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INTEGRATION INTO PRIMARY HEALTH CARE OF: 

i) OCCUPATIONAL HEALTH 
ii) SAFEGUARDS AGAINST TOXIC EFFECTS OF PESTICIDE USE 

iii) HEALTH LABORATORY SERVICES 
iv) BASIC SURGERY 

(Agenda item lOb) 

Introduction 

Since the concept of primary health care (PHC) was defined and 
given international recognition at the Alma-Ata Conference in 1978, PHC 
has become the main approach in promoting world health. While the Alma-Ata 
definition of PHC developed from a growing accumulation and synthesis of 
ideas and experience from around the world, it marked a significant 
turning point, the dawn of a new vision about how ,to achieve better health 
for the people of the world. 

The Alma-Ata Conference defined PHC in terms of both an approach 
.and a level of care. PHe as a general approach or strategy gives 
expression to some explicit principles and values. These values, while not 
confined to PHe, nevertheless provide the ideological basis on which PHe 
is built. They provide the "PHe philosophy". PHe is also used to refer to 
the level of health services closest to the community and the people, and 
to a set of essential activities performed at this point of contact 
between health workers and the community. 

The PHe approach is based on the following fundamental values or 
principles. 

(a) Equity and justice: universal accessibility and coverage in 
relation to need 

Concern for equity and justice are basic to our understanding of PHC. 
Health is a basic right of every individual. The economic crisis in many 
countries has increased the disparity in health status between the "haves ll 

'and the "have-nots". PHe is mainly about ensuring equitable access to the 
resources and services available to satisfy the health needs of the 
individual and the community. It is concerned with reducing gaps between 
those who have access to health care and those who do not; gaps between 
high and low infant and child mortality rates in different groups, and 
gaps between those with safe water and adequate food supplies and those 
who lack these essentials for good health. 

(b) Empowerment: community and individual involvement and self
reliance 

Another principle of the PHe approach is 
fostering self-reliance and the responsibility of 
community for aspects of their own health that are 
control. 

that of empowerment, 
the individual and the 
within their power and 

(c) Development and health: intersectoral action for health 

Health goals are a high priority in the overall development process. 
The PHC philosophy gives explicit recognition to the fact that ill health 
:Ls. in general, related to poverty 'and the overall socioeconomic 
situation. Important determinants are the availability of land and food, 
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existence of social infrastructure, social services such as water, schools 
and health facilities that are geographically and economically accessible, 
and the level of literacy. 

(d) Cosc-effecCiveness and affordabilicy 

This means that resources will be allocated in such a manner as to 
yield more positive benefits at minimal cost. Cost-effective use of 
resources also implies efficiency. This can mean efficiency in the use of 
health personnel time and skills (delegating simpler tasks to those with 
the least training); efficiency in the use of transport, i.e., use of 
alternatives such as public transport, bicycles or motor cycles, where 
appropriate; efficient use of drugs, etc. 

At this juncture, it is worthwhile to raise this question: How much 
have Member States progressed and achieved? The fact is that to succeed in 
the implementation of PHC strategy, Member States will have to effect a 
shift in the pattern of resource allocation away from the specialist 
hospitals, towards more peripheral primary health care services and 
community programmes. Such reallocation is often politically difficult to 
achieve. 

In their application of the PHC concept and approach, Member States 
have moved at different paces and with different momentum. With clear 
vision of their targets, some countries have been successful in achieving 
modest progress in implementing and integrating essential health 
programmes at.,'· the PHC level-. Others have not been so successful, as 
vertical and single-purpose health programmes have not been integrated 
into PHC. 

This paper will cover four basic programmes--occupational health; 
safeguards against toxic effects of pesticide use; health laboratory 
services; "and basic surgery--that some Member States are, as yet, unaware 
of the possibilities and mechanisms that exist for their integration at 
the PHC level. However, some countries are credited with bringing these 
programme areas to frontline facilities through a category of personnel 
specifically trained and retrained to provide the required services within 
a more coherent and intact system. Countries that do not fall into this 
category have the potential to do so with minimal reorientation. 

1. Integration of Occupational Health into Primary Health Care 

1.1 Introduction 

The working population constitutes a major and important sector of 
the community, and its health is an essential element in socioeconomic 
development. Health at work is essential for an "economically productive 
life", which is one of the major targets in health for all by the year 
2000. 

Concern for the health of the working population should recognize the 
two-way relationship between work and health. The range of concern for 
workers' health was originally limited to occupational diseases and 
injuries sustained at the workplace. Besides this aspect, there has noW 
emerged an increasingly important facet of occupational health, namely the 
concern for what is termed "work-related diseases!!. In this context, the 
relationship of work to health has had a negative connotation, in that 
work was considered detrimental to health, resulting in disease. However, 
equally important, although not adequately recognized, is the fact that 
work has a beneficial effect on the workers' health and well-being. These 
two aspects reflect the one-way effect of work on health. One often tends 
to neglect the reverse direction, and the "two-way relationship" between 
work and health, namely, the effect of one's state of health on work 
performance and productivity, which is important to consider in the 
rationalization of health care to workers. 
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Occupational hygiene and safety, by identifying, eliminating and 
controlling risk factors in the workplace, reduce the damage to workers' 
health and thus cut down on the need for curative care. Workers' health 
education and the inclusion of health and prevention in training 
programmes develops their capacity for self-care; reduces the human 
factors that cause accidents and other health problems; lessens the need 
for access to curative medical care and rehabilitation; and also lowers 
the cost for compensati.on due to avoidable disability. 

All the countries in the Eastern Mediterranean Region (EMR) have 
legislation and ~egulations on occupational health. Apart from 

that, in SOme LDstances, there is a need for revision and 
the problem with these laws is that they are not fully 

and accepted, which results in a low level of enforcement and 

specific 
the fact 
updating, 
understood 
compliance. 

