
religious grounds. A basic health unit, 
54 km from Rawalpindi, was unable to 
satisfy the contraceptive needs in its 
catchme~lt area of nearly 10 000 people, so 
the medical officer called upon a non
governmental organization to collaborate 
in providing services. 

Behbud Association of Pakistan is well 
known for its commitment to improving 
~he heal.th of women. Its headquarters are 
m the city and most of its work is carried 
out in the urban centre, so it was keen to 
extend its activities into the rural areas. 
The medical officer of the basic health unit 
and the Executive Director of Behbud 
Association worked out ways in which 
they could collaborate, as follows. 

Behbud ~~sociation became responsible 
for providmg. the health unit with a range 
of contraceptives on a regular basis (con
doms, pills and injectables). It paid a 
monthly stipend to the unit's trained birth 
attendant as an incentive to motivate 
clients and for expenses involved in escort
ing a group of women to its city base once 
a month, where it carried out tubal 
ligation and insertion of intrauterine 
devices free of charge. Tubal ligation was 
followed up in clients' own homes by a 
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mobile team of two lady health visitors 
from Behbud Association. The association 
also held training workshops for the 
health unit staff, to upgrade their skills. 

The staff of the health facility worked as a 
team to promote the use of contraception 
in the community. A health committee of 
village elders, religious leaders and other 
com?1unity leaders was established by the 
~edical officer; at its meetings, the objec
tives of the programme were discussed and 
health centre staff explained the close 
relationship between maternal and child 
health and the spacing of pregnancies. 
Family planning is still controversial in a 
t~aditional society, but forming a commu
m~y ~~alth committee helped to resolve 
misgivmgs about the issue and remove 
o~position to the programme. The com
mittee helped to recruit satisfied clients to 
motivate others, and was particularly 
useful in ensuring the support of men. 

The health centre played a pivotal role in 
counselling clients. The lady health visitor 
the trained birth attendant and the medical 
officer helped the women to choose a 
method appropriate to their needs, in
structed them in its use, and provided 
follow-up counselling to ensure continu
ity. The collaborative partnership greatly 
enhanced the contraceptive utilization rate 
as clients knew that the health centre was ' 
in a position to meet their demands for the 
method of their choice and that supplies 
would continue to be available. Clients 
preferred to visit the health centre, where 
the reason for their visit was not apparent, 
rather than a specialist family planning 
centre further away. 

Through this collaboration, Behbud 
As~ociat~o~ .was able to expand the sphere 
of Its activities and become established in a 
rural community. The partnership helped 
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