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CHAPTER 1. INTRODUCTION 

1•1 Background and aims of the review 

In its twenty-second session in January 1979, the UNICEF/WHO Joint Committee on Health 
Policy (JCHP) requested that a progress report be prepared on the implementation of primary 
health care. The progress report (JC23/UNICEF-WHO/81.2) presented to the twenty-third 
session of the JCHP in 1981， although not a detailed review of all national and international 
activities in PHC, did however present a wide sampling of developments. At that time the 
JCHP suggested that indicators be developed on information gathered for the purpose of 
monitoring progress made in the years remaining to the year 2000. The information should 
focus on what was happening in countries. 

As part of this, in September 1981 the preparation began of a review of developments in 
primary health care with the purpose of learning what WHO Member States have done, and are 
doing, with regard to progress towards the goals of Health for All. The main emphasis was 
on learning from both positive experiences and from some of the problems and constraints 
encountered in the process. The review did not attempt to assess the present detailed 
status of PHC development for individual countries. That can only be done adequately by 
countries themselves. 

What the review did attempt to do was to highlight some of the present trends in the 
development of PHC and make available to countries shared experiences which may assist them 
in their own planning and act ion for PHC. The emphasis then was on implementation, not 
status or effectiveness. 

1.2 The countries reviewed (see шар, Annex 1) 

In preparing the review it was not considered possible to review information from all 
Member States. Originally it had been hoped to select countries on the basis of their 
annual per capita expenditure on health. However, as the interpretation of these data was 
unfortunately not uniform for all potential countries, it was decided to select countries on 
the basis of the figures relating to Gross National Product. Accordingly, 70 countries were 
chosen in what has been termed the "low income" and "middle income"^ range.^ The 70 
countries reviewed represent nearly half (44%) of WHO Member States. The 70 countries also 
contain 64% of the total world population. The review has focused then on that section of 
the world

1

 s presently underserved population which is particularly the target of action for 
HFA. 

In presenting country information on developments in PHC, countries were set within 
their different WHO regional contexts. Information was also included which set countries 
within a global context of health programmes, plans and experiences. 

The present summary report is based mostly on the conclusions of each of the chapters of 
the review and indicates trends in PHC development. The main document (several hundred 
pages long) is available in English in the Division of Strengthening of Health Services, WHO, 
Geneva (document SKS/82.3). 

World Development Report, World Bank, 1981. 

9 • . . 

One country in the Region of the Americas (Canada) and one in the European Region 
(Finland) fall outside of these categories but the inclusion of higher income countries has 
demonstrated that the same framework for looking at PHC can be used in a variety of countries 
of differing socioeconomic conditions. In addition, it has been widely accepted that the PHC 
approach is of relevance to all countries in achieving HFA. 



CHAPTER 2. POLICIES AND PLANS 

The first section of the review considered policies, plans and legislation relating to 
PHC development. What kinds of policies and plans had been formulated; what planning 
mechanisms had been used or suggested； what kinds of PHC targets had been set and on what 
basis, and what types of legislation had been introduced or planned. 

2•1 Socioeconomic and political realities 

Of the 70 countries reviewed 42 (60%) have been signatories to specific charters and 
resolutions for HFA. Policies towards this end have also been enunciated by approximately 
70% of the countries. The evidence suggests that the figure could easily have been higher 
but for the fact that many countries, still scarred by the wounds of war, are needing to turn 
their at tent ion first to the provision of basic needs such as food• In another group of 
countries civil strife and displaced populations, often in vast numbers, are also considered 
urgent priority problems. Some countries are also having to consider PHC in the context of 
rapid cultural and industrial progress, Significant elements therefore in these cases 
include the introduction or adaptation of health insurance schemes, emergency medical and 
health services, rehabilitation and industrial medicine. Preoccupation with the provision 
of an adequate health infrastructure emerges clearly from country policy statements and plans 
for HFA. In some cases these refer to the necessity to repair damaged facilities. In 
others they refer to the intention of having adequately functioning static and/or mobile 
health facilities at the peripheral and intermediate levels of the health services. 

While recognizing that in some regions countries have been developing plans and 
programmes for extension of coverage of health services with primary care arid community 
participation since the early 1970s, the development of PHC as the major area of action is 
now more clearly being defined, particularly in connexion with the role of health as an 
integral part of national economic and social development. 

2•2 Diversity of implementation patterns 

In some countries PHC is seen as the basis for the whole national health strategy. In 
others it is one component of a health policy, as for example where it is implemented in a 
pilot area in a rural or peri-urban area for later adoption on a wider scale. Methods 
employed to advance the adoption of PHC have included country health programming, the 
introduction of PHC planning units in Ministries of Health, the creation of Institutes of 
Rural Health Technology, the creation of PHC Councils, district management teams and PHC 
coordinators, and devolution of responsibility for PHC to local government level with the 
Ministry of Health providing logistical and technical support. In some countries the 
methods of PHC implementation have followed closely the traditional patterns of leadership 
and social organization. In others new patterns of social organization have determined the 
methods of implementation. The need is recognized to establish PHC support mechanisms at 
national, provincial and district level. This may involve extensive decentralization and/or 
realignment of a whole health system. What is visualized by some countries is a new and 
standardized hierarchy of health services adapted to the country's real needs and allowing 
for the integration of health and development activities. 

Effective planning for PHC necessitates cooperation with other technical and 
administrative divisions. Some countries have established national health councils with 
representatives from other ministries. A closer relationship is sought between health 
planning and development planning, optimally linked closely to the political leadership. In 
one country a decision-making process based on programme budgeting and formal planning has 
been able to change the trends in resource distribution between the hospital and PHC 
sectors. The diversity of country planning methodologies, definitions of objectives and 
targets, and selection of country-specific indicators for monitoring and evaluation, 
necessarily complicate regional definitions of strategies and objectives. For example in a 
region the same targets may appear modest in countries which have already overtaken them, or 
overambitious in others. Their main value may lie not so much in their numerical expression 
as in the attempt to promote studies and discussions leading to definitions considered closer 
to reality by all involved. 



2.3 Legislation related to PHC 

A number of countries are in the process of introducing or updating legislation relating 
to existing health policy-making organizations or the introduction of new ones, the 
nationalization of health care, methods of allocation of financial resources, 
pharmaceuticals, traditional medicine， health manpower, health planning and reorganization 
of health infrastructure, control of foodstuffs and breast-milk substitutes, water and 
environmental health, public health, control of communicable diseases, mental health, 
compulsory immunization, coordinat ion of the Ministry of Health with the social security 
system, and the registration of births and deaths. 

CHAPTER 3. FINANCING THE PLAN 一 RESOURCE ALLOCATION 

Financial constraints to PHC are being experienced in many countries, with urban-based 
and curative care continuing to absorb disproportionate amounts of the available health 
budget. Some of the small countries particularly are heavily dependent financially on the 
production of single crops and are affected by the uncertainties of world commodity prices or 
reliance on external assistance. 

Globally, in 25 least developed countries for which recent figures are available, the 
average public health expenditure is US$ 2.6 per head per year. The expenditure in these 
countries ranges from US$ 1 to US$ 12: however, 23 out of these 25 countries spend less than 
US$ 2 per head per year on health. In 85 other developing countries the average public 
health expenditure amounts to US$ 17 per head per year. The range for these countries is 
from US$ 1 to US$ 94， but 65 out of the 85 spend less than US$ 8 per head per year. In 28 
developed countries, the average is US$ 277 : the range for these countries is from US东 48 to 
US$ 644. However, 26 out of the 28 spend less than US$ 252 per head per year. 

3•1 Allocating financial resources to PHC 

In the countries reviewed financial resources available to the public health sector are 
limited in relation to allocations to other development sectors. Some countries, for 
example, have embarked on agro-based and industrial reforms with a major portion of the 
national resources being invested in these, and less regard being paid to the social sector 
including health. Despite plans to reorient the health sector to improve services, 
particularly for rural arid peri-urban populations, the rate of progress is severely limited 
by the shortage of financial resources, most of those which are available are often still 
being channelled into urban-centred, curative-oriented components of the health sector. 

In countries where public spending on health services is presently approximately US$ 2-3 
per capita per annum, additional requirements for PHC may be of the order of US$ 10 per 
capita per annum for recurrent expenses on extensions of health and medical services, 
exclusive of operation and maintenance costs for water supplies and waste disposal, and of 
other intersectoral aspects of PHC. On the basis of the above, it can be further estimated 
that the average annual resource gap will be of the order of US$ 50 000 million (US$ 12.5 per 
head times the average expected population of the developing countries between now and the 
year 2000). If 80% of this sum can be found in developing countries themselves, the 
residual deficit to the magnitude of US$ 10 000 million annually is still three times the 
present level of international transfers. 

Evidence indicates, however, that in the African Region, for example, according to 
specific studies and calculations， some countries do consider that they have the potential, 
with external cooperation, to confront the costs of implementing the HFA strategy. In the 
South-East Asia Region it is considered that with the additional expenditure of 1% to 2% of 
the annual per capita GNP, together with external funding, a decent level of health could be 
attained based on PHC by the year 2000. International comparisons using economic indicators 
are difficult in that some countries use the GNP, others the GDP (gross domestic product) or 
GNI (gross national income) or GDI (gross domestic income) for expressing the share of 
health ； and the definition (and accordingly the amount) is different in various countries. 
Nevertheless the bulk of information from countries included the percentage of GNP spent on 
or allocated to health. 



3•2 Information needs for effective planning 

The need is recognized to develop a methodology for classifying financial information, 
and identifying low-cost methods of collecting it, aimed at facilitating the analysis of the 
existing situation in order to plan for action toward HFA objectives. Information is rarely 
available regarding total expenditure of other health-related sectors and activities, as for 
example, education, social security agencies, nongovernmental organizations and private 
sector spending. For an adequate estimation of health expenditure information is also 
needed regarding health insurance organizations, outlays relating to nutrition, water, 
sanitation, health education, manpower training, health research, and payments in kind for 
health purposes, as for example in the case of traditional birth attendants. Private health 
practice often escapes any form of quantification. Costs for some areas of PHC development 
were available but in a piecemeal fashion. These included water and sanitation, 
immunization and drugs, malaria control, community level manpower costs, and infrastructure. 

At country level the need is recognized to seize all opportunities to gain support for 
health from economic planners and institutions by convincing them that health is an integral 
and essential part of general development. Also the specific goals and strategies of PHC 
may not be fully understood by the public at large, or at all levels of the health services, 
and the benefits of PHC may even be attributed to services which are still largely 
curative. Demand for curative care then increases. In reality resource allocations for 
health are frequently decided by many factors other than the real needs of the majority of 
the population. The need is also recognized to make the most efficient use of existing 
resources both within and among countries. While a substantial and major shift of resources 
within countries may be unlikely, what can be expected is that real increases in resources 
should be predominantly directed to PHC activities. 

Ministries of health in various countries are engaged in analysing needs in terms of 
costs, materials, and infrastructure. They are also assessing the relative costs and 
benefits of alternative systems and technologies, in addition to estimating the total 
financial resources necessary for strategy implementation. The securing of financial 
resources will include obtaining external resources and consideration of alternative 
financing, including for example the use of social security funds. However, in the 
experience of the Region of the Americas ministries of health may have little control over 
such funds, and the programmes are often curative-oriented. In addition some groups of the 
rural and poorest urban population help finance social security systems without receiving any 
benefits. However, given a redefinition of policies and roles, such systems have a 
potentially constructive role to play. Country mechanisms for the mobilization of external 
resources and their rational utilization will be structured to incorporate monitoring 
activities such as annual reviews and workshops to assess progress. 

3•3 Mechanisms for external support 

At global and regional levels attempts are being made to rationalize the use of 
resources, especially financial resources and to mobilize additional support for country 
strategies for HFA. One initiative is the Health Resources Group for Primary Health Care, 
which brings together country representatives and those from bilateral and multinational 
agencies. The group has carried out country resource utilization reviews in nine 
countries. Systematic measures are being taken at international level to convince banks, 
funds, and multilateral and bilateral agencies to adopt firm policies of providing grants and 
loans for the HFA strategy, in recognition of its contribution to human development. 
Regional mechanisms are being established to identify strategy needs and facilitate 
mobilization of funds, as well as transfers between countries. Regional action has included 
the establishment of specific regional resource groups which include development banks. 
Regional meetings and workshops have been held. WHO is supporting research in this area in 
addition to manpower training and the collection and dissemination of information. 