1.2 Health care for workers based on PHG 

1.2.1 The concept 

At times, doubts are expressed as to whether workers' health (in its 
totality) is a part of primary health care, the argument being that it 
does not fit into the definition or the scope of the latter. A number of 
arguments against this viewpoint can be given. 

First, according to the Declaration of Alma-Ata, " [primary health 
care] is the first level of contact of individuals, the family and 
community with the national health system bringing health care as close as 
possible to where people live and work ... " The pre-employment 
(pre-placement) medical examinations of workers undoubtedly are a kind of 
first-level contact, while the PHG component of the workplace-based 
workers' health is as close as possible to where people work. 

Second, the Alma-Ata Conference, in Recommendation No.8, emphasized 
that 11 ••• high priority be given to the special needs of women, children, 
working populations at high risk, ... and that the necessary activities be 
maintained, reaching out into all homes and working places to identify 
systematically those at highest risk, to provide continuing care to them, 
and to eliminate factors contributing to ill health". Identifying working 
populations at high risk is an inherent part of preventive occupational 
health activities, which cannot be achieved without the evaluation of 
environmental exposure at the workplace (occupational hygiene as part of 
preventive occupational health). The only service -that eliminates 
workplace factors contributing to ill health is the occupational health 
service. 

Third, the Director-General of WHO and the Executive Director of 
UNICEF, in their joint report presented at the International Conference on 
Primary Health Gare, Alma-Ata, USSR, 6-12 September 1978, appropriately 
projected the concept. "It is therefore wise to incorporate preventive 
measures in industrial and agricultural projects which pose particular 
health hazards. Such measures ... can include safety precautions taken to 
reduce industrial accidents and pollution .. . and special attention can be 
given to protecting the physical and mental health of migrant workers 11 • 

All these activities have a proper place in primary health care in places 
of work. 

Fourth, primary health care must be I1Accessible to everyone, relevant 
to their need; functional and integrated". A workplace-based workers' 
health service is accessible to every ~orker (geographically, functionally 
and financially), undoubtedly relevant to their needs, if properly 
implemented, and very much integrated with other services essential for 
workers' health. 
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1.2.2 Occupational health services: enterprise and national levels 

A prerequisite for the provision of health services at the enterprise 
level is the need to ensure properly trained personnel to provide such 
services. An effective occupational health service needs to have a team of 
multidisciplinary professionals available. This would depend on the size 
of the enterprise and the hazards involved, as well as the availability of 
health services locally. The following are some of the trained personnel 
required for such a health service : 

occupational health physicians; 
occupational health nurses; 
non-physicians providing PHC at the workplace; 
occupational safety and health engineers or safety officers; 
occupational hygienists; 
health educators and trainers. 

At the national level, for purposes of convenience, the service is 
considered at three levels: local, regional and central; however. 
functionally, it is not compartmentalized into these three levels. The 
functions and the organizational links of the service at the different 
levels will be considered at this stage. 

Country experiences· reflect several current situations in which 
health Care for workers is delivered. These, either embryonic or modestly 
developed, reflect attempts and intentions to provide workers' health care 
within the PHC system (see Annex 1). 

Local level 

A special category of occupational health workers is to be developed 
from among the working population. The numbers required, functions, 
selection process, training, remuneration, evaluation and career structure 
are some of- the issues that need to be considered in relation to 
occupational health workers. While some general policy issues of these 
aspects will be discussed at a later stage, it must be realized that each 
of the specific activities would depend on the local situation according 
to occupational activity, geographical, cultural and other considerations. 

Local health professionals 
nurses, midwives, etc.) are 
occupational health workers 
relationship must be established 

in the national system (e.g., sanitarians, 
to be identified as the link between 
and the national health system. This 

as a two-way communication process. 

Links are also to be established among occupational health workers, 
community health workers, other sector community field workers and others 
(e.g. I trade unionists, management). 

Links 
occupational 
directly. 

are to 
health 

be established between local medical officers and 
workers through local health professionals as well as 

Regional and central levels 

At these levels, a cadre of specialists in occupational health and 
hygiene should be developed. These specialists would provide a referral 
service, be trainers and also develop relevant research programmes. In 
addition, it should also be ensured that these specialists be provided 
with facilities to function by strengthening existing institutions or, 
where necessary, developing their own. 



EM/RC38/8 
page 5 

The role of district/regional/provincial health services/centres in 
the prov~s~on of health care should be reoriented so that they can also 
provide occupational health services. The degree to which these health 
centres would deal with workers' health would depend on their location and 
the concentration of workers or workplaces in the vicinity. Target working 
populations would be those in small industries, construction or 
agriculture having no health or safety personnel. The centres should 
encourage the training of PHC workers to provide essential health care in 
such workplaces and deal with accidents, etc. 

At the central level, the line of authority would, in most instances, 
lead to a directorate in the Ministry of Health. However, in view of the 
multidisciplinary nature of occupational health, it would be necessary to 
have multisectoral coordination. The experiences of Egypt, Iraq, Sudan, 
Tunisia and the Republic of Yemen, in this context, is particularly 
valuable, as each of these countries has set up such a statutory board for 
occupational health; its members are persons holding specified posts in 
the Ministry of Health, Ministry of Labour, universities, or as employers' 
and trade union representatives. 

1.3 PHC workers and the workplace 

1.3.1 Selection of PHC workers 

Selection of PHC workers will not be difficult, as such persons are 
to be drawn from a clearly identifiable and close knit community such as 
the work force. A situation that has distinct advantages, in that the 
working group has common problems, is likely to have a greater sense of 
community fellowship, and hence, more likely to support and guide their 
PHC workers. One of the important considerations for the selection of such 

* workers, and which contributes to their success, is that they have an 
occupation similar to that of the people they serve. 

