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Chapter 4 

ORGANIZATION OF HEALTH SYSTEMS BASED ON 
PRIMARY HEALTH CARE 

During the period under review, the organization of health systems 
based on primary health care was marked by several significant deve- 
lopments. With the expansion of the national health infrastructure, 
a number of major areas of concern became apparent. These were 
related to the further improvement of (i) organizational structure 
and management of operations, (ii) health care financing, (iii) 
community involvement, and (iv) intersectoral actions for health. 

The evaluation of health-for-all strategies by Member 
Countries in the Region pointed to the need for strengthening these 
critical development processes and outputs. It also brought out the 
need for concentration on underserved population groups or geographi- 
cal areas through the accelerated implementation of national action 
programmes for primary health care. This acceleration inter alia 
called for a careful assessment of health infrastructure development 
in physical and operational terms, disaggregated measurement of 
achievements in primary health care, and targetting for critical 
processes and outputs in the organization of comprehensive health 
systems and delivery of services. 

4.1 REGIONAL PROMOTION AND DEVELOPMENT 

4.1.1 Development of PHC Networks 

The Regional Office supported several activities involving all 
Member Countries of the Region in the promotion of national and 
regional networks for primary health care. Following the second 
regional meeting on PHC networks held in the Regional Office in 
1985, a set of guidelines was completed to serve as a basis for the 
establishment of regional and national primary health care networks. 
Two institutions were designated as PHC Information Resource Centres 
(PIRC) for the Region. These were the National Institute of Health 
and Family Welfare in India and the ASEAN Training Centre for Primary 
Health Care in Thailand. Agreements were concluded with these two 



institutions to start work on the exchange and dissemination of 
information on primary health care among national PHC focal points. 
In order to strengthen national PHC networks further, linkages were 
established at country level between national PHC focal points and 
HeLLIS-HSR focal points. In addition, the Region's HeUIS-HSR-PHC 
information focal points were being linked with the ESCAP-POPIN 
(Population Information) Secretariat. The national and regional PHC 
networks constitute a sound mechanism for the exchange of information 
as well as the sharing of expertise, training and other material 
resources in the Region. 

4.1.2 Intersectoral Actions for Health 

A regional consultation was held in October 1985 to review existing 
mechanisms and adopt a methodological framework for the rapid 
analysis of intersectoral actions for health. Eight countries of the 
Region participated. The consultation recommended the designation of 
a celllgroup in ministries of health to develop an essential 
information base, to sensitize the policy-makers, and to provide 
options for the selection of priority intersectoral actions for 
health. A tentative country plan of action was prepared by each of 
the participating countries. Action-studies on specific aspects of 
intersectoral actions for health were launched in Burma, Nepal, Sri 
Lanka and Thailand. 

4.1.3 Referral S~~pport for PHC 

The rapid expansion of health facilities at the first level and the 
deployment of large numbers of colmnunity health workers and health 
volunteers pointed strongly to the urgent need for linking up health 
facilities with hospitals - particularly those at the first referral 
level - as a functioning referral support system for PHC. An 
intercountry consultation, in which national PHC managers from the 
countries participated, was held in August 1985. The meeting 
clarified the conceptual understanding of the referral system and 
developed specific short-term country action plans to improve 
referral procedures, and eventually to establish a model of a 
referral system for national replication. Technical and financial 
support was provided to six countries to implement short-term 
developmental activities. 

4.1.4 Developmnt of Middle-Level Health Managers 

Management training in the past produced limited improvement in 
health service management. An important need identified by national 



health administrations was the development of middle-level health 
managers for primary health care. 

A review of available training materials in the countries was 
completed and a tentative bibliography produced by the National 
Institute of Health and Family Welfare (NIHFW). India, under the 
aegis of WHO. This would help national training institutions to 
locate quickly relevant training materials with assistance from the 
regional resource centres. 

Under the WHO regional programme for PHC, an intercountry 
consultation on the subject held in January 1986 assessed the needs, 
dimensions and potential for the development of middle-level health 
managers in nine participating countries. There was consensus on the 
futility of -- ad hoc training activities insulated from existing 
organization and management procedures. Closer practical collabora- 
tion among various institutions in training for the development of 
middle-level health managers was considered vital. 