At regional level the constraints have been emphasized of producing a quantified 
financial projection for a 20-year period, complicated further by the uncertainties 
characterizing global economic affairs. In one region comparative methods of financial 
estimation have been carried out using country examples and emphasizing the components 
central to PHC. In another region countries have participated in feasibility studies to 



establish alternatives for physical infrastructure development projects and facilitate their 
external funding. Countries have been assisted in improving the financial administration of 
their health services and advised on how to secure external loans. Coordination has also 
been improved among regional financial agencies operating in the health field, and additional 
assistance requested from non-traditional sources. 

The importance of reorienting cooperation activities is emphasized, to avoid 
distortions, duplication or gaps in programming. This reorientation of international 
cooperation needs to be based on the national analysis and programming of external 
cooperation requirements within the framework of national primary care strategies. It calls 
for the development of coordination and coopérât ion mechanisms between the various 
institutions of the sector, the national economic and social planning units, and other 
national agencies responsible for the programming and coordination of external cooperation. 
These national analyses, evaluations arid programming activities will facilitate the 
reorientation of policies and the cooperation and coordination activities of the United 
Nations agencies, the bilateral agencies and nongovernmental organizations. 

Some of the developmental agencies, while underlining their keenness to assist health 
development programmes, have acknowledged their limitations. Some of these relate to the 
internal working of the agencies, budgetary cycles, administrative procedures, and policy 
constraints. Some relate to impediments such as the health sector not having a role in 
decision-making regarding the acceptance of external aid. 

CHAPTER 4. ORGANIZING PHYSICAL RESOURCES FOR PHC 

Health services in many countries have been structured according to political systems 
and dictates of policy which often reflect their historic antecedents. Often in the past 
curative services were generally urban-centred and rural services were largely restricted to 
attempts to contain major epidemics. In many countries it is only in the post-independence 
era that nationwide health services have been organized. 

4.1 Infrastructures 

The infrastructures described for PHC varied widely. In some cases whole national 
infrastructures were described as being in support of PHC, Other descriptions were limited 
to PHC pilot areas or mobile services. Some countries detailed plans for the future 
development and strengthening of their infrastructures through networks comprising 
dispensaries, clinics, dressing stations, health stations, health posts, MCH units, PHC 
units, specialized services， maternity posts, family life centres, community welfare centres, 
health centres and several categories of purpose-designed hospitals. Some countries 
indicated that existing peripheral level health infrastructures are being upgraded and that 
peripheral hospitals are being strengthened. From the information available it was 
difficult to perceive the true extent and development of the primary level infrastructure, or 
its equipment and maintenance. In one region a training centre had been opened, and in 
another an inter-country project had been initiated for repair and maintenance of 
electromedical equipment. While rigid facilities and equipment standards were not 
considered appropriate due to national and local differences, the need was indicated for 
general guidelines based upon identification of the tasks to be performed at each level of 
the health system. The health transport infrastructure was mentioned as being essential to 
adequate support for the delivery of PHC. Some countries mentioned upgrading in this 
respect through the establishment of vehicle maintenance repair units at central and 
provincial levels and technical assistance for training and management. 

4•2 Coverage， accessibility and referral 

There was considerable variation regarding the coverage expectation of PHC first level 
units. The range included one unit to 4000 people in a radius of 10 miles in Sudan； one 
unit for 5000 in a radius of 4 miles in Pakistan； 500 people to one community well-being 
centre in a radius of 10 km in Zaire； 15 000-20 000 people per PHC post in a radius of 20 km 



in Upper Volta； one rural health post to less than 2000 in Nicaragua； one rural health unit 
to 10 000 population in Egypt； dispensaries arid maternity units to 4000 in the Lao People's 
Democratic Republic； one aid post per 500-2000 in Papua New Guinea. (In the last four 
examples the radius was not mentioned.) In some instances coverage was expressed in terms 
of goals since it was not always clear what proportion of units was in fact operational. 
Several countries gave specific indications of present coverage of population with health 
services. The range included 35% in Liberia， 30% in Mozambique, 60% of the total population 
in Honduras， 75% in the Dominican Republic， 40% in Colombia, 86% in Bulgaria， two thirds in 
the Lao People's Democratic Republic， 25% (with Basic Health Units) in Bhutan, 50% in the 
townships of Burma, 80% in the rural areas of Thailand， and 73% of the total population in 
Sri Lanka. Some countries reported coverage constraints, particularly regarding refugees 
and nomad populations. 

Little information was available regarding accessibility. However, some of the main 
reasons why existing health facilities were said to be rendered inaccessible included 
geographic and seasonal obstacles, lack of communications systems and economic and 
sociocultural factors. Linked to the issue of accessibility was that of essential drugs 
supply in that the latter often determined whether there was really accessibility to the 
treatment prescribed. Some countries indicated the existence of weaknesses in the referral 
systems, and alluded to the fact that integration of PHC at all levels of the health services 
had not yet been achieved. Regional action regarding health facilities has included 
regional programming for their development and maintenance, and the development and 
remodelling of primary level infrastructure in conjunction with the expansion and orientation 
of supporting secondary and tertiary facilities. Situational analysis has also taken place 
regarding the planning, design, construction, equipping and management of hospitals and other 
health facilities. One region emphasized the need to strengthen primary facilities in order 
to relieve the hospitals of demands which could be better and possibly more economically 
satisfied elsewhere. Another region alluded to the tendency towards consolidating smaller 
health centres or polyclinics, with community involvement in maintaining a larger and better 
equipped health centre. Workshops have been held in some regions on health services 
planning, management, and community involvement and education regarding the proper use of 
health facilities. 

4•3 Appropriate Technology (AT) 

A quarter of the countries reviewed provided information on the organization, 
development and constraints connected with appropriate technology for PHC. Some countries 
had been involved with the principles and practices of AT for more than two decades : for 
others it was a relatively new departure. Country-level AT action had included the 
setting-up of pilot projects, demonstration units, intersectoral AT groups to develop 
techniques and equipment for training community workers, the compiling of national 
inventories of AT, the holding of exhibitions and workshops, the establishment of committees 
for AT and the identification of institutes to serve as focal points for the collection, 
collation and dissemination of information relating to AT, and the establishment of resource 
centres. Examples were provided of specific low-cost, safe, acceptable and effective 
technologies, particularly regarding oral rehydration, improved water supplies, sanitation, 
food storage and preparation, solar refrigeration, and the provision of primary-level 
equipment such as clay fetal stethoscopes. The need was seen for national collections of AT 
information to assist different health policy-making levels in realizing its importance in 
achieving greater coverage with PHC. Training was recommended in AT for health and 
health-related manpower. The need was emphasized for coordinated biomedical and service 
research and for mechanisms for planning, supervising and evaluating A T , The activities of 
the global programme to promote AT have included the collection, collation and dissemination 
of information, assistance to countries in identifying needs, the establishment of guidelines 
to encourage and support AT development, the holding of interregional workshops and seminars, 
and promotion of Technical Cooperation among Developing Countries (TCDC)• 

4.4 Urbanization and PHC 

The factor of rapidly expanding urban populations was reported by over 10% of the 
countries reviewed and is known to exist in many others. The implications for PHC of 
uncontrolled urban growth were reported as : overwhelming demands on existing health 



facilities, available sanitation and water supplies； pollution and other environmental 
problems； inadequate housing； unemployment; and increased poverty in terms both of 
physical health and the basic material essentials necessary to sustain even a minimally 
acceptable standard of living. Some country plans were outlined relating to the control of 
future urbanization. These included the establishment of "community villages" and satellite 
towns as the nuclei of future urban centres for agricultural and industrial development, and 
the introduction of urban living patterns which include housing units with vegetable-growing 
facilities. 

Country-level action for urban PHC has included the training of community level 
manpower, workshops for community leaders, the introduction of day-care centres, the 
upgrading of existing health facilities, and the introduction of nutrition programmes and 
cottage industry training. Multidisciplinary health teams are advocated, capable of 
providing continuity of health care and long-term monitoring of individuals and families. 
Decentralization, better planning, management, intra- and intersectoral coordination are also 
advocated. Health centres are being used to provide entry points for integrated health and 
development activities• Somç countries emphasized the need to develop industrial and 
emergency health facilities and occupational health and rehabilitation services. High-risk, 
underserved and unserved population groups are being identified, and further studies were 
recommended to obtain urban profiles, to review or introduce legislation as necessary, and to 
determine the patterns of existing urban health infrastructure and health care utilization. 

4•5 The role of nongovernmental organizations (NGOs) 

Little information was available from the countries reviewed regarding the often 
substantial nongovernmental contribution to the health sector. NGOs have had long 
experience in pioneering PHC activities, and their present and future role in PHC development 
was seen to include collaboration in the formulation of HFA policies and plans of action, a 
continuing emphasis in their traditional role of deploying health resources in favour of the 
disadvantaged sections of the population， representation of community-level needs and 
opinions at various levels of the national health systems, and the sharing of experiences in 
the future development of PHC activities through mechanisms such as health councils and 
networks in order to incorporate successful small-scale approaches and practices, where 
appropriate, into nationwide programmes• In over a third of the countries reviewed 
national-level agencies exist to coordinate NGO activities with those of the health 
services. Commitment to national HFA strategies may, however, require in the case of some 
NGOs the resetting of priorities or an incorporation of increased PHC into their normal 
activities. 

CHAPTER 5. MANPOWER - THE PLAN IMPLEMENTORS 

In order to effectively implement HFA/2000 policies and plans, countries emphasize that 
it is necessary to have a wide variety of appropriate and sufficient manpower from 
professional to community level. 

5•1 Manpower development and management 

Despite the existence of national plans for health manpower development, few countries 
appeared yet to have evolved specific national health manpower policies covering such issues 
as overcoming prevailing manpower imbalances, developing career structures, rationalizing 
migration of manpower, and developing team approaches in training. Thus, a division often 
remains between health manpower development and health service delivery. What was advocated 
was concurrent development of health services and health manpower. 

Various steps have been taken by countries to improve coordination, as for example the 
introduction of national-level coordinating mechanisms such as health manpower offices or 
units within ministries of health, interministerial collaboration, or provineial-level 
coordination effected through federal committees which include representatives of services 



and training. The variety of national manpower development plans includes the creation and 
expansion of manpower training institutions for all categories of health manpower, the 
training of trainers, continuing education, and revision of training curricula. 

Little information was available regarding health manpower management. The symptoms of 
inadequate management were identified as uneconomic utilization and inadequate productivity 
of staff, imbalances in overall composition of the health labour force and inequitable 
geographic distribution. Improper management was said to stem largely from improper 
planning. Steps are being taken in a few countries to improve career development in order 
to increase productivity and job satisfaction, despite a continuing excessive emphasis on 
paper qualifications. 

The health manpower distribution pattern varied considerably among the countries 
reviewed. In most countries the professional categories were largely urban-based; in 
others there was a relative scarcity of middle-level personnel; others continued to 
encounter difficulties in meeting their manpower needs in all categories. Ratios of 
specific health manpower to population also varied interregionally and within countries 
themselves. Manpower development plans are aimed in some countries at increasing 
middle-level personnel to ensure adequate supervision, training and logistics in connexion 
with increases in the use of community-based health workers； 1 per 500-1000 population often 
being the ratio sought. In the Region of the Americas for example, of the additional 
million health workers required by 1990, 65% are envisaged as being auxiliary personnel, 25% 
technicians, and 15% physicians. 