The educational level is usually a useful guide for selection. In the 
case of the PHC worker, the basic minimum would be the ability to read and 
write in the local language. But in this situation, as a working 
population is likely to have a standard of education higher than that of 
the general community, they would, in most instances, expect their PHC 
worker to have an equivalent or higher standard of education. In 
consequence, the educational status of the PHC workers selected must be 
higher than the average educational level of the group. It is only then, 
that PHC workers can be seen by their fellow workers as educated persons 
able to command respect and recognition. It is proposed that the selection 
of PHC workers would be a joint exercise with community participation 
(i.e., the working population), the health officials and the trainers. 

1.3.2 Training 

PHC workers would receive initial training for six to eight weeks 
from the official health service of the country. Training would be 
practical and given near their home. Preferably, the supervisor should 
give much of the instruction and be responsible for continued on-the-spot 
or cyclic training. A plan for their further training should be worked 
out. Basically, training should enable them to recognize the most common 
diseases, care for the simple ones, and refer problem cases to the nearest 
health centre or hospital. 
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In an occupational health context, the educational objectives should 
be designed so that PHC workers: 

learn about the potential hazards in the workplace; 
know how such hazards can be controlled and/or prevented; 
know about functions and responsibilities of an occupational 
health programme, including legal aspects and hygienic standards; 
train workers on safety and healthy practices in undertaking their 
jobs; 
can help in developing a sound health care system by active 
participation and involvement of workers; 
learn about self-care, first aid; 
can identify risks in the work environment; 
evaluate work environment - direct reading technology; 
report periodically to the support system. 

1. 3.3 Duties 

PHC workers need to develop certain skills to provide a service as 
well as have the knowledge to utilize the support system available to them 
for referral and consultations. In this context, the functions of such 
workers, as recommended by the delegates at the international conference 
on "Occupational Health in Developing Countries", organized by the 
Permanent Commission and International Association on Occupational Health 
(PCIAOH) and WHO, in Colombo, Sri Lanka, in April 1981, are relevant. The 
functions identified were to: 

survey workplaces using simple methods; 
collect biological or environmental samples; 
identify sources of injury in the workplace; 
recognize general health problems of workers, whether or not they 
are work-related; 
refer patients, when necessary, to the appropriate unit in the 
health service; 
educate and advise workers about health and safety problems; 
give first aid; 
keep simple records of individual workers, records of working 
groups and surveys. 

Additionally, PHC workers must also ensure that they collaborate with 
other officials or community workers, particularly with those from the 
departments of agriculture, labour, social services, as well as employment 
and trade union officials, whenever appropriate. For instance, PHC workers 
from an agricultural setting would need to discuss with agricultural 
officers the process by which they could maintain pesticide spray 
equipment in good condition, so as not to contaminate them during spraying 
operations. PHC workers would also need to discuss with them appropriate 
concentration of pesticides necessary for their crops and problems of 
storage. All factors that have a direct relationship on the health of the 
worker. 

In addition, PHC workers must be aware of traditional health 
practitioners in their area, and their special skills and level of 
acceptance by their community, and to utilize them accordingly. 
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2. Integration into Primary Health Care of Safeguards against Toxic 
Effects of Pesticide Use 

2.1 Introduction 

Human beings have derived tremendous benefit from pesticides, in 
terms of economic agricultural benefits and in preventing the loss of 
millions of human lives in public health. In the absence of many fully 
developed alternatives, the use of chemical pesticides will remain the 
major method of disease vector and agricultural pest control. Considerable 
efforts are being made to develop new methods, especially through genetic 
engineering and other innovative techniques. However, until such 
alternatives are developed and perfected, we will have to learn to live 
with pesticides and to use them effectively and safely. 

By II pes ticide", we mean any substance or mixture of substances 
intended for preventing, destroying, or controlling any pest, including 
vectors of human or animal disease, unwanted species of plants or animals 
causing harm during, or otherwise interfering with, the production, 
processing. storage, transport or marketing of food, agricultural 
commodities (raw cereals, sugarbeet and cottonseed) wood or wood products, 
or animal feedstuffs, or which may be administered to animals for the 
control of insects I arachn.ids. or other pests in or on their bodies. 

The term includes substances intended for use as a plant-growth 
regulator, defoliant, desiccant, fruit-thinning agent, or an agent for 
preventing the premature fall of fruit and substances applied to crops, 
either before or after harvest, to prevent deterioration during storage or 
transport. 

We are aware of the inherent problems of pesticide application and 
the recent. seriously noted environmental pollution chemical pesticides 
have caused. Therefore, efforts are being made to minimize the use of 
pesticides by adopting "integrated" vector control methods. In this 
method, chemical pesticides are used in combination with environmental and 
biological control methods, whereby the pesticides are used in cases where 
alternative control methods have been exhausted, or are not feasible. 
Also, reduction in the quantity of pesticides used is achieved by area
wise or species-wise selective application of pesticides. Such operational 
tactics add to cost-effectiveness and the safe use of pesticides. 

and 
less 

In EMR Member States, pesticides are extensively used in agriculture 
control of vector-borne diseases, but evidently we are moving towards 
toxic and more effective pesticides for public health use. 

Out of 3 million tons produced globally of pesticides (in 1985), 20% 
(equivalent to 600 000 tons) is exported annually to developing countries, 
and at least 90% is used in agriculture for pest, weed and plant disease 
control. The remaining 10% is used in public health programmes, 
particularly for the control of vectors of human diseases (e.g., malaria, 
filariasis, schistosomiasis, leishmaniasis and trypanosomiasis). 