4.1.5 Operations Research for Health Management 

The need for more field research in health management along with a 
similar need for mechanisms and methods to ensure full and timely 
utilization of research findings was emphasized by all Member 
States. A level of working communication between administrators and 
researchers was critical both for the selection of the most relevant 
operational problems and for the use of the relevant research 
findings in the solution of those problems. 

In the search for a viable mechanism, a workshop on Problem- 
Oriented Research Information Seeking (PORIS) behaviour was held in 
Jaipur, India, in October 1985 with WHO'S technical cooperation. 
Three selected research proposals were funded with a view to 
evaluating research information seeking behaviour. 

4.1.6 Imovations in Primary Eealth Care 

The innovative approach to the development of primary health care at 
the local level has been an important strategy. Numerous instances 
of innovations, however, went unreported. The regional programme 
initiated the publication of an annotated bibliography of national 
experience in PHC innovations, by subject, e.g., in manpower 
development, management, resource mobilization, community participa- 
tion id intersectoral collaboration. A list of 123 innovative 
apl-lq les was prepared. The annotated bibliography was the 
first step towards the compilation of PHC country information 



brochures and their dissemination through regional PHC information 
networks. 

In THAILAND, a study was under way on the factors influencing 
the transfer of technology in the developing villages under the 
self-managed PHC project. 

4.1.7 Urban Primary Health Care 

The health problems of the urban poor in sprawling slums deserved 
priority attention. These problems had a complex origin rooted in 
environment, housing, nutrition, health behaviour, and inadequate 
health facilities. Since not enough was known on how to redirect and 
coordinate the resources of various agencies for urban primary 
health care, studies were supported by WHO in three countries in 
order to get a better understanding of the present situation. 

These studies were aimed at evolving a methodological 
framework for analysing the health problems of the urban poor and 
drawing up plans of action within the context of urban primary 
health care. 

The Organization supported a workshop on urban primary health 
care in which a range of managerial issues were addressed, such as 
the review and redesigning of structural and functional relation- 
ships among the various health institutions, as well as the 
resources required, methods and sources of financing, and 
legislative problems. 

4.2 ACTIVITIES AT COUNTRY LEVEL 

In BANGLADESH, WHO collaborated in a major way in the Government's 
efforts to strengthen the organization and management of primary 
health care. In line with the Government's decentralized development 
strategy. health service management st the district and upazills 
levels was the main focus of support. A series of orientation and 
in-service training activities - both within the country and abroad - was supported. About 400 health officers at the middle and 
peripheral levels were given orientation and training in health 
services management with particular emphasis on maternal and child 
health in primary health care. Countrywide monitoring and evaluation 
of primary health care and, in particular, the development of a 
model referral system were supported. 

WHO collaborated in the strengthening of national repair and 
maintenance facilities for medical equipment. Work on establishing a 



National Electromedical Equipment Maintenance and Training Centre in 
Dhaka continued. A regular training course for laboratory technicians 
was started at this centre. Repair units for each medical college 
and hospital were being established with repair personnel to be 
trained at the Centre. For staff development at the Centre, WHO 
awarded fellowships to four engineers. 

In BHUTAN, WHO technical cooperation was extended mainly to 
the development of the health infrastructure, consisting of basic 
health units, linking referral hospitals on the one hand and village 
volunteer health workers (WHWs) at the periphery. 

The Royal Bhutan Government's health policy is aimed at 
universally accessible health care, consisting in particular of the 
provision of preventive and promotive health services to the rural 
population. The number of basic health units rose to 65 covering 
more than half of the total population. The district hospital system 
was also expanded. However, in view of the geographical terrain, 
scattered population and difficulty in communications, the health 
infrastructure remained inadequate in terms of hospitals, health 
workers, basic health units, and logistics support. 

In the efforts to improve hospital management, WHO extended 
technical cooperation in the preparation of hospital plans and 
hospital management procedures. Senior medical officers also 
received training in hospital administration. 

Senior medical officers and other middle-level health staff 
were also trained in long and short courses to improve their 
professional and managerial skills. 

Some 175 WHWs were trained using a standard training manual. 
Trained health supervisors were posted to district health units 
under the dzongkhag administration. 

With financial support from WHO, preparation of procedures 
and guidelines for an improved PHC referral system and the training 
of staff was taken up. WHO collaborated in improving the capacity of 
the medical supply depot in maintaining regular supplies and 
providing drugs to basic health units. 