5•2 The role of intermediate and auxiliary manpower 

Increases in a wide range of intermediate and auxiliary manpower are envisaged by many 
countries to extend coverage to deprived populations. This category of health manpower 
often takes full responsibility for significant and vital health tasks and is relied on to 
staff PHC services. Some are specialized in such fields as environmental health, maternal 
and child health, and family planning. The development of training curricula is being 
related to the specifics of each country's own history, characteristics, culture, needs and 
resources. Some countries report insufficient training facilities. Mechanisms are needed 
by which intermediate and auxiliary manpower can express themselves regarding expectations, 
needs, rights and constraints. 

5•3 The nurse and midwife in PHC 

Nurses and midwives of various categories are continuing in many countries to provide 
the greater part of PHC within the health services. Despite the often traditional 
institution-oriented characteristics of some nursing structures, national nurses
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associations in some countries have established committees to develop and monitor 
strategies. Present nursing roles include assessing the health status of individuals and 
communities, community mobilization for involvement, provision of integrated health care 
including treatment of emergencies and referrals, maintaining epidemiological surveillance, 
training and supervising other health workers, collaborating with other development sectors, 
and monitoring progress in PHC. In some countries nurse training curricula have been 
revised in line with their actual or potential role in PHC. Some nurses are also receiving 
training as community health practitioners to provide health services at the periphery. 

5.4 Community-based health workers 

The vast majority of the countries reviewed are using community-based health workers as 
part of their PHC strategy, but the information available does not clearly show the scope of 
their deployment despite some specific indications of large-scale national plans: for 
example, in Burma where 13 000 will be produced in five years, or India, where, since 1977, 
183 750 community health volunteers have been trained. Extensive experience has been gained 
regarding community-health-worker training in producing appropriate training curricula, 
materials and trainers. However, there was little evidence of the continuing training and 
career advancement of community-based health workers, and few results of their educational 
role relating to social change were given. Existing studies had tended to focus on the 
effectiveness of their technical health skills, especially those of traditional birth 
attendants. 



Teamwork for PHC is emphasized by most countries - some of which have achieved increased 
nationwide coverage by the deployment of health teams - and the use of community-based health 
workers. In some training centres all members of the health team, for example from the 
physician to the medium-grade technician, receive common training. Personnel from other 
sectors, such as agronomists, sociologists and community development officials, have also 
been included. 

5.5 Physician production 

There were wide variations regarding the rate of physician production, ranging, for 
example, from 196 000 estimated as graduating in the Region of the Americas over the next six 
years (which exceeds the optimally stated number) through approximately 1000 produced 
annually in Nigeria, to Zambia where it was reported unlikely that even a quarter of the 
national needs for physicians would be met by the year 2000 at the current rate of 
production. Little information was available regarding the role of the physician in PHC, 
for example as relating to teamwork. 

In recognition of the need to reorient medical education to the goals of HFA/2000, 
curricula have been reviewed and innovations implemented. In India these include the 
involvement of medical colleges with health programmes in the surrounding area, the spending 
of half of the last year of medical studies in a second country in order to focus on social 
medicine and preventive and educational activities relating to PHC in rural areas, and the 
incorporation of the social and behavioural sciences into specific medical education 
programmes. In 1979 the Network of Community Oriented Educational Institutions for Health 
Sciences was established, to support or strengthen schools already engaged in or committed to 
such an approach. Research topics advocated in manpower development include stimulation of 
health workers to continue their education, assessment of training effectiveness and optimum 
length of training, evaluation of teaching materials, and effective dissemination of research 
findings• 

5.6 Training needs in PHC 

In order to respond to training needs for PHC development, a range of appropriate 
educational materials has been produced. These include WHO manuals in several languages, 
and locally produced or adapted manuals - some entirely in pictures for TBAs who are not 
literate. In some countries the ministry of health is facilitating the distribution of 
these materials to training centres. The need is recognized for teacher training for all 
levels of health manpower. National and regional workshops and meetings have been held； 
some regions have developed networks of training centres. Emphasis is also being placed on 
training health personnel in health management, particularly planning and evaluation, and on 
orienting health manpower at all levels to PHC. National initiatives in this respect have 
included the holding of provincial and district-level seminars. 

CHAPTER 6. THE ROLE OF COMMUNITY INVOLVEMENT 

The antecedents of community involvement for HFA include traditional patterns of 
self-help, experience of the community development approach in past decades, the use of 
awareness-creating educational techniques for development, and the PHC orientation as adopted 
at Alma-Ata in 1978. 

Presently, both community participation and involvement^ are viewed by countries in a 
variety of ways. These include the notion of "dialogue" for health development； 
needs-identification devices； methods of improving health services organization； and the 

1 The term "community involvement
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 in health is currently used by WHO to describe a 
process in which partnership is established between government and local communities in 
planning and implementation of health activities in order to benefit from increased local 

self-reliance and social control over primary health care infrastructure and technology. 



idea of involvement being just one component or part of a health development strategy rather 
than the philosophy and approach that suffuses the total strategy. Community involvement is 
also regarded in some countries as itself the result of a new political consciousness. 
Strategies and approaches in PHC development and community involvement vary then from country 
to country 一 or even within a country. 

6•1 Community-level contributions and infrastructure 

In many of the countries reviewed community participation and involvement have included 
contributions of labour, material and financial resources, and the mobilization and/or use of 
community level organizations. In Nepal， for example, land has been donated for the 
construct ion of water supplies，grain stores, market places and roads； in Gambia a 
laboratory and maternity ward are nearing completion as a result of community self-help； in 
Nigeria multipurpose village centres, a library, bridges arid town halls have been 
constructed. Benin lists community activities as including the building of village health 
units, payment of village health workers, and replenishment of drugs and materials used by 
the local health units. In Sudan a blood bank and hospital extensions have been 
constructed. In one example the community pays a small voluntary fee 一 "Health Help 
Money" 一 for each service received； in smaller hospitals relatives help with the provision 
of food for inpatients. The financial contribution from community participation is often 
significant. In Guatemala in some rural water supply projects, 36% of the costs were 
reportedly being met by the сoiranunitу, 13% by the Government, 47% by UNICEF and 4% by other 
donors. In Senegal communities were reported to have contributed, besides labour, up to 80% 
of the construction costs of health facilities. Community level organizations are being 
mobilized. In Thailand "health cooperatives" sell simple modern medicines as well as 
traditional and herbal medicines. Some village stores sell antibiotics. Religious bodies 
and Boy Scout brigades also cooperate with health centre staff and solicit financial and 
material support. In other countries, farmers' associations arid urban neighbourhood groups, 
youth, women's and worker's organizations, and local councils are involved in PHC activities. 

New categories of local-level manpower and infrastructure are being introduced such as 
community-based health and development workers, and the creation of organizations such as 
village and development committees and local-level insurance schemes. However, their 
effectiveness depends often on existing political, social and administrative structures, arid 
a clear understanding of the role of local-level innovations and organizations. For 
example, the success of a village health committee will be partly determined by its origin, 
composition, and relationship to both the community and the health services. 

6•2 Managing community involvement 

Improvement of local-level managerial processes and capacities for management of 
community involvement is reported as often more effective at central level than at the 
periphery• There is also often a lack of administrative capacity regarding follow-up and 
coordination of community involvement activities. Social research projects are in progress 
in which multidisciplinary teams are focusing on the community involvement component of PHC, 
and designing and implementing specific operational studies in order to provide guidelines 
for future policy development. Regional goals include the development of national policies 
for community involvement in health and development relating to need-identification, 
planning, implementation and evaluation. For example, a "research and development" approach 
can generate information on community involvement which is fed back to develop appropriate 
community involvement and PHC approaches and techniques. 

Strategies are being sought to improve local-level intersectoral planning, and 
coordination between the health sector and the community. The roles of health personnel and 
community leaders are being reviewed. The identification is also necessary of viable 
community-level working groups to serve as entry points for promoting community involvement 
in health and development activities. There is reported to be in some areas a lack of 
understanding among health manpower, decision-makers and health planners concerning community 
involvement in PHC. Community involvement in planning for PHC is still the exception rather 
than the rule, and there is a need to develop mechanisms to allow communities a role in both 
short and long-term planning. 



To assist the community involvement process networks are being set up in one region to 
coordinate self-help and self-care activities. Exchange of information and experience is 
advocated in all regions regarding audio-visual and media technology in support of community 
involvement for PHC. The need for a holistic approach to community involvement is 
increasingly rioted. The view was expressed that community involvement in PHC never begins 
effectively in reality prior to communities reaching a certain threshold in economic, social 
and educational development. Past experience indicates that fragmented approaches in 
community involvement have had only limited overall effectiveness. 

CHAPTER 7. CORE ELEMENTS OF PHC 

7•1 Health education 

Information on health education was obtained from half of the countries reviewed. Some 
saw its function as that of eliciting participation in health service and/or community-based 
health activities； for others it implied a dialogue between people and health workers； for 
others it was also concerned with creating an awareness in individuals and communities that 
would lead not only to improved health but also to improved socioeconomic conditions. 

Many countries reported that the role of existing health education structures is being 
examined to improve coordination of activities within the health sector, and new mechanisms 
and structures are being considered and implemented at central, provincial and district 
level, These include, for example, health education units at ministerial arid departmental 
level, and the creation of associations, councils, panels and bureaux, including village 
health committees. The need was stressed for central and provincial health education units 
whose staff would be able to prepare other workers for their health education functions and 
collabórate with them in the preparation of manuals, evaluation, follow-up of activities and 
research. 

The role and training of specialist and non-specialist manpower in health education is 
being examined, with emphasis on the concept of every health and development worker being a 
potential health educator. The promotion of practical, field-based training is advocated, 
particularly in terms of short-term intensive courses emphasizing communications skills and 
community organization approaches and methods, and planning, monitoring, evaluation 
approaches, mechanisms and skills. Innovative and dynamic teaching methods are sought 
particularly to train manpower to reach peripheral segments of the population and those 
beyond the periphery of the health services. A general lack of health education specialists 
is also rioted. Also sought are a range of health education approaches and techniques from 
national to local level and effective patterns of supervision. Priorities are being 
identified in the development of effective national and regional health education programmes, 
in addition to the strengthening and coordination of existing health education components of 
PHC programmes. One such priority is education regarding family life. 

The development of communications strategies and improved media facilities are also 
sought, in addition to more effective use of mass media methods and methods of traditional 
social communication. The need is seen for better integration between mass communication 
and personalized communications channels. Within the country-spec ific context of the 
potentiality and status of the mass media, the increased preparation of educational materials 
and visual aids is advocated. 

Cooperation with other sectors is being promoted through, for example, the use of 
existing formal and non-formal educational structures and an emphasis on health education in 
primary and secondary schools and in teacher training colleges. Teacher manuals and 
instructional materials are being prepared for primary schools. In some countries health 
education is in the process of being promoted into national development programmes. Joint 
programmes to promote health education are being planned and implemented between WHO, other 
organizations of the United Nations system, and nongovernmental organizations. Applied 
research is both under way and advocated regarding analysis of the health education component 
of activities outside the health sector, methods of improved utilization of past and present 



research findings, identification of the sociocultural obstacles to effective PHC, the 
development of improved approaches, procedures and instruments of communication, and the 
identification of strengths and deficiencies in existing country information systems. 

In the regional and country strategies for HFA/2000 the role of health education is 
being clarified in relation to obtaining specific PHC policies, priorities and goals, and 
especially in connexion with the community involvement process. 

7•2 Food supply and proper nutrition 

In 98% of the countries reviewed malnutrition was cited as an extensive cause of 
morbidity and mortality and a constraint to development. Protein-energy malnutrition, 
anaemia, vitamin A deficiency and hypothyroidism were the main disorders cited. 

7.2.1 Malnutrition 

Little indication was obtained regarding rural/urban differentials in malnutrition 
although rates are known to be higher in the rural areas of many of the countries studied. 
In Peru， for example, the proportion of the population who were estimated to be malnourished 
in rural areas was 60% as against 40% in urban areas. However, it is also known that the 
level of malnutrition encountered in some urban areas, and in areas of rapid urban growth, is 
higher than in rural areas； e.g., in Bolivia’ Burundi, Dominican Republic， India and 
Mozambique• Some countries are only now undertaking surveys in order to determine precisely 
the extent of the problem and the vulnerable groups. The links between nutrition and 
infection are also being perceived more clearly. It is recognized that health sector 
resources, more than those of any other sector, are absorbed by the effects of malnutrition. 