The other problem related with population growth is that 88% of the 
total increase in the world's population will be in urban areas. The urban 
population growth rate in the EMR is the world's fastest after the African 
Region (AFRO). This rapid urban growth is associated with a rapid increase 
in the use of pesticides in households. It is estimated that between 25% 
and 30% of the total pesticide market in the world belongs to household 
pesticides, as oVer 16 000 million units of pressurized sprays, mosquito 
coils and fumigation nets are sold annually. 
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In 1985, it was estimated that about a million cases of unintentional 
acute pesticide poisoning occur every year worldwide, with overall 
fatality ranging from 0.5% to 2%. The percentage of intentional poisoning 
may go as high as 50% of total poisoning cases. Pesticides were estimated, 
however, to be responsible for less than 4% of fatalities due to all types 
of unintentional poisoning. 

2.2 Side effects of production and use of pesticides 

entrance and persistence of pesticides into different areas in the 
environment, including the food chain; 

occupational hazards 
biological activity; 

associated with chemicals with high 

unintentional exposure of people as a result of careless spraying 
operations; 

careless transportation, storage and destruction of pesticides and 
pesticide containers; 

mismanagement of dangerous waste at production plants; 

ecological effect·s, including development of resistance in disease 
vectors. 

2.3 Strategy/approach to safeguard against toxic effects of pesticide use 
through PHC 

Without coordinated efforts of all the sectors of society (i.e., 
government, industry, technical units, including PHC units and the 
community itself), pesticide poisoning will continue to be a major health 
problem. However, the fact remains that the uneducated or uninformed 
individuals of rural and urban communities, as well as poorly trained or 
ill-informed members of technical units, are the main victims of 
unintentional acute poisoning by pesticides. 

The PHC system is known to be the most effective means to motivate 
and activate this most vulnerable part of society, which are its community 
members. Therefore, if the necessary activities for prevention of 
pesticide poisoning can be incorporated in the responsibilities of PHC 
workers, effective and sustainable control of pesticide poisoning is 
possible. 

2.3.1 The role of PHC workers 

PHC workers can be most effective for sensitizing and educating the 
community on important issues of safe use of pesticides. 

PHC workers can take up this responsibility only if they are properly 
prepared for this purpose. Therefore, appropriate training of PHC workers 
on the subject of safe use of pesticides assumes primary importance for 
any country that utilizes chemical pesticides in agriculture and 
health 1/. A number of trained PHC workers should be prepared to respond 

1/ The training of PHC workers has been the focus of WHO. The Ninth 
Report of the WHO Expert Committee on Vector Biology and Control 
(1985), Technical Report Series 720, contains an extract of a 
syllabus for training community health workers in prevention of 
pesticide poisoning. Also, the multilevel course on The Safe Use of 
Pesticides, offered by VBC/EMRO, can be a most suitable module for 
training PHC workers. 
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effectively to cases of poisoning wherever and whenever they occur. They 
should be able to educate community leaders and individual members on the 
need for pesticide use, the hazards pesticides can cause,and the actions 
to be taken to deal with cases of poisoning. PRC workers should educate 
the community on the actions they are supposed to take when spraying 
operations are taking place. 

PRC workers should pay 
training of illiterates in 
unintentional poisoning. All 
radio and other audiovisual 
this purpose. 

special attention to the education and 
the community, who are usually more prone to 
available means such as posters, television, 

teaching/learning media should be used for 

PRC workers should ask local pesticide retailers or suppliers, to 
supply chemical safety data sheets and information sheets on the 
pesticides they use, for reporting purposes, to the national poison 
information centre, as well as for agricultural or health reasons in the 
locality. They should use this information and take a leading role in 
creating awareness in the community about the hazards involved and give 
necessary instructions to the users on their safe use. PHe workers could 
arrange for regular discussions and group meetings in schools, places of 
worship or community centres, for educating the community. PHC workers 
should collect data on pesticide poisoning cases in their area and report 
them immediately to the poison information centre, or any other relevant 
authority. 

To back 
complicated 
established 

up PRC workers in diagnosis and treatment of 
poisoning cases, poison information centres 

in every first or second referral-level hospital. 

severe and 
should be 

2.3.2 Specific activities to inte~rate the safe use of pesticides 
into PRC 

To reach pesticide users in urban and agricultural 
agro-medical system utilizing the PRC approach should be 
utilize PRC workers and agricultural extension workers 
dissemination of information on the safe use of pesticides. 

areas, an 
devised to 

for the 

must 
safe 

Activities of PRC 
be implemented as 

use of pesticides. 

workers cannot be implemented in isolation; they 
an integral component of a national strategy on the 

Proposed activities for integrating the safe use of pesticides into 
the primary health care system are: 

to initiate training of PRC workers on the safe use of pesticides 
as a matter of top priority; 

to involve the community by establishing or strengthening village 
health committees (VHC); 

community health workers (CHWs) should be selected by the VRC; 

to create some sort of incentive scheme for CHWs to maintain their 
interest. 

PRC workers, after rece~v~ng 
process of educating CRWs 
cooperation from the VHC; 

training, should start the continuous 
and the community, with support and 

initial first 
responsibility 

aid treatment for poisoning cases to be made the 
of PRC workers, with cooperation of CHWs; 
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PHC workers to be assigned the responsibility of referring serious 
and complicated cases to the first or second referral-level 
hospital (rural or district hospital or a poison information 
centre). Post treatment case-management should be assigned to 
trained CHWs. 

PHC workers to establish a proper pesticide poisoning reporting 
system, reporting to the national poison information centre. 

3. Integration of Health Laboratory Services into Primary Health Care 

3.1 Introduction 

The importance of health laboratory services has become evident with 
the general realization that there is no way to ensure satisfactory health 
services without an efficient laboratory network. Over the last decade, 
health laboratory technology has developed rapidly with regard to 
techniques, methodology, quality and volume of work. This huge advance has 
resulted in the need for more laboratory facilities and more highly 
qualified staff. 