In BURMA, the implementation of the Third People's Health 
Plan received support from WHO and other agencies, notably UNICEF 
and US AID. The expansion programme to cover all 314 townships with 
PHC activities achieved its target. The training curriculum of 
community health workers was reviewed and revised. Expansion of the 



THHW (ten household health worker) Scheme progressed as planned, and 
the training activities were evaluated under US AID'S PHC project. 
With WHO technical cooperation, an in-depth evaluation of the 
PHC-basic health services programme was carried out. 

More station hospitals were improved in order to strengthen 
the referral support for PHC. Hospital inspection manuals were 
developed for improved hospital management. The Asian Development 
Bank provided support to the upgrading of township hospitals, the 
management of the medical stores and the repair/maintenance of 
health equipment. Kingpin workshops were constructed for the purpose 
of establishing a countrywide network of essential repair 
maintenance capability. In addition, the Instrument Division of the 
Department of Medical Research was strengthened through the supply 
of equipment and the training of engineers. 

In INDIA, a significant improvement of the health 
infrastructure was noted. Health-related sectors, viz., education, 
water supply and sanitation, were contributing to health development 
through intersectoral actions. The Government remained committed to 
attaining the goal of health for all by the year 2000 through 
developing the country's vast human resources and speeding up 
socioeconomic development. Primary health care activities relied 
more on preventive and promotive aspects and on an effective and 
efficient health care organization. The Minimum Needs Programme (MNP) 
supported primary health care with its emphasis on improving the 
quality of services backed by infrastructural facilities, especially 
in underserved areas. In order to encourage voluntary agencies and 
community participation, the Government introduced schemes for 
financial assistance. Nearly 300 voluntary organizations were asso- 
ciated with the Government in health and family welfare programmes. 
Mechanisms to maintain liaison with voluntary organizations and to 
monitor and evaluate the work done by them were in place. 

A meeting to review the situation of community health workers 
was conducted by the Government in which representatives from all 
states participated. A number of an anwadis were allowed to partici- 
pate in the community health w o r h e m e .  Financial assistance 
from WHO supported the Rural Health Division of the Ministry of 
Health and Family Welfare with additional staff to monitor and 
evaluate primary health care. Field testing of a training module for 
the reorientation of health staff was completed along with the 
development of a coordinating mechanism at village and block levels. 

In INDONESIA, the integrated family health package covering 
maternal and child health care, family planning, nutrition and 



diarrhoea1 disease control in four provinces made good progress in 
spite of delays in the implementation of some activities. The 
preparation of guidelines and manuals was completed. Orientation and 
training workshops for staff at various levels, data collection and 
the establishment of village posts made progress. Useful experience 
was gained in microplanning at kecamatan (health centre) level. 
Health centres were stratified into three categories for the 
systematic planning of supervisory support from provincial level. 

With WHO support, action-research was undertaken to study 
urban primary health care in Jakarta. 

A WHO/UNICEF study on the complementarity of joint colla- 
boration in primary health care was completed in order to plan 
further support to the implementation of PHC. 

WHO assisted national efforts to improve hospital management 
and the production of a manual of procedures for hospital adminis- 
tration. Training of national officials in hospital administration 
was also supported. Particular attention was given to the regency 
hospitals to strengthen referral support for health centres. 

A systematic review of nursing services and the preparation 
of a manual of nursing services and procedures were undertaken with 
the technical collaboration of WHO. 

In MALDIVES, the Department of Public Health successfully 
established the countrywide primary health care network integrating 
epidemiological surveillance and the control of endemic communicable 
diseases into the health system infrastructure. 

Mobile health teams, particularly to serve the scattered 
a toll population, developed instruments for the collection of 
baseline data of high relevance to primary health care and for the 
re-programming of team visits to atolls. 

WHO cooperated in the development of a medical record system. 
A consultant surveyed hospital equipment and demonstrated the repair 
of selected electromedical equipment on the spot to train local 
technicians. Essential equipment and supplies were provided to Male 
hospital and the regional hospitals in order to improve their 
service capacity. 

In MONGOLIA, WHO supported the implementation of the plan of 
action for primary health care in Huvsgul aimak. The Government 
evaluated the activities in this model project. This evaluation led 



to an emphasis on the service component and the more effective 
utilization of WHO support, which included the provision of 
essential supplies and equipment. The Chief Health Administrator of 
Huvsgul aimak received advanced training in health planning and 
management under a WHO fellowship. 