7.2.2 Action for food supply and proper nutrition 

The many and complex factors affecting food supply and proper nutrition include for some 
countries drought, inflation, conflicts, level of food production and availability, wage 
levels of low-income groups, the prevailing cultural patterns, the growth and geographic 
distribution of the population, storage and distribution problems, lack of general education, 
and lack of communications systems. The planning process for action is complicated in some 
places by the lack of concrete results from previous food and nutrition programmes. 
However, there is generally an increased awareness of the socioeconomic implications of 
integrated applied nutrition programmes. 

Recognizing that there is no single sectoral solution for solving food and nutrition 
problems, the need for intersectoral collaboration is emphasized in the formulation of 
policies, plans and programmes. The factors actually determining the availability, 
consumption and biological utilization of food, and therefore levels of nutrition are to be 
found in other development sectors as well as that of health. Activities in connexion with 
food supply and proper nutrition are being integrated into PHC in the form of nutritional 
surveillance, prevention and control of deficiency disorders, the promotion of sound dietary 
practices including breastfeeding, direct treatment of malnutrition, oral rehydration 
therapy, food supplements or feeding programmes for vulnerable groups, immunization, and 
iodination of salt. Activities are also being linked to water and sanitation, family 
planning and mental health. Country-level action has also included the linking of 
activities for food supply and proper nutrition with nutrition education for teachers, 
fish-farming, animal husbandry, the creation of small demonstration farms, the development of 
cooperatives, home industries, income-generating projects, increased agricultural production, 
availability of equipment and fertilizers, agricultural credit facilities, better food 
distribution and marketing facilities, the development of transport and communications 
systems, and land redistribution. 

The physical infrastructure being used to promote food supply and proper nutrition 
includes the use of special units, such as rehabilitation units, and of health centres as 
entry points for integrated PHC activities which include nutrition. The manpower resources 
utilized have included the creation of special nutrition "corps" and the training of other 
community-based health workers such as the VHW, the ТВA, volunteers and parents. The main 
role of the community-level worker is seen as nutrition surveillance, education and 



rehabilitation. In some countries nutrition training is also being given to workers from 
other sectors such as rural development and agriculture. For all categories of manpower the 
need for practice-based training is emphasized, preferably based on the analysis of priority 
nutrition-related problems identified together with the community• 

Specific targets being set up by countries relating to food supply and proper nutrition 
include: reduction of the infant mortality rate and mortality in the 0-5-year-olds, coverage 
to a specified extent and on a specific time-scale of a target group with a specific 
intervention (e.g., vitamin A capsules to 90% of the children in a given population by the 
year 2000)； reducing the incidence of low birth weight to 10%； reduction of anaemia in 
pregnant women from 55% to less than 20%, or coverage of two-thirds of the total number of 
villages in a specific area with a nutrition programme by 1984. 

At national and regional level, conferences have focused on appropriate national food 
and nutrition policies. Further action in this respect has included the formation of 
technical groups in national planning offices to analyse the nutrition implications of 
different economic and social development programmes and projects. The need is recognized 
for policies which are optimally based on community involvement surveys to determine local 
food availability and the development of appropriate technologies for food preparation. 
National nutrition councils and committees have also been created. Intercountry meetings 
have been held to focus on the development of nutrition surveillance systems. Besides 
technical support the need is recognized for the diffusion of information, including the use 
of the media, and for group education activities• 

Past experience in integrated nutrition programmes has demonstrated the necessity for 
good management and more effective methods for assessing impact. 

Research is also advocated on infant feeding and weaning practices and on the 
intersectoral implications of effective action for food supply and proper nutrition. Some 
countries are promoting consumer education on both the level of the individual purchaser and 
that of international marketing issues. In some countries (the minority of those reviewed) 
nutrition problems are also being experienced in relation to affluence, such as overweight 
and obesity and those associated with cardiovascular and hypertens ion-related diseases. 

7•3 Water and sanitation 

In 1980 the General Assembly of the United Nations proclaimed the International Drinking 
Water Supply and Sanitation Decade. Member countries committed themselves to bringing about 
a substantial improvement in the standards and levels of services in drinking-water supply 
and sanitation by the year 1990. The Decade approach emphasizes complementarity in the 
development of water supply and sanitation, a focus on rural and underserved populations, 
eventual achievement of full coverage through replicable, self-reliant, self-sustaining 
programmes， the use of appropriate technology, community involvement, intersectoral action 
and close association of water and sanitation with other health programmes• Decade 
activities are seen as an integral part of progress towards the goals of HFA and those of 
general development. 

7.3.1 Action for the Decade 

At country level the majority of the countries reviewed have established action 
committees or councils for the Decade. These focal points are associated with multisectoral 
action, liaison with international organizations, cooperative act ion with other ministries 
and departments, manpower training, and technical support teams. The latter often 
coordinate international support for the national Decade activities. 

Community involvement has been sought in terms of contributions of labour, materials or 
finance. This has included the digging of wells， maintenance responsibilities, construction 
of latrines, self-help disposal schemes. Health education has been carried out in schools, 
and community awareness has been promoted through communicable disease campaigns. 



Manpower training, development and deployment is regarded as a crucial element. 
Training and development activities at various levels have included the holding of short 
courses for sanitary inspectors, the establishment of sanitary engineering laboratories to 
train public health inspectors, the development of training for environmental health officers 
and waste-water-systems operators, assistance in Decade activities by manpower from other 
sectors such as community development and training in water and sanitation for general 
categories of health manpower including health education and water quality control. 
Community-level manpower workers are also being trained, as for example in the case of 
village "water-minders" and other volunteers. Some countries have national plans for 
manpower development for Decade activities. Staff exchanges are also taking place between 
countries. Technology is being promoted which realistically reflects local human, technical 
and financial resources, such as simplified disinfection techniques, and low-cost water 
treatment plants. 

Some countries have increased their national budget allocations for water and sanitation 
but the general emphasis is on water first and sanitation second - not both concurrently. 
The achievement of Decade goals varies within countries. For example, the following 
time-related goals have been specified； safe water for all villages by 1985 with a maximum 
distance of 400 metres from a standpipe； eradication of all water-borne diseases within five 
years ； the provision of safe water to the total population by 1991； the provision of safe 
water to 100% of the urban population by 1990 and 66% of the rural population by 1990; the 
provision of safe water and sanitation to 50% of the rural and urban populations by 1990； 
the provision of safe water to 80% of the urban and 60% of the rural population by 1990； and 
clean water for the total population by 1985. Population growth, urbanization and 
industrialization increasingly affect the environment. Water and sanitation goals are 
influenced by these factors. For example, in one region specific water and sanitation goals 
were set in the 1960s as provision of safe water for urban residents, in the 1970s as water 
and sewerage for urban areas and water and sanitation for villages, and in the 1980s as safe 
water and adequate basic sanitation for rural and marginal urban areas. The lack of 
sufficient comparable data (see Annex 2, Access to water supply and sanitation 1975 and 
1977-1979) renders impossible at this time an overall assessment of actual changes in the 
provision of water and sanitation between 1975 and 1977-1979 for the countries reviewed. 

Extensive studies and research have included the identification of issues crucial to the 
inhibition or successful achievement of Decade goals, urban rural studies, the preparation of 
"rapid assessment
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 reports on current and projected sector development for water supply and 
sanitation, and baseline "sector digests" to help in eliciting external support. 

Spec ific regional-level mechanisms have been established, such as steering committees -
which include representatives of United Nations agencies and other international 
organizations 一 and consultative meetings between bodies of the United Nations system and 
other international agencies. Interregional cooperative programmes have been established, 
workshops held, and planning aids produced which have included a manual for planners. In 
1977 the need was recognized for improved coordination within the United Nations system at 
country level. UNDP resident representatives were designated to serve as country focal 
points for coordination of technical support desired by government from the United Nations 
system. In one region an interagency task force has been established, and other regional 
economic commissions have had special meetings for the Decade. Technical discussions have 
been held and regional consultations between governments, international organizations, the 
international scientific community and nongovernmental organizations. A clearing-house 
mechanism has also been developed. Action at international level has also included 
promotion and support for national programmes through technical cooperation and building up 
national capacity to generate self-sustaining programmes. Also, technical cooperation 
between countries has been promoted and external financing for Decade activities has been 
encouraged. Support has been given to national training centres, and fellowships have been 
introduced to enhance Decade goals. 

7 Л Maternal and child health 

Acknowledging that the health of family members is closely interrelated through 
biological, environmental and social links, the integrated PHC approach being promoted links 
maternal and child health care with health and nutrition education, communicable disease 



control, environmental health, and family planning. In this sense maternal and child health 
and family planning (MCH/FP) is seen as being concerned with total processes of growth and 
development. The role of women in the family and community is influenced by such factors as 
increasing burden of labour, urbanization, absence of spouses, poor personal health, 
unavailability or underutilization of MCH services, and lack of day-care facilities for young 
children. The link is recognized between the level of maternal education and child 
mortality. 

7.4.1 Progress towards MCH/FP 

In recognition of the role of women in family and community health and general 
development, more emphasis is being placed on investigating the causes of maternal mortality 
and morbidity 一 particularly, for example, relating to chronic malaria and anaemia. 
Maternal mortality data, where they exist, are often fragmented and efforts are being made in 
some countries to develop more effective community-level reporting systems. 

Unavailable or inadequate antenatal care is intimately linked to high maternal mortality 
rates. Antenatal information is not we11-documented as it is often seen as an integral part 
of normal MCH care services. Home-based record cards are being used in some places for 
supervision during pregnancy. The present antenatal emphasis is on assisting the mother 
herself to develop her own resources for self-care in conjunction with developing appropriate 
referral mechanisms which may include trained traditional birth attendants (ТВAs), community 
health workers and peripheral health service facilities. A "risk approach" in antenatal 
care is advocated by WHO, which identifies women at high risk during pregnancy. 

Traditional birth attendants continue to deliver 60% to 80% of infants born in the 
countries reviewed. There has been an increase in national TBA training, programmes and 
policies relating to their practice. In 1972, only 37% of the Member States of the World 
Health Organization had training programmes for TBAs; in 1982, 82% reported having such 
programmes. The main role of the TBA is in attending normal deliveries and referring 
high-risk patients. Their role in family planning is, however, often inadequately developed, 

The health benefits of family planning continue to be promoted, with an emphasis on the 
postponement of conception and childbearing to a somewhat older age, spacing and limiting of 
the number of pregnancies, preventing childbearing in the age group after 35 years, and 
replacing abortion by contraception. The real extent of illegal abortion remains difficult 
to estimate, and this indicates the need for contraceptive services. Thirty-seven per cent. 
of the countries reviewed had declared national commitment:s to family planning； four 
declared a satisfactory level of reproduction； three had a pronatalistic policy; and two 
had no specific policy. 

Fifty-two countries reported high rates of infant mortality ranging from 250 to 9 per 
1000， with 50% having rates in excess of 110/1000, but urban/rural differences were rarely 
indicated. Constraints to the provision of maternal and child health services were 
attributed to factors which included limited funds and facilities and a shortage of medical 
and paramedical personnel of all categories. 

In recognition that up to 1980 only 10% of children born were receiving immunization in 
the first year against the six most common childhood diseases, there is generally increased 
emphasis on the Expanded Programme on Immunization. The countries reviewed indicated a 
general lack of information regarding access to child care services and rural-urban 
differentials. The need was also recognized to provide effective child care services which 
include the availability of oral rehydration, the continuing supervision of child growth and 
development, the prevention and management of common infections and childhood diseases, and 
the promotion of good nutrition and family health education. The complex interrelationships 
between infant and child mortality are matched by complex relationships between population 
policies and health policies. However, there are seen to be overlapping targets for 
high-risk groups such as children and women in the reproductive age group. 