Health laboratory services should provide a high quality service at 
the right place, and at the right time for patients in the community. 

In clinical medicine, 
important role to play in: 

health laboratory 

making prompt and correct diagnosis; 
initiating appropriate therapy; 

services have an 

establishing prognosis through the provision of indicators for the 
level of severity; 
monitoring; 
follow-up through the establishment of baseline data. 

In community health, it has equally an important role in: 

disease prevention and control through ensuring disease detection 
and early identification of epidemics, which is an essential part 
of any control programme; 

identifying asymptomatic patients or carriers through 
detection or screening of specific population groups who may 
an important role as reservoirs and disease transmitters; 

case 
play 

ensuring the safety from, and controlling the absence of, 
pathogens in drinking water, food and treated sewage, as relevant; 

identifying vectors related to vector-borne diseases; 

participation in surveillance systems, serosurveys and 
environmental surveys; 

assisting in vaccine quality assurance, including testing vaccine 
potency. 

In communicable disease surveillance, the availability of good 
laboratory facilities is a must for a successful programme. For this 
purpose, improved facilities are especially needed at the peripheral and 
district levels. The methods to be used at the peripheral level should be, 
as far as possible, reliable, simple, rapid and inexpensive. 
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To realize the above-mentioned mission and to make the above 
laboratory contributions to patients' care and community health possible, 
an appropriate organization system should be adopted. In such a system, 
the peripheral laboratories constitute the base of a pyramidal structure 
with the central laboratory at the apex. The latter should be a reference 
and training centre that supports the intermediate and peripheral levels. 
The support should include a reliable supply line for reagents and 
laboratory material to the periphery, thus avoiding discontinuity of 
provision of services, continuous efficient supervision and a system of 
referral levels, ensuring referral of samples from investigations that 
cannot be carried out at a lower level. 

3.2 Peripheral laboratories: basis of health laboratory system 

Peripheral laboratories 
frontline, including those 
referral-level hospitals. 

refer to those laboratories located at the 
attached to health centres and those in ,first 

The peripheral laboratory should be set up on sites with a potential 
for efficient utilization of laboratory services (i.e., a sizable 
population, presence of physicians, availability of adequately trained and 
technically supervised technicians). 

"eripheral laboratories, as is the case with other levels of 
laboratory services, should provide services based on an approved list of 
essential tests jointly prepared by the "giver ll and the II rec ipient", 
according to local needs and available resources. The laboratories at this 
level provide basic investigations, and those in the rural hospitals 
usually cover the same range of tests and some additional investi
gations.l1 Unfortunately, 1n most cases, facilities for microbiological 
culture are not available or are limited. Demands of primary health care 
on health. laboratory services and the type of tests requested may differ 
from one country to another, according to the prevalence of certain 
diseases (see Annex 2). 

3.3 Health laboratory services: a component of PHC 

Support to primary health care involves laboratories at all levels of 
the national laboratory network. However, major support should be provided 
by the laboratories at the peripheral level and the first referral level. 

During the last decade, peripheral extension of health laboratories 
was achieved in several countries of the Region. Despite such extension, 
there is still a need for improvement in performance. Peripheral 
laboratory services should be looked at as a functional activity, rather 
than a mere physical existence, and that the quality of laboratory 
performance should be at the required standard. 

Assessment of the usefulness of laboratory tests in primary health 
care is essential. This assessment is an important tool for deciding 
whether to test, what test to use, and which test method to follow, as 
well as to document strengths and weaknesses in the health care system. 

11 A model of essential tests at this level is given in WHO document 
LAB/87.2. 
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The network of health laboratory services at the PHC level will 
contribute to improvement in the quality of health care only if quality 
assurance is accomplished through a programme that solves problems that 
limit laboratory performance. The importance of quality assurance in 
confirming continuous and satisfactory laboratory performance in public 
health care and in clinical medicine is beyond the scope of this 
discussion. However, it is essential to ensure that the data provided is 
reliable and to improve the IItrust" in laboratory results through the 
establishment of a national programme for quality assurance. 

No improvement of quality can be achieved without qualified staff. It 
is advisable to reassess present training programmes and make sure that 
they are "competence-oriented" and congruent with the tasks expected to be 
assigned to the staff. Continuing education programmes and supervision are 
essential to maintain competency and to acquire new skills as technology 
develops. Proper utilization and cost-consciousness, with improved test 
requisition behaviour, can be achievEd t:hrough adequate training in 
medical schools and inclusion of laboratory medicine in medical school 
curricula. 

For the rational use of resources, limited in most countries, Member 
States should be aware of the importance of having well-defined policies 
and coordination of all services involved. Coordination can be achieved 
through continuing efforts to bring together the activities of various 
laboratories contributing to the health services, including those not 
under the Ministry of Health. This could prove to be essential, especially 
at the peripheral level. Coordination does not mean necessarily 
integration, but may lead to it. In practice, integration is very 
difficult to implement when we are dealing with laboratories belonging to 
different ministries and institutions. Coordination means that we have to 
deal with laboratory services as a system, which should include all 
mutually compatible interrelated components and infrastructures comprising 
a number of levels with interdependent facilities. 

3.4 Requirements for continuity of health laboratory services at the PHC 
level 

Continuity in the provision of health laboratory services at the PHC 
level requires: 

availability of a standard list of reagents and material related 
to a standard catalogue of tests; 

a well-maintained inventory control system indicating monthly and 
yearly average consumption of each item, thus facilitating 
planning supply, including purchase; 

a reliable supply line for reagents and laboratory material. Owing 
to limited resources, there 1.5 no alternative for many countries 
despite expected difficulties, but to introduce reagent production 
starting with relatively simple reagents, especially those to be 
used by peripheral laboratories. This would be facilitated by 
standardization of methods and c&talogues of test availability. To 
mlnlmlze difficulties that may be encountered, th~ basic reagents 
have to be introduced in phases; 

operating laboratory equipment according to a preventive 
maintenance programme. National governments are requested to 
reduce taxes on laboratory equipment and spare parts or exempt 
them from duty; 
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implementation of quality assurance and provision of meaningful 
information. 