In pursuance of the Government's decision to extend the 
Huvsgul model to Gobi-Altai aimak, WHO support was provided to the 
initial formulation and subsequent revision of a project proposal. 
This project was approved by the Ministry of Public Health. A WHO 
consultant was algo assigned for four months to complete a detailed 
implementation plan for the five additional somons in Huvsgul aimak. 
Additional funds were provided to the project by WHO headquarters 
for in-service training and an in-depth evaluation of the Huvsgul 
aimak project. 

In NEPAL, the integrated approach to the delivery of health 
care through the health infrastructure remained the cornerstone of 
the PHC strategy. Progress, however, was slow in view of various 
constraints in the managerial process and health infrastructure. 

Two in-depth reviews were completed - one for the development 
of the PHC national network, and the other for a joint 
Government-WHO evaluation of health programmes in six integrated 
districts. Important recommendations for the further improvement of 
the PHC strategy and its implementation were formulated for 
executive decisions by the national health administration. 

During the year, the community health leader (CHL) scheme was 
extended further to thirteen districts. In conjunction with the 
evaluation of six integrated districts, an evaluation of the CHL 
programme was conducted in Morang district. The provision of commu- 
nity health services including family planning and immunization by 
integrated health posts was expanded. One of the constraints related 
to poor logistics and financial management. Seven new district health 
offices and 127 sub-health posts were established. In order to reduce 
the problem of logistics, the construction of district drug stores 
was undertaken and a region-based drug distribution scheme was 
established. Studies on the correlation between drug utilization, 
disease patterns and patient attendance were also conducted. 

In SRI LANKA, WHO support to the implementation of the new 
model of the health care delivery system continued. Senior health 
officials were provided an opportunity to observe and study the 
development of primary health care in other countries of the Region. 
In addition, financial support was given to the training of middle- 



level health administrators with emphasis on monitoring, and 
referral and logistics support for primary health care. WHO 
continued its technical collaboration with the health infrastructure 
development and reorganization project funded by the Asian 
Development Bank. 

A project proposal for the development of the traditional 
system of medicine and its integration into the health care delivery 
infrastructure was prepared with financial support from UNDP. The 
proposal incorporated the utilization of practitioners of 
traditional medicine, development of herbal resources, research in 
Ayurveda, and improvement in the production of ayurvedic drugs. 

Several specific activities were completed with WHO 
collaboration. A framework for the monitoring and evaluation of 
primary health care was developed and a firm foundation was laid for 
planning, monitoring and evaluation at all levels of the health 
system. Concurrently, necessary administrative and information 
support was being strengthened. 

The orientation seminars on primary health care which were 
held for political leaders and parliamentarians at district level 
had a salutary effect, leading to a better appreciation of primary 
health care and the HFA strategy. 

Mechanisms for intersectoral coordination which were 
functioning at different levels of the administration became active 
in supporting the implementation of priority health programmes. 

Good progress was noted in the mobilization of resources for 
primary health care, which received a higher allocation than in the 
past, as well as in regard to community participation in health 
development. Development of health workers, namely, public health 
nurses, midwives and inspectors, for the delivery of services at the 
peripheral health centres made good progress, though the shortage at 
higher levels of health management persisted. 

The three-tier model of health infrastructure for the 
delivery of primary health care increased coverage to 32 areas of 
the country. 

In THAILAND, WHO collaboration in the organization of health 
systems based on PHC was the major undertaking. In national effort8 
to develop self-managed primary health care in villages, WHO 
provided technical and financial support to selected provinces. A 
total of 880 villages in 9 provinces were brought under this 
self-managed PHC strategy. 



A preliminary evaluation of the first generation of "trainee 
villages" after the technical cooperation of 'trainer villages' 
indicated 90% success in terms of self-reliant PHC activities. 
Self-management is gaining momentum. 

The basic minimum needs (BMN) framework and its indicators 
were accepted by the four ministries concerned (Agriculture, 
Interior, Education and Public Health) and were incorporated by the 
National Economic and Social Development Board (NESDB) into the 
development strategy for the Sixth National Five-Year Plan. 
Following upon the implementation of the BMN approach for social 
development in Korat Province, a "Quality of Life" (QOL) campaign 
was launched in order to achieve countrywide village-based community 
development with the close involvement of the people themselves. The 
QOL Campaign, which is the successor to the previous Social 
Development Project, includes essential health indicators as an 
integral part of social development in villages. 