Countries which distinguish between neonatal and postneonatal infant mortality and which 
report child mortality in the 1-4-year age group by each year of life have the best 
instruments for measuring progress in child health. Countries report that information 
regarding the postnatal period and care of children under 5 years old is not yet well 
developed. 

Most of the countries reviewed indicated that in-service training for MCH/FP is being 
developed for all categories of health workers including TBAs• National and interregional 
workshops have been held, training curricula revised, and some regional MCH/FP training 
centres established. Educational material has been prepared and disseminated. The need is 
recognized for trained educators of MCH/FP, for the transfer of certain MCH/FP tasks and 
responsibilities to auxiliaries, for ensuring that MCH personnel are polyvalent, and for team 
training as a method to assist in solving community MCH problems. The need for MCH/FP 
training is seen as relating also to extension workers，members of women
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 s organizations, 
schoolteachers and grandparents. 

Research continues on appropriate patterns of MCH/FP planning, implementat ion and 
monitoring, as well as on maternal undernutrition, low birth weight, and infant and young 
child nutrition. United Nations agencies, including WHO and UNFPA, are collaborating with 
countries in identifying MCH/FP needs and in strengthening MCH/FP services in accordance with 
national policies and local conditions. Policies and strategies are advocated which stress 
the simultaneous coordination of integrated development of MCH/FP with nutrition, health 
education and active community involvement, and which interrelate with general socioeconomic 
development activities. 

7•5 Control of communicable diseases 

For most of the countries reviewed, the communicable diseases still take a high toll. 

Except for smallpox eradication and projects such as the Onchocerciasis Control 
Programme in the Volta River Basin Area, there appears to have been little change in the 
magnitude of these problems on a global scale, despite numerous research and control 
activities undertaken in the last few decades. However, there is a suggestion of a 
down-turn in some of the EPI target diseases, arid focal improvements in specific diseases 
have been reported in some countries. 

In the countries reviewed the relationship between communicable disease control 
programmes and other elements of primary health care was quite variable. EPI was most 
frequently linked with MCH and other PHC activities, although it was operated as an 
independent programme in some countries. A number of African countries have included 
malaria treatment and chemoprophylaxis in their PHC activities. However, malaria and other 
programmes with major vector control components are most commonly organized as vertical 
programmes. Tuberculosis and leprosy activities appear in most cases to be inadequately 
linked with other PHC elements. Consideration of several specific communicable disease 
programmes suggests a need for review of current control strategies, and in particular the 
relationship of endemic disease control activities to other elements of PHC. The limited 
impact of past activities will need to be greatly increased if PHC goals are to be m e t . 
Achieving such an increase will require new ideas and approaches based on both primary health 
care principles and the best available knowledge of the diseases concerned and their 
interactions with people and the environment. A combination of expansion of control 
services, utilizing PHC general health service structures as much as possible, along with 
practical health services and epidemiological and biomedical research for problems where 
optimal control strategies are unclear would appear to be an appropriate direction for 
further development in this area. 

There are large deficiencies in the information available to assess communicable disease 
problems or programmes at the global level. However, major progress in this area has been 
made recently for EPI programmes (see Annex 3). 

Among the countries reviewed, about one-fourth presented quantitative information 
regarding immunization coverage in target populations. Very few indicated both the 
population served by the immunization programme and the immunization coverage to permit 



assessment of the extent of provision of immunization to all target children in the 
country. Those which did were usually in initial stages of implementation and mentioned 
rates for one or two pilot districts or project areas or cities. A number of countries 
presented information on the amount of immunizations given without indicating the relevant 
target populations. However, much of the information from country sources reflected 
awareness of the usefulness of population-based data for programme monitoring. These 
patterns applied generally to each of the five regions considered. Ongoing efforts in 
development of monitoring and evaluation processes for HFA/2000 will hopefully yield 
improvements for other programmes, including information on disease distribution, programme 
activities, coverage and problem reduction. 

7.6 The curative aspects of PHC 

One of the most frequently expressed health needs at community level remains that of 
basic curative care. The existence of effective curative care depends on factors which 
include availability of appropriately trained manpower, the existence of support, supervisory 
and referral mechanisms, availability of essential drugs, supplies and equipment, and 
accessibility to the population. Little information was obtained from the countries 
reviewed regarding the treatment of common injuries such as wounds, fractures, burns, 
poisonings, bites, stings and the removal of foreign bodies. The kind of information 
required in this respect relates to the services provided to outpatient facilities and 
ambulatory services in addition to PHC projects. The need for research is indicated 
regarding the incidence and effectiveness of treatment of common injuries at various levels 
of the health system, including the existence and use of referral mechanisms, the use and 
effectiveness of traditional methods of care for common injuries. The need for 
intersectoral action is also suggested, including the training of manpower in other sectors, 
as for example schoolteachers, in methods of first aid and basic curative care. 

7.6.1 The diarrhoeal diseases 

Thirty-one of the countries reviewed alluded to the problem of the diarrhoeal diseases, 
which are one of the leading causes of childhood mortality and retardation of physical and 
mental growth. Many countries have already introduced oral rehydration projects and 
programmes using a variety of approaches, including new methods of oral rehydration therapy 
(ORT) and encouraging also traditional methods of hydration. 

At country level the need was recognized to link more closely the diarrhoeal disease 
activities with other PHC activities such as maternal and child health, family planning, 
immunization, nutrition and environmental health. Because the acute diarrhoeal diseases are 
so common and because there is a simple, rapid and highly effective approach to their 
treatment, activities for their control are generally seen as a valuable entry point for the 
promotion of other PHC activities. 

These and similar activities are encouraged and encompassed by the regional and global 
action programme to decrease mortality and morbidity and promote national self-reliance 
regarding control of diarrhoeal diseases. Regional action includes applied research, 
epidemiological surveillance, detection and control of epidemics, interdisciplinary and 
multisectoral approaches, environmental sanitation and safe water supply, improvements in 
food supply and proper nutrition, health education, dissemination of information, the 
production and distribution of oral rehydration salts (ORS), and the promotion and 
development of new drugs, vaccines and diagnostic tests• The action programme includes 
manpower training in the management of the diarrhoeal diseases at various levels of the 
health services. National and regional seminars have been organized and specific 
institutions designated as regional training centres for the diarrhoeal diseases. Control 
and management of the diarrhoeal diseases are advocated in all PHC-related training 
activities. 

7.6.2 Parasitic diseases and respiratory infections 

In the majority of countries reviewed the parasitic diseases, particularly those caused 
by intestinal helminths, remain one of the most common and serious public health problems, 
not usually amenable to simple control measures due to their close association with human 



behavioural factors, agricultural practices, domestic and work animals, environmental 
sanitation, education and poverty. Considerable damage is caused, particularly to 
undernourished populations, through competitive utilization of scarce food resources, 
intestinal malabsorption and blood loss, aggravation of protein and vitamin deficiencies, 
lowering of resistance to other infections, and rendering active immunization processes less 
effective. National, regional and global action in the Parasitic Diseases Programme 
regarding intestinal helminths has included the promotion of a research and control 
programme, the development of new drugs, encouragement of intersectoral action especially 
relating to health education, water and sanitation, nutrition, essential drugs, manpower 
training, survey activities, the promotion of large-scale control campaigns and dissemination 
of information. There is presently an emphasis on involving the community in various 
operational schemes utilizing chemotherapy. 

Communicable diseases of the respiratory system are one of the principal causes of 
morbidity and a frequent cause of mortality in many of the countries reviewed. The present 
global programme for acute respiratory infections (ARI) is designed to reduce mortality from 
ARI in children through effective diagnostic and treatment facilities at PHC level, and to 
control the health problems caused by ARI. What are advocated are national strategies for 
ARI control as an integrated part of maternal and child health activities within PHC. This 
includes health education, particularly of parents, improvement of referral possibilities, 
availability of antibacterial drugs at all levels of the health services, manpower training, 
availability of oral rehydration salts, and cooperation with the Expanded Programme on 
Immunization regarding viral vaccines (such as for measles) and antibacterial vaccines (such 
as for pertussis). 

7•7 Provision of essential drugs 

The Alma-Ata Conference recommended that all countries should introduce standard lists 
of drugs reduced to the minimum and which took into account the epidemiological situation 
besides the resources available. 

7.7.1 Action on essential drugs 

Of the countries reviewed nearly 70% have already established lists of essential drugs. 
There are indications to suggest that some of the other countries are in the process of doing 
so. However, in the rural areas of many of the countries, 60-80% of the population are said 
to have no access to even the most essential drugs. For many countries as much as 25-50% of 
the annual recurrent health budget is consumed by the purchase of imported drugs. Drug 
budgets in some countries were said to be low; for example, to cover only 50% of actual 
needs or to amount to 11% of the total health budget. However, 26% of one health budget was 
reported to be spent on drugs. 

Some countries had centralized the supervision and purchase of all pharmaceuticals and 
medical supplies. In some countries there was also reported to be compulsory registration 
of all drugs and medicines following scrutiny by the ministry of health. Problems were 
reported, however, where a single drug procurement system covered both the national 
distribution system and the private sector. Decentralization was advocated in other 
countries, which stressed the need to establish new provincial drug-issuing centres. 

Improved planning, procurement methods and national distribution systems are being 
sought. In addition regulations are needed to control imports• The need is recognized for 
the development of appropriate drug policies and legislation, linked to country health 
programmes. Countries are cooperating with the WHO Action Programme on Essential Drugs in 
evolving drug policies and in updating, revising or introducing legislation regarding 
pharmaceuticals. Improved storage facilities, management and record-keeping are also sought 
by many countries. The cost of transportation is a factor in high drug costs, particularly 
where distribution is carried out by the private sector. The need for a quality assurance 
system was stressed as well as an improved use of the WHO certification system. Standing 
committees have been introduced to advise regarding drug standards and regimes. 
Under-supplying to the periphery of the health services was reported due to the major share 
of available drugs being allocated to the secondary and tertiary levels. The resulting lack 
of drug support to peripheral health workers undermined their role and reduced their 
effectiveness for PHC purposes. 



Difficulties were also being encountered in actually carrying out rational drug policies 
due to factors such as lack of bulk purchase facilities and unfavourable regulations 
governing the conditions and methods for acquiring appropriate technology, which continues to 
favour developed countries. An international code was suggested to cover the manufacture, 
distribution, marketing, price-setting, promotion, training of technicians and patent rights. 

In some countries the sale of drugs is regulated by state drug control authorities and 
only licensed stores are allowed to sell drugs. A mark-up of 75-150% was mentioned as the 
not unusual ex-factory cost to the consumer. Some countries are exploring the possibility 
of fixing the price of essential bulk drugs. Community-level structures which have been 
introduced to facilitate appropriate distribution of essential drugs include communal village 
pharmacies, initially financed by the community, designated chemists and drugists, licensed 
village sellers (non-pharmacists), and drug cooperatives run by village volunteers or local 
leaders. The need is acknowledged for the dissemination of information concerning the 
proper use of drugs and 011 their safety and efficacy. Information is often supplied by 
medical representatives, not the government or health personnel. In addition the need is 
seen to train drug sellers associated with the retail trade and community-level vendors• 
Accessibility of the population to uncontrolled drug distribution by the private sector is 
causing concern in some countries. 

Considerable variation exists regarding individual countries' ability to produce drugs 
to satisfy their own needs : for example, industries in the public sector are producing 89% 
of Egypt's drug needs; 20% of Ethiopia's drugs, 76% of Pakistan's and 70% of Morocco's are 
locally produced. Units have been set up in some countries for the production of oral 
rehydration salts, and for the provision of essential drugs, sera and vaccines for health 
units. Generally, however, products are selected by manufacturers on the basis of 
profitability, not of country health needs. In order to strengthen local manufacturing 
facilities some countries are keeping a stock of raw materials for essential drugs in order 
to be able to meet the demand when necessary. 

Many countries reported shortages of pharmacists, auxiliary staff, and a lack of 
technical ability to assess drug quality. The necessity was also noted to coordinate 
manpower training activities not only with training establishments but also with drug 
industries. Educational materials were being produced, for example those describing 
essential drug lists. 