4. Integration of Basic Surgery into Primary Health Care 

4.1 Introduction 

Since worldwide adoption of the Global Strategy for Health for All, 
the Strategy has been criticized because it includes only limited 
reference to hospitals. This does not mean that hospitals have little or 
no role in the Strategy; it means that their role has to be seen in a 
broader context. 

Time has shown that the traditional model of a hospital, as a closed 
system providing conventional, curative services emphasizing technological 
aspects of sickness, must be altered. Resources commanded by a hospital 
should be used in the service of the community. If the goal of "health for 
a11 11 is to be achieved, the hospital must support primary health care and, 
as a good partner, provide complementary services to the health network. 
Communities can no longer afford for hospitals to operate as autonomous 
bodies or in "vertical ll isolation. 

Hospitals have an inalienable role in support of primary health care, 
and a logical way to harness the support is to make the first referral
level hospital an integral part of a country's health network system, 
although the incorporation of a hospital into a health network system, 
based on the PHC approach, is not an easy or straightforward matter. 

A majority of hospitals at the first referral-level do not have 
diagnostic facilities such as laboratory or diagnostic imaging. Until such 
health facilities "reinterpret" their role within the context of a health 
network system oriented to the PHC approach, basic surgical needs of the 
vast majority of the community will not be met. 

Delivering basic surgery at first referral-level hospitals will 
necessitate changes in long-established training practices for health 
personnel. Integrating basic surgery with primary health care now requires 
that a few physicians working in first referral-level hospitals be 
equipped with these skills in a short period of time to manage effectively 
many of the common basic surgery problems with minimum reference to 
specialized facilities. This approach envisages the full involvement of 
hospitals, especially first referral-level hospitals, in the planning and 
delivery of primary health care. 

4.2 Approach 

Young and newly graduated doctors, with limited experience, could be 
given on-the-job training for a period needed to acquire necessary skills 
under close supervision of a qualified surgeon on basic surgical 
procedures which are essential for saving life, alleViating pain, 
preventing the development of serious complications, or stabilizing a 
patient's condition pending referral. These categories of medical 
personnel could gain knowledge and experience on basic surgical procedures 
for essential general surgery. Minor paediatric surgery, basic obstetrics 
and gynaecology, basic orthopaedic techniques and management of specific 
fractures, dislocation and other injuries, as appropriate at a first 
referral-level, could also be taught. 
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In 1988, WHO published three handbooks on essential surgery, 
obstetrics and anaesthesia. In these handbooks the advice offered was 
deliberately restricted to procedures that may need to be carried out by a 
young doctor with limited experience in surgery, using facilities that 
could reasonably be expected in first referral-level hospitals. 

With regard to health personnel, especially at the first referral
level, to reach the goal of health for all, health personnel will have to 
be planned, trained and deployed in response to the needs of the people. 
Curative care is only one aspect of people's health needs. And yet, 
hospitals almost invariably train doctors and nurses only for curative 
care. So it is not surprising to find that these people are preoccupied by 
curative care alone. In addition, they become so addicted to the hospital 
environment, to the extent that they do not wish to practise anywhere 
else. This is precisely the situation that has to change radically if 
primary health care is to prevail, and if frontline hospitals are to 
provide it with the support that people require. 

4.3 Steps towards integration of basic surgery into ·PHC 

basic surgical facilities should 
within appropriate PHC systems. 
reoriented to meet new challenges; 

be organized and established 
The whole health system must be 

first referral-level hospitals should be able to provide skilled 
essential paediatric, obstetric, gyneacological, medical and 
surgical care to people referred to them by PHC workers; 

PHC facilities should be staffed by a kind of doctor who can deal 
with basic medical problems and be able to perform basic surgery 
in frontline hospitals; 

basic surgical procedures, having a low level of complexity, could 
easily be performed by a doctor with a fairly short period of 
training in surgery, using local or spinal anaesthesia in a simple 
operating theater with little equipment; 

the content of training programmes for doctors in basic surgery 
should be determined locally; 

when appropriate, training 
should be given in simple 
management and referral; 

should be on-the-job training and 
methods of diagnosis, assessment, 

trainees should undertake their training in the areas where they 
are to practise; training in large city hospitals has little 
relevance to work in small rural communities. Moreover, it is 
essential for trainers to be familiar with the settings in which 
their trainees will work and to have extensive knowledge of the 
principles of community medicine; 

a limited list of essential surgical procedures that every young 
doctor should be able to carry out with a minimum of postgraduate 
training must be identified. An internationally agreed upon list 
of basic surgery, together with equipment and supplies needed for 
each basic surgical procedure, would help countries to decide on 
their "own listl! and related equipment and training; 

activities at the secondary and 
support primary level activities, 
assuming supervisory roles; 

tertiary levels of care should 
with senior health personnel 
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basic surgery will need access 
as training manuals, reliable 
diagnostic facilities; 

to adequate 
supplies of 

it is essential that the activities designed to promote health and 
to detect and manage surgical problems be IIdecentralized". with 
patients being cared for within, or as close as possible to, their 
own community; 

in eXisting health systems, there may be no formal administrative 
or functional link between first referral-level hospitals and PHC 
facilities. It is important to promote close cooperation between 
the two, for instance, by requiring hospital staff to spend a 
substantial proportion of their working time visiting PHC clinics 
and dispensaries. 
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Annex 1 

EXAMPLES OF WORKERS' HEALTH PROGRAMMES IN 
THE REGION THAT ARE BASED ON PRIMARY HEALTH CARE 

Recently designed and planned programmes based on PHC exist in 
several countries of the Eastern Mediterranean Region. The characteristics 
common to all or most are the following: 

They aim to cover all the working population in different 
occupational sectors and in small, medium and large industries; 
some have succeeded and some are at early stages. 