Research topics under way include utilization studies for more rational prescribing of 
drugs and better utilization of locally available natural resources, especially medicinal 
plants, as a way also of reducing chemical drug costs. Regional support and inter-agency 
support has included workshops, the creation of modules for assessing supply problems and for 
training supply managers. WHO assistance has been made available in countries for assessing 
various components of pharmaceutical supply systems, assessing quality control and 
distribution and drug demand, supply, utilization and evaluation. Regional and 
interregional cooperation has resulted in the establishment in one region of a fund for the 
procurement and dissemination of essential drugs, also in the adoption by groups of countries 
of lists of common drugs and the establishment of a joint pharmaceutical service including 
bulk procurement, quality control, storage, repacking, delivery and manpower development. 
Technical cooperation between countries has included the exchange of information, manpower 
development
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 improved manufacturing practices, quality control, drug evaluation and drug 

supply. 

7.8 The role of traditional medicine 

In most of the countries reviewed traditional medicine has a long history. In 
localities far from modern health care facilities, the traditional practitioner and the TBA 
have been, and in some places continue to be, the main health resource in time of need. 
Because of their knowledge, experience and social standing they continue to play central 
roles in community life. Prior to Alma-Ata, proposals were made for the collection of 
information regarding traditional practitioners and their practices, and appropriate training 
programmes were being studied or recommended in order to facilitate their collaboration with 
the health services. With the Alma-Ata emphasis on PHC, the role of traditional 
practitioners became even more important• 



7.8.1 Involving traditional medicine in PHC 

Twenty-nine of the countries reviewed reported on various aspects of traditional 
medicine in relation to PHC. In many of the countries efforts are being made to identify 
and strengthen communication already established between some traditional and modern medicine 
practitioners. Where it does not exist health workers are becoming increasingly aware that 
dialogue should be initiated at community level. The need is seen to incorporate 
information regarding traditional medicine into the curricula of all health workers. In 
some places associations of traditional healers already exist, and where they do not, they 
are being encouraged. Some countries have compiled national registers giving the location 
and specialties of all traditional practitioners. Recognizing that traditional and modern 
medicine practitioners are often unaware of each others
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 skills, shared learning activities 
have been introduced which include seminars, workshops, colloquia, symposia. 

At national level the need is seen for a policy regarding traditional medicine and 
mechanisms to coordinate and monitor all activities relating to traditional medicine. Some 
countries have a specific minister responsible, others have a variety of bodies which include 
offices, sections, services, divisions, institutes, research centres, universities and 
commissions. The legal implications of integrating traditional medicine into PHC are being 
considered. 

Information regarding the appropriate use of medicinal plants in PHC is being developed 
and disseminated in many of the countries reviewed. It has also been suggested that 
information regarding medicinal plants be computerized. A network is recommended for the 
collection of information through focal points either for national purposes - as in the case 
of the Central Drugs Research Institute in Lucknow, India - or for regional purposes• This 
information needs to be collected for two main purposes : firstly, to identify those wild 
plants which are useful medically for PHC, and, secondly, to identify those plants that can 
be grown for export and for the purpose of drug manufacture. 

There now exists an international list of essential medicinal plants. The specific 
part of the plant used for medicinal purposes is indicated, along with its name, therapeutic 
category, effectiveness when used as a single drug, and evidence of widespread and safe 
use. It is realized that not all plants grow in all regions and the same plant can have 
different values in different places. Individual countries are being encouraged to indicate 
20-30 essential plants relevant to their needs. A WHO-sponsored manual presently being 
prepared, is designed to identify and encourage cultivation, collection and processing of the 
listed essential medicinal plants. The list of diseases for which well-known established 
chemotherapy exists but for which traditional medicine can offer supplementary or 
complementary measures includes malaria, leprosy, some parasitic diseases including hookworm, 
threadworm and guinea worm, filariasis, amoebiasis, kala-azar, Japanese encephalitis, acute 
viral hepatitis, poliomyelitis, herpes zoster and diabetes. Acknowledging that the use of 
traditional medicines has implications for saving foreign exchange, their production is being 
investigated and increased. Quality control measures are necessary in this process, and 
priority should be given to those vegetable drugs most used in PHC, or as raw materials for 
pharmaceutical industries. 

The training of traditional medicine practitioners is being upgraded in many of the 
countries reviewed. In some countries this relates to the provision of postgraduate courses 
of equivalent standard to those of modern medicine: in others brief training courses are 
being made available to practitioners who may be illiterate. Traditional medicine 
practitioners are seen as having a role to play for PHC purposes in the following areas: 
nutrition, maternal and child care, family planning, immunization, control of communicable 
diseases, environmental sanitation, treatment of common ailments, and the treatment of 
chronic illnesses. Some practitioners also test urine and take blood pressures. 

Studies and research are recognized as being needed in order to facilitate the 
collaboration of the traditional and modern health systems. In some countries the 
traditional practitioner is seen as optimally working within the health system structure, 
integrated for example into the health team, or collaborating with it. However, some 



countries reviewed had no plans for formal collaboration. Regional meetings, conferences 
and workshops, and reports have focused on the involvement of traditional medicine and 
practitioners in PHC. WHO Collaborating Centres in seven countries are currently 
investigating various related topics including acupuncture. 

In some countries population growth rates are outstripping the growth of conventional 
health workers, and the necessity of collaborating with or integrating traditional 
practitioners is increasingly recognized. Already accepted rnd trusted at community level, 
the often vast numbers of these practitioners represent an important manpower resource for 
PHC. 

CHAPTER 8. INTRASECTORAL AND INTERSECTORAL COOPERATION - ESSENTIAL DIALOGUES 

The goals of HFA will remain elusive as long as health systems are fragmented. They 
will also remain elusive if the connexions between food supply, proper nutrition and 
agriculture, or environmental sanitation, maternal education and child health, or improved 
communications systems and support of peripheral health workers are not recognized and acted 
upon. The magnitude of the activities necessary and the new demands of a wider 
sociopolitical and economic nature make it imperative that a variety of sectors, institutions 
and agencies are involved in the health development process. What is also necessary is that 
a mechanism exists to link these various elements. The principal mechanisms for cooperation 
between the various parts of the health sector and of the health sector with other sectors 
are a National Health Development Network (NHDN), an intersectoral National Health 
Development Council, and Regional National Health Development Centres (NHDC). 

8•1 Mechanisms for cooperation 

The countries reviewed described a variety of mechanisms for intrasectoral and 
intersectoral cooperation. These included national, provincial and district level 
development committees, boards and councils. At national level they included 
interministerial National Health Development Committees, and PHC Action Committees, some of 
which were being converted into National Health Councils with broader participation of other 
sectors, related organizations and communities. Also involved were District Health Boards, 
Health Service Area Boards, Health Centre Committees and Community Development Committees. 

Some countries stated that they were not planning new mechanisms such as National Health 
Development Councils, but instead plan to strengthen and utilize existing intersectoral 
councils and bodies. They emphasize, however, that in this case the roles of government, 
the private sector and the community require clarification. 

Many countries indicated that a prerequisite for effective intersectoral cooperation was 
the achievement of effective coordination within the health sector itself. In the past 
there has often been a proliferation of health activities assigned to different agencies but 
not covered by a uniform plan. Many countries also emphasized the need for manpower 
training, particularly regarding the art of collaboration, and in development of the capacity 
to identify and share responsibility for joint planning, implementation and evaluation of 
priority development objectives and intrasectoral and intersectoral strategies. The need 
for the development of systems of cross-sectoral information was also stressed. 

Within countries there was evidence that lack of mechanisms to 1 ink the activities of 
the health sector with those of other related sectors had resulted in lack of achievement of 
health targets. Restructuring of health services was recommended to coordinate them with 
other development thrusts. For example the agricultural extension workers should be enabled 
to participate in the recognition, prevention, treatment and education of the community in 
nutritional deficiencies, schoolteachers should be able to recognize and deal with common 
ailments, and an extensive network of post offices might be suitable for distribution of 
contraceptives. It was also suggested that unless a sector sees in cooperation a real 
benefit to its own programme, only lip service will be paid to it. 



At local level intersectoral committees are seen as being able to identify sectoral 
activities to serve as entry points for PHC. Previously, uncoordinated rural development 
agencies have often produced a proliferation of programmes at community level with resulting 
confusion and conflicts between community interests and those of programme sponsors. 

Depending on social and health policies and related organizational structures at various 
levels, including particularly provincial level coordination units for social policies, 
health can theoretically become the "linking axis" for all social sector policies. PHC 
delivery at local level can also, it has been suggested, be utilized as an entry point for 
the introduction of integrated rural development. 

8•2 Experience with national health development networks 

Special NHDN committees are being established in some countries. They are responsible 
often to a central body such as a planning council and assist in translating policy goals 
into requests for support. Interministerial and multidiscipliriary planning workshops have 
been held. Seven countries have participated in a JCHP study on national decision-making. 
Country experience regarding NHDNs indicates that initial and continuing political support is 
necessary to an effective NHDN. Also if the functioning of a NHDN does not satisfy 
expectations or if many resources are used for activities considered to be not of prime 
importance, political interest can move away from a NHDN. Some countries have functioning 
NHDNS with no principal focal point or nucleus, and the network relies mainly on shared 
values, interests, motivations and mutual support. Other countries have well-defined focal 
points and more rigid formal structures. Most countries, however, are located somewhere 
between these extremes• Over the years national circumstances and problems will change and 
this needs to be taken into account when planning the future of a NHDN. In addition, in 
order both to retain an acceptable scientific and operational level, and to remain responsive 
to country needs, networks need a built-in monitoring process. 

8•3 Intersectoral cooperation 

At regional level considerable variation exists regarding past experience of, present 
attitude towards, and future plans for intersectoral cooperation. For example, one region 
plans multisectoral strategic approaches with PHC being integrated into general health 
service and community development activities, using rural development structures as entry 
points. Another region has experienced several decades of intersectoral cooperation 
involving different emphases, first at local level, then via national-level summit 
agreements, then an integrated rural development approach, and, more recently, participation 
in large-scale development projects. All had encountered limited success, often due to lack 
of coordination, lack of sustained institutional or political commitment, and lack of 
technical, logistic and supervisory support. In yet another region conflicts were said to 
exist as a result of certain developments in health planning and management resulting in 
often separate and mutually antagonistic central government ministries and departments and 
provincial-level fragmentation. Another region suggested that lack of intersectoral 
coopérât ion was due to lack of conceptual unity and of an appreciation of health as part of 
general development, and as being hindered by the pull of other priorities. 

Regional action for intersectoral cooperation has included the establishment of 
mechanisms such as multisectoral, multidisciplinary advisory committees for health 
development and for ensuring permanent dialogue with national officials with a view to 
formulating and implementing regional and national HFA strategies. Regional experts and 
representatives of organizations and agencies are also invited to participate. 
WHO-sponsored workshops and consultations have been held to focus on NHDNs. One region 
reported that countries are preparing national inventories of agencies covering the health 
and health-related sectors, and analysing resources in preparation for the establishment of 
collaborative mechanisms. Another region reported that a Regional Health Development Centre 
had been established for manpower training in health programme development and management and 
for the promotion of research for HFA. 

At global level a review of the development of intrasectoral and intersectoral 
mechanisms took place in 1981. A recent interregional consultation focused on national 
experiences of NHDNs in order to assist countries in the further development or establishment 
of their own networks. 



CHAPTER 9. TECHNICAL COOPERATION BETWEEN COUNTRIES 

Countries were encouraged at Alma-Ata to share and exchange information, experience and 
expertise in the development of PHC as part of technical cooperation, particularly between 
developing countries (TCDC). 

9•1 Mobilizing to share resources 

TCDC in some countries has been associated with health infrastructure such as hospital 
and health centre construction and operation, medical supplies and equipment, the development 
of laboratory services， medical treatment, provision of manpower to staff health facilities, 
activities in connexion with MCH/FP

s
 water and sanitation, nutrition, A T , malaria, and 

diarrhoeal disease control. In the area of health manpower development TCDC has included 
the further training of categories such as agronomists, laboratory technicians, health 
teachers, veterinarians and managers of EPI programmes. Publications considered of 
practical use to health workers have been selected and translated. TCDC has also involved 
the establishment of commonly accepted manpower definitions, clarification of terms of 
reference and post descriptions. Some national centres are being utilized for TCDC, as for 
example in the case of multidisciplinary research and rural development. Multinational 
centres have been supported regionally for some time. These include institutes and centres 
related to food and nutrition, MCH, sanitary engineering and environmental sciences, 
research, training and services• Some have directing or advisory councils composed of 
representatives of countries of the subregions served. In some places these centres form 
part of a network. 

Country-level prerequisites for effective TCDC are seen as the ability to analyse and to 
programme international cooperation, consistent with, and as an integral part of, national 
policies and plans for H F A . Additionally the capacity is needed to identify and evaluate 
possible sources of cooperation, and to select appropriate methods for evaluating TCDC. 
Countries see the need to identify and evaluate areas where their own expertise and knowledge 
may be useful to other countries. Specific country programmes and institutes have been 
identified, and the knowledge of national groups of experts updated to prepare them to work 
as teams in special fields. Policies are needed to facilitate their prompt mobilization, 
and administrative procedures and mechanisms are needed to facilitate this. There is also a 
need to establish more national focal points and firm political commitment to TCDC. One 
country, for example, indicated that a specific percentage of an assistance budget had been 
set aside for TCDC purposes. 

9。2 Regional and global support 

At regional level TCDC, comprising both technical and financial exchanges, is seen as 
one of the most important activities for attaining the HFA goals, and as having given new 
impetus and dimensions to health development. Among the mechanisms established to 
facilitate TCDC are standing and ad hoc committees which include technical cooperation 
agencies and banks, working groups, expert committees and health resources groups. Examples 
of regional solidarity include inter-country groupings, often in collaboration with the 
United Nations and cooperative agencies, which have been involved in the areas of 
postgraduate education, manpower training, purchase of essential drugs, epidemiological 
surveillance and control of major endemic diseases, and strengthening of health service 
systems. Regional frameworks for action, joint commissions and bilateral country agreements 
have also facilitated TCDC, Some countries have taken interregional responsibility for 
specific areas of action such as mental health and the development of drugs and vaccine 
production facilities. Inter-country agreements have been made relating to control and 
surveillance of communicable diseases, malaria, joint training schemes, manpower development, 
and food and nutrition. 

Effective TCDC necessitates a regional information system with systematic recording of 
knowledge and continuous updating. WHO regional offices and the offices of WHO Programme 
Coordinators in countries are becoming "data banks" for TCDC due to country and programme 
profiling, and listing of available resources according to subject. These processes are 



being assisted by automatic data processing, 
expertise, training sources and equipment. 
of training institutions have been prepared. 
evaluation of TCDC. 

and can provide countries with data on technical 
Regional catalogues of projects and directories 

Approaches and mechanisms are sought for the 

At global level action in the area of TCDC has included the testing of a country 
approach by the Health Resources Group for PHC aimed at attracting and rationalizing external 
collaboration. This approach involves studies carried out by the country concerned as part 
of its national HFA strategy and includes intersectoral cooperation, analysis of resource 
flows, identification of requirements, country resources available and opportunities for 
external financing. Such action is supported through an initiative fund established by the 
Director-General from voluntary contributions to support initiatives in the field of PHC, 
with the objective of meeting overall PHC needs in a coordinated manner• 

Sixty-seven (95.7%) of the countries reviewed were reported as receiving cooperation 
from developed countries in the health sector, and usually from more than one donor. At the 
present time and for the purposes of the review, it was not possible to estimate the true 
dimensions of the cooperation with specific regard to PHC. A few countries, however, 
reported on some examples of cooperation for PHC. 

CHAPTER 10. EVALUATING AND MONITORING PHC 

The importance of evaluation and monitoring in PHC development continues to be 
emphasized in countries and in regions. Monitoring is seen as a managerial process, a 
continuous in-built activity which is undertaken to assess progress, efficiency, and ensure 
that the plan adopted is being implemented and that necessary adjustments can be made. 
Evaluation is seen as a process which makes use of the information generated by monitoring, 
but is a more "periodic" activity undertaken at specific times and for specific reasons, 
particularly to assess effectiveness and impact. 

10.1 Developing information systems 

A lack of basic national information and statistics was reported as one of the main 
factors presently complicating monitoring evaluation and planning activities in many 
countries. In some countries a census of the total population has yet to be carried out. 
In others, existing census data have been found to be inadequate ~ whole sections of the 
population have been missed out. In some countries existing information refers mainly to 
minority populations, and in others it fails to reflect rural and urban differences. Civil 
registration of vital events, where it occurs, is often still confined to urban areas or 
minority population groups, and there are cultural and poverty constraints to the reporting 
of some events such as early infant deaths. Even where basic information has been collected 
it is sometimes of limited usefulness regarding scope, completeness and reliability. It has 
been said that the profusion of data available is only marginally relevant whereas there is a 
lack of other more useful data. Many existing systems of health monitoring and evaluation 
have been designed to support a national development process, management of health institutes 
or for research purposes. Future systems require closer approximation with the HFA goals. 
Sample surveys are suggested by some countries as being able to satisfy specific information 
needs, and being less costly, more accurate and capable of producing usable data. 

Many countries reported plans of action to improve existing information systems. These 
included the carrying-out of censuses, inventories, large-scale and small-scale evaluations 
and surveys, pilot trials, the setting-up of specific units with special responsibility for 
monitoring and evaluation, the computerization of information, and the introduction of 
relevant legislation - for example, for compulsory registration of births and deaths• Plans 
are also under way to improve current systems of collection of institution-based morbidity 
and mortality statistics. National workshops have been held and fellowships awarded to 
assist health personnel in developing health information systems. 



Some countries have introduced specially trained assistant registrars to compile data at 
divisional level and traditional village leaders are being utilized to record vital events as 
part of the development of lay information systems• In one region guidelines produced have 
included a handbook on statistics and a manual to assist the process of community diagnosis 
and the provision of baseline data. This is also seen as promoting teamwork and managerial 
skills. In another region a framework for peripheral-level information collection has also 
been developed which is adaptable to different settings and relates to symptoms associated 
with common health problems. 

Ineffective general and postal communications systems have also posed problems in 
countries in developing effective mechanisms for monitoring and evaluation. A further 
problem concerns
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compartmentalization
M

 of data - for example， where data relating to tetanus 
cases is handled by one unit but immunization of pregnant women against tetanus is compiled 
separately by another unit• In addition, there is often lack of coordination between 
various ministries and institutions which produce basic information and statistics• The 
need is recognized therefore to integrate entities such as statistical units and 
epidemiological services with health planning units. There is also reported to be a need 
for coordination between planning, information and research activities. 

In the countries reviewed a variety of manpower customarily records vital information, 
such as those associated with special units in general hospitals, single individuals in 
district and rural hospitals, clerks in health centres and community health workers and 
traditional birth attendants at community level. Countries point out that some data must 
therefore be capable of being collected or recorded by persons who do not have high levels of 
technical expertise. Ideally monitoring and evaluation of PHC should be carried out by 
those providing services, those using them and those responsible for managerial arid technical 
control at different levels of the health system, thus creating a "dialogue" for PHC 
improvement and progress• It has been suggested that it is more important to start with 
qualitative information on the health and demographic situation than to attempt to gather 
precise quantified data. Quantitative precision can, it is hoped, be built up in the course 
of time. 

Some countries have used regular bulletins， audiovisual aids, displays, and the mass 
media for information feedback purposes to keep the public informed. For effective systems 
of monitoring and evaluation "two-way
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 systems of communication are essential. This serves 
to help health services remain responsive to community level needs and development. 

Every level of the health system has its own information requirements regarding progress 
in PHC. The same information calls for different degrees of elaboration and aggregation at 
each level. Some information is used for immediate action, other information for more 
general inferences, monitoring and evaluation, and modification of activities or plans. It 
has been pointed out that it is not always lack of information but lack of ability to specify 
information needs that is presently the single most significant problem for improving 
monitoring and evaluation for HFA. 

10•2 Approaches and mechanisms for monitoring and evaluation 

Countries reported that various mechanisms have been set up for monitoring and 
evaluation, including special units and bureaux. Nevertheless it is recognized that even at 
central level there are often few individuals with experience in data collection, collation 
and analysis. There was also reported to be a lack of intermediate and peripheral personnel 
familiar with planning, management, monitoring and evaluation methods, and a lack of constant 
supervision at each level. Additionally there was often a lack of basic office facilities 
such as typewriters and calculators. 

At national level the guiding documents for monitoring and evaluating progress towards 
HFA generally consist of national policies, statements, and plans. National monitoring and 
evaluation systems for HFA are generally carried out as part of the administration process, 
in connexion, for example, with the formulation of annual budgets, the preparation of annual 
reports, mid-term reviews of medium-term plans or the formulation of new plans. What is 

recognized is that responsibility for monitoring and evaluation must be specifically 
assigned, and the necessary means provided to carry it out. New systems for data collection 



and analysis therefore need to be developed. Countries recognize that monitoring and 
evaluation potentially refine the HFA process by feeding experience gained back into the 
process. They also recognize that effective planning for health requires a broad and 
reliable base of both statistical and qualitative information. Such information also 
assists decision-makers in adjusting and/or reorienting policies and programmes, and 
providing necessary information for adopting international technical and financial 
cooperation, and TCDC. 

It is generally recognized that monitoring and evaluation should ideally be planned at 
the initiation of PHC activities, be action-oriented, provide essential information and 
statistics, and be seen as an integral part of those activities and their supporting 
services. Some countries also point out that monitoring and evaluation of PHC require to be 
participatory learning processes in which all levels of the health system are involved and in 
which institutional planning units play a supporting and analytical role. 

At regional level a constraint to the development of effective monitoring and evaluation 
processes for HFA is the incompatibility of existing national monitoring and evaluation 
systems which presently render it difficult or even impossible to compile, correlate or 
compare health data between countries or to gain an overview of health or health care systems 
in a region. It has been pointed out also that there are at least two instances when Member 
States come together to report on their work in the field of health: sessions of the 
Regional Committees and the World Health Assembly. The proposal has been made that country 
reports should therefore be constructed so as to be evaluative in nature as well as 
prospective. It has also been suggested that at regional level simple monitoring and 
evaluation protocols would serve as the basis for evolving more detailed and specific 
national monitoring and evaluation guidelines• 

10.3 Using indicators to monitor progress 

Countries are now engaged individually or collectively in developing or updating 
strategies for HFA, and regional and global strategy development or updating is designed to 
support these endeavours• Nearly a third of the countries reviewed gave details of specific 
health and health-related indicators in use or planned. WHO has assisted in providing a 
selective list of indicators from which countries can choose those indicators relevant to 
their own health and socioeconomic condition and for which data collection and analysis is 
feasible. At present some countries are using a variety of indicators relevant to long-term 
evaluation (for example, quality of life); others are relevant to short-term monitoring 
activities concerning the measurement of specific aspects of health. Countries point out 
that some universally applicable indicators are still not yet available and must be added in 
the course of time. Some countries suggest that the criteria for effective country-level 
indicators are suggested as adaptability, acceptability, stability, simplicity and 
applicability. 

In principle the same indicator can be used for different purposes. In practice, 
however, this poses certain problems. Different countries are using the same indicator for 
different purposes - for example, using the number of health posts to indicate coverage and 
access or to indicate existence and degree of community involvement. It thus becomes 
difficult, if not impossible, particularly at supranational level, to meaningfully relate 
diverse information generated by the same indicator； this can invalidate assumptions made. 
It is therefore necessary that the specific purposes of specific indicators be clearly stated 
at the outset, and then again through the different levels of information systems from 
community to global level. For, at each level aggregations of data occur, as they move 
further away from the reality to which they relate. If the data are not sufficiently 
reliable at the outset, the aggregations become increasingly meaningless. 