They aim to deliver preventive health care in the work place, 
including preventive occupational medicine, industrial hygiene, 
safety measures, workers' education, etc.; they are at different 
stages of development in meeting this aim; they also provide 
medical care and are providing, or intend to provide, 
rehabilitation services. 

They 
whole 

give 
and 

diseases. 

special attention to workers' health and safety as a 
do not restrict their concern to specific occupational 

In Bahrain, PHC services are provided by the government at the 
regular health centres and at a special clinic for workers (the Labour 
Force Clinic). Care is mostly curative. Private establishments are 
encouraged to have their own PHC services. 

In ~, PHC has been accepted as the proper approach for delivery 
of occupational health services. Such services can be integrated in the 
widespread network of health units in rural and urban areas. 

In the Islamic Republic of Iran, occupational health care is provided 
at the PRC level through centres called "workers' health houses II 
(WHH) , established in factories and workplaces. A category of health 
personnel called "occupational behdashtyar (OB)" was designated. 

The WHH is supported technically and administratively by the national 
health network at different referral levels. From every work place/ 
factory, workers are chosen· from the same work force they work with and 
then given the necessary training before starting their duties as OBs. 
Administratively, they are under the employer, but technically they are 
supervised by the nearest health centre. 

The cost is covered by contributions paid to the Social Security 
Organization by employers and employees. This covers the training course 
of OBs and technical facilities for the WHH. Employers, in addition, bear 
the salary and allowances of the OBs, as well as the cost for establishing 
WHHs, furniture and maintenance. 

According to available information, this experience was piloted in 
four districts: Teheran, Qazvain, Isfahan and Kerman; and until 1989, a 
total of four training courses had been held and 93 OBs had been trained. 
Training courses for OBs last three months, full time with pay. A guide on 
the topics of the courses was compiled. Material used in the training 
courses differed according to the area where the courses were held. On 
termination of a course, a certificate is given to the successful DB. 
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In Iraq, the National Centre for Occupational Health and Safety, 
Ministry of Health, has intensified collaboration with the Central Council 
for Primary Health Care. Collaborative steps between these two 
governmental bodies in matters related to workers' health are well 
established. In rural areas, health care for agricultural workers can 
easily be provided within the eXisting health units: the primary and 
secondary health centres. In addition, mobile medical units provide health 
care in rural areas and villages not served by primary or secondary health 
centres. 

In Pakistan, the essential elements of PHC are provided through the 
rural and basic health units, particularly for the great mass of 
agricultural workers. It is the intention that the community health 
workers, with special reorientation and training, can provide occupational 
health care also. 

In Sudan, PHC in large and medium-sized industries is provided at the 
work place. Most small-scale industrial units and the agricultural sector 
depend on the community PHC system. 

In the Syrian Arab 
occupational health with 
brought as near as to where 

Republic, the government 
the PHC system, so that 
people work. 

has decided to link 
workers' health is 

In the Republic of Yemen, particularly the southern part formerly 
known as Democratic Yemen, occupational health is provided at the PHC 
level by health guides (PHC workers), but to a modest degree. Trained for 
specific tasks and skills, health guides can perform first aid for work 
and domestic accidents and recognition of simple cases of, e.g., pesticide 
poisoning and give health education and counsel to agricultural workers on 
work hazards. Such care is, at present, focused on agricultural workers, 
but the same care is planned to be an integral component of the health 
services in all industrial sectors. 
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Annex 2 

LABORATORY INVESTIGATIONS AND TESTS IN 
SUPPORT OF DIAGNOSIS OF DISEASES 

A. The following is a "disease· oriented" approach of recommended 
microbiological investigations to support some "vertical II disease 
programmes, to be integrated at the peripheral health laboratory and first 
referral levels. 

1. Diarrhoeal diseases 

Peripheral level: 

No laboratory support is required, as more than 90% of diarrhoeal 
cases may be managed with oral rehydration. Antibiotics can be 
used empirically only in severe cases of shigellosis or cholera. 
Microscopic examination of direct wet smear may help in selection 
of the very few cases needing antimicrobial treatment: those with 
bloody mucus stool, polymorph leukocytes, trophozoite of 
Giardia or Entamoeba histolytica. 

First referral level: 

Routine stool culture 
be available. Blood 
should be prepared 
investigate causes of 

and antimicrobial sensitivity testing should 
culture should be possible. Transport media 

and provided to peripheral laboratories to 
an outbreak. 

2. Acute respiratory infections 

Peripheral level: 

Simple strategies based on clinical observations (tachypnea, chest 
retraction) have been devised to help infants in need of empirical 
antibiotic treatment. There are also rules to treat meningitis in 
different age groups: cerebrospinal fluid (CSF) examination, white 
cell count and Gram stain may confirm clinical suspicion. 
Unfortunately, nothing can be done to confirm streptococcal or 
diphtheric throat infections. 

First referral level: 

Sputum bacteriology is 
infections. Haemophilus 
monitored for acquired 
Serogrouping of haemolytic 

unreliable except for tubercular 
and pneumococcus isolated should be 
resistance. CSF should be cultured. 

streptococci should be performed. 

The validity of simple strategies for the empiric treatment of 
diarrhoeal diseases and acute respiratory infections must be based on 
clinical research, surveillance data, and continuous monitoring of endemic 
pathogens and their antibiotic resistance. 
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3. Sexually transmitted diseases 

Peripheral level: 

Wet mount microscopical examination could be performed for the 
diagnosis of vaginitis (Candida; Trichomonas). Gram stain of 
the male urethral discharge for the diagnosis of gonorrhoea, as 
well as cardiolipin [rapid plasma reagin (RPR) or Venereal Disease 
Research Laboratory (VORL)] serology for syphilis could be done. 

First referral level: 

The laboratories at this level should perform complete serology of 
syphilis, testing for antibodies to human immunodeficiency virus 
(HIV) , culture for Neisseria gonorrhoeae (and test for 
~-lactamase) and antigen detection for chlamydia. 

4. Urinary tract infections 

Peripheral level: 

Empirical treatment should be based on the microscopy of urine 
sediment. Dip-slide cultures are easy but relatively expensive. 

First referral level: 

Urine culture, aetiological identification and sensitivity testing 
should be performed routinely. 

5. Mycobacterial infections 

Peripheral level: 

Acid fast staining of skin/nasal; mucosa/sputum smears for leprosy 
and tuberculosis diagnosis respectively could be done at this 
level. All positive slides and a certain percentage of negative 
slides should be sent to a central reference laboratory for 
control. 

First referral level: same as peripheral. 

6. Parasitic infections 

Peripheral level: 

Control programmes of major parasitic diseases rely almost 
completely on microscopic diagnosis, which can be done easily at 
this level. No need to have special laboratories for vertical 
programmes. 

First referral level: same as peripheral level. 

B. In view of the workload and technical skill, particularly at the 
health-centre peripheral lab?ratory level, the staff, in general, is 
limited to one or two aSsistant technicians who have been trained 
specifically in performing the tests included in the standard list. 
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the list of tests of different laboratory 
to be performed in laboratories of health centres 

Urine tests are divided into four groups, with diminishing relevance 
to peripheral laboratories: 

1.1 Qualitative routine tests 

These include colour, volume, specific gravity, density, pH 
reaction as well as tests for protein, glucose, bilirubin, 
urobilinogen, nitrite and density. The use of dip sticks (dry 
chemistry) may be considered when affordable. They are easy to 
perform, reliable, reproducible, rather specific, sensitivity is 
satisfactory ~or some tests, can be used for semiquantitative 
testing and reagents are stable for more than one year even under 
bad clima~ic conditions provided that instructions for storing are 
respected. Cost-effectiveness to be decided upon by each country. 
especially in laboratories with less trained personnel. When the 
resources a;:e limited, the "wet chemical tests" are recommended. 
They are valid and should not be regarded as "old fashioned ll

• 

Laboratory personnel should be trained in the proper use of these 
method~. 

1.2 Micro3copy 

The examina~ion of urine sediment by means of microscopy is a very 
powerful tool in urinalysis. This is as true for peripheral level 
laboratories as for all other levels. 

1.3 Quantitative tests 

Are less important in routine urinalysis. Some should be available 
at thc refer~al level. These quantitative tests include: protein, 
glucose, creatinine, amylase and osmolality. Performing other 
additional tests might be considered. 

1.4 Specia~ tests 

These are limited to central level (e.g., amino-acids, ammonia, 
ascorbic acid, catecho1amines, etc.). 

2. Chemistry: blood/serum/plasma 

Albumin or protein, glucose (semiquantitative and quantitative), 
creatinine or urea. 

3. Cerebrospinal fluid 

glucose, protein, sediment, microscopy 

4. Chemistry - faeces 

Occult blood 

5. Haematological lests 

Haemoglobin, microhaematocrit, red and white blood cell counting, 
white differential counting, red cell morphology, identification of blood 
parasites in thin and thick films, osmotic fragility test, sickle-cell 
screening test, erythrocyte sedimentation rate (ESR). 
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Summary of Recommendations 

I. 1. Member States should recognize and identify health care for the 
working population as an important national priority. 

2. Member States should choose the primary health care approach for the 
provision of health care for the working population. 

3. Inclusion of and/or emphasis on occupational health components in the 
teaching curricula of the different health/medical disciplines for all 
levels of health professionals, such as physicians, hygienists, 
nurses. toxicologists, ergonomists. 

4. Appropriate training in occupational health and safety shall be given 
to the health personnel who may be in charge of primary health care. 

5. Where a system .of primary health care for the working population is 
established, the referral system between the different levels of 
health services should be improved. 

II. 1. Member States should make all efforts to minimize the use of 
pesticides by adopting integrated vector control methods. 

2. As far as possible. less toxic and more effective pesticides should be 
used for public health use. 

3. Primary health care approach should be utilized to motivate and 
safeguard the community against the toxic effects of pesticides. 

4. Countries should initiate training of primary health care workers on 
safe use of pesticides. 

5. Primary health .care workers should be instrumental in sensitizing and 
educating the community on important issues of safe use of pesticides. 

6. Poison information centres should be established in each first or 
second referral-level hospital. 

III. 1. Health laboratories, in all countries. should provide services based 
on an officially approved list of essential tests prepared according 
to local needs and available resources. The list of essential tests 
should serve as a basis to prepare a list of basic laboratory 
equipment. 



IV. 

- 2 -

2. Member States should establish their national programmes to ensure the 
quality of laboratory testing (both internal quality control and 
external quality assessment). 

3. Health laboratory services should be extended to cover the needs at 
district and peripheral levels. 

1. A short 
graduated 
delivering 

training programme should be introduced to qualify newly 
physicians as polyvalent health personnel capable of 

basic surgery. 

2. Essential facilities such as surgical equipment, essential drugs, 
laboratory and X-ray services for diagnostic and radiography purposes 
should be made available in the frontline hospitals. 

3. Proper referral system from the 
hospital and higher levels and 
ensured. 

periphery to 
back to the 

the first referral 
periphery should be 