What is needed is the use of a limited number of commonly accepted indicators with which 
to periodically review and update national HFA policies, strategies, and plans of action in 
1983 and for specific periods thereafter. Apart from traditional indicators for health 
status and provision of health services there is also a general need to employ indicators 
relating to quality of life, community involvement, degree of socioeconomic and cultural 
development and environmental conditions. Countries point out that indicators for HFA need 
to relate not only to health sector targets but also to health-related intersectoral 
development targets. 



CHAPTER 11. CONCLUSIONS 

Health for all strategies are being implemented in constantly changing situations, some 
of which are the result of past or present conflicts, natural disasters, economic crises and 
political changes. Sociocultural constraints also include poverty, illiteracy, ethnic and 
cultural differences, rapid urbanization, and changing lifestyles. In many countries at 
least half of the population is still considered to be disadvantaged socially, physically and 
psychologically. Often the basic priority needs of food and land have yet to be met. Some 
land reform measures have been introduced in individual countries. However, even in some of 
these cases land-owning families have found it necessary, due to poor quality of the land and 
poverty, to migrate seasonally in pursuit of sufficient income. Patterns of underemployment 
and unemployment are also critical factors influencing health development• Some countries 
have introduced policies relating to population redistribution. In many countries the 
scattered nature of the populations complicates the delivery and development of the existing 
health services. This problem is further increased by poor communications systems. On the 
other hand the rapidly increasing population may be densely packed into urban or peri-urban 
areas. Either situation poses different constraints to achieving Health for All. 

11.1 The countries reviewed in relation to the global indicators for HFA
1 

The conclusions which follow are organized according to the global indicators for 
HFA/2000 in order to give a more concise view of PHC development in the 70 countries reviewed. 

The first of the global indicators concerns the degree to which the PHC approach in 
pursuit of Health for All goals has received endorsement at the highest official level. 
From the information available it appears that of the 70 countries reviewed at least 39 
(55.7%) (see Annex 4) have been signatories to HFA/2000 charters in various WHO regions. In 
addition some countries, although not charter signatories, have made policy statements 
relating to the pursuit of HFA goals. Of the countries reviewed it would appear then that 
at least 48 (68.5%) have committed themselves in these ways to HFA/2000. 

The first global indicator also relates to the degree to which country resources have 
been equitably distributed, and the degree to which a suitable organizational framework and 
managerial processes have been established in line with the national commitment and policy 
for HFA. From the information available it is not possible to indicate at this time to what 
extent and on what scale this is actually happening. There is, however, evidence of the 
intentions of individual countries to implement these proposals, of activities in connexion 
with these objectives, and of examples of country actions regarding redistribution of 
resources and improvements to organizational and managerial processes, such as in the areas 
of training and multisectoral mechanisms for dec is ion-making. When countries report on 
progress in 1983 the additional information available will allow a more adequate statement to 
be made in this respect. 

The second global indicator relates to mechanisms for involving people in the 
implementation of strategies to achieve HFA. The question is then whether such mechanisms 
have been formed or strengthened and if so whether they are functioning. From the 
information available there was evidence of many general policies in support of community 
involvement and of actual functioning mechanisms. Thirty-two countries (45.7%) reported on 
community involvement for HFA: 16 (22.8%) on policies； 16 (22.8%) on mechanisms for 
involvement. However, what does not emerge is the national scale on which communities are 
becoming involved. 

1 See Development of indicators for monitoring progress towards health for all by the 
year 2000. ~ W o r l d Health Organization, Geneva, 1981 ("Health for All" Series No. 4), pp. 39 
and 40. 



The third global indicator concerns the spending of at least 5% of the gross national 
product on health. This figure is not at present available as an internationally comparable 
indicator because the parameters used in individual countries are not standardized. What 
has, however, been included in Annex 4 is the per capita expenditure on health. According 
to the figures available for 1978, 26 (37.1%) of the countries reviewed were spending at that 
time at least the equivalent of US$ 5 per capita on health per year. 

The fourth global indicator relates to a reasonable percentage of national health 
expenditure being devoted to local care. The increasing evidence suggests that difficult 
decisions still have to be made in this particular area if statements of intent are to be 
matched by implementation. Bearing in mind that national PHC strategies have been 
formulated only in the fairly recent past, although it is clear that many countries are 
placing more emphasis on resource allocation for local care, evidence of this shift is still 
not being portrayed by countries in the terms suggested by the global indicator• 

The fifth global indicator relates to the distribution of available resources, including 
per capita expenditure as well as staff and facilities devoted to PHC for specific population 
groups or specific areas. It was found that it is not yet generally possible to establish a 
per capita expenditure on PHC, as PHC permeates so many levels and sectors of the health 
services (for example, MCH/FP, water and sanitation). 

The sixth global indicator specifies the number of countries with well-defined 
strategies for HFA accompanied by explicit resource allocations whose needs for external 
resources are receiving sustained support from more affluent countries. A variety of 
information is relevant in this connexion. Information is available relating to two 
specific sources of external support to individual countries: "technical cooperation" which 
relates to bilateral or multilateral health assistance by 30 donors which include developed 
countries, development banks, development associations and a special fund； and "UNFPA 
cooperation" - which relates to UNFPA-funded MCH/FP projects as of December 1981. According 
to the information available, 62 (88.5%) of the countries reviewed were receiving support 
from other countries. Of the countries reviewed, 44 (62.8%) were involved with UNFPA 
cooperation. Out of the 70 countries reviewed, five were at such a stage of development 
that they would not require support, and information was unavailable from an additional three 
countries• 

The seventh global indicator relates to the central components of PHC, and is subdivided 
into four categories - the provision of safe water and sanitary facilities； immunization 
against diphtheria, tetanus, whooping-cough, measles, poliomyelitis and tuberculosis; local 
health care including the availability of 20 essential drugs； and trained personnel for 
attending pregnancy and childbirth and caring for children up to at least one year of age. 

Information regarding the provision of a safe water supply in urban areas was available 
for 56 (80%) of the countries reviewed (see Annex 2). The figures indicated that by the 
period 1977-79 the provision of safe water to urban areas was in the region of 59%. 
Regarding the provision of safe water to rural areas, the available figures from 51 countries 
(72.8%) indicated that by 1977-79 approximately 23% of the rural areas were covered in this 
respect. Information was available for 39 countries (55.7%) regarding the provision of 
sanitary facilities for the period 1977-79. In urban areas the rate overall was 
approximately 50.6%. Thirty countries (42.8%) for the same period appeared to have an 
overall rural coverage rate of 18.6%. 

Forty (51.4%) of the countries reviewed provided information relating to the status of a 
••cold chain" and other organizational processes for immunization purposes• The information 
received was based on a specific question addressed to the countries concerned: "Have all 
project preparations for the Expanded Programme on Immunization been completed?" In 
addition four countries reported that a purchase order for a central store for the same 
purposes had been prepared or submitted. 

Information regarding the availability of local health care was generally sparse. What 
was more readily available for review purposes was information relating to the provision on 
progress towards listing essential drugs. Seventy per cent, of the countries reviewed have 
established lists of essential drugs• Of these, eight countries specifically alluded to 
essential drugs for PHC. 



Information relating to trained childbirth attendants was available for 28 (40%) of the 
countries reviewed. Most of the information was under the category "trained personnel" and 
it was unclear which (if any) of these were trained traditional birth attendants (TBAs). 
Separate figures are also available for TBAs for some of the countries reviewed but it was 
not always clear whether they had received training. It was also unclear whether the 
••trained personnel

1

 s specific role" included caring for children up to one year of age. 

The eighth global indicator relates to the nutritional status of children in that at 
least 90% of newborn infants have a birth weight of at least 2500 g and that at least 90% of 
children have a weight for age that corresponds to specific reference values. Information 
on low birth weight was available for 29 (41.4%) of the countries reviewed, ranging from 50% 
in one of the least developed countries to about 4% in a developed country. Information 
relating to weight-for-age in children was not available on any comprehensive scale for the 
purposes of the review. 

The ninth global indicator relates to an infant mortality rate for all identifiable 
subgroups of below 50 per 1000 live-births. Of the countries reviewed, infant mortality 
rate figures were not available for seven countries, and were only available for years 
excluding 1978-79 for nine others. Of the 54 countries (77%) reporting infant mortality 
rates in 1977-79， only seven were at or below 50/1000 live births, and these included three 
developed countries. The remaining 47 (67.1%) ranged from rates of 250/1000 in one of the 
least developed countries to 56/1000 in other developing countries. 

The tenth global indicator relates to a life expectancy at birth of over 60 years. Of 
64 (91%) of the countries reviewed for which life expectancy rates were available, 13 in 1979 
are reported to have rates over 60 years• The remaining 51 (72,8%) of all countries 
reviewed had rates varying between 40 and 59. 

The eleventh global indicator relates to the adult literacy rate for both men and women 
exceeding 70%. Of the 66 countries reviewed (94.2%) for which adult literacy rates were 
available, 18 (27.2%) reported male adult literacy rates exceeding 70%, and nine (13.6%) 
repot ted female adult literacy rates exceeding 70%. Only four countries reported having 
both male and female adult literacy rates in excess of 70%. 

The twelfth and last global indicator relates to a gross national product per capita in 
excess of U S $ 5 0 0 . For the 65 countries reviewed (92.8%) for which figures were available, 
43 (66.1%) were reported in 1979 as having a GNP per capita less than US$ 500. This 
represents 61.4% of all countries reviewed. 

11.2 Operational realities - concluding comments from countries and regions 

A recent report from the Gambia stated that one of the principal functions of PHC is to 
forge a bond between rural and urban interests, a bond that will ensure a dialogue leading to 
mutual understanding and a fairer distribution of the national wealth - or poverty for that 
matter. But between the political commitment and implementation at the village level there 
is a whole host of impediments and bottlenecks. It is, for example, relatively easy to 
organize village committees, to get them to select village health workers and even to train 
these workers. However, the crunch romes after the "honeymoon" has passed - with the 
problems of remuneration, provision and funding of supplies and drugs on a regular basis, arid 
continual evaluation and supervision.^ 

1 Samba, E . M . Primary health care: 
Forum, 2(3): 358-363 (1981). 

unknown pitfalls and hazards, World Health 



The various levels of health care, primary, secondary and tertiary, are closely 
interrelated and supportive of each other. But for success at the primary level many 
elements are needed. These include decentralization, good management, adequately trained 
personnel, adequate supervisory and referral mechanisms, sufficient financial and material 
resources, cooperative action between the various development sectors, and channels of 
regular communication at all levels. In the absence of these kinds of elements, successful 
implementation of HFA strategies is not possible. For example, at community level a 
profileration of community health workers can be produced who are "under-trained, 
under-supervised and under-utilized". 

The goal of HFA/2000 is probably the most optimistic statement of purpose ever made by 
the world community. It has the potential of becoming the powerful driving force for the 
reduction of conditions that cause ill-health. While it involves a finite framework - the 
process is essentially a continuum involving a progression of steps or achievements.^ 

The Global Strategy for Health for All by the Year 2000
2

 similarly states that Health 
for All is therefore not a single, finite target； it is a process leading to progressive 
improvement in the health of people. Countries might be expected to have a similar general 
understanding of this process; however, the concept of Health for All will be interpreted 
and adapted differently by each country in the light of its social and economic 
characteristics, the health status and morbidity patterns of its population, and the state of 
development of its health system. 

How do countries and regions themselves view PHC and the "steps" necessary to the 
achievement of HFA? "PHC is essential health care and a new turning point in all planning 
for the future at all levels" (Sierra Leone). "PHC is a new horizon for the next step" 
(Bolivia)• "PHC requires political will and enthusiasm

1

' (Uganda)• "PHC is no longer the 
exclusive responsibility of health personnel• Agricultural, fisheries, cooperative workers, 
local authorities and political organization, have a direct responsibility at local level" 
(Democratic Yemen). "The real cost of not instituting a PHC system will be the continuing 
high levels of unnecessary sickness, disability and death of the people'

1

 (Ghana)• "PHC is 
the spearhead of positive social action with far-reaching effects for the majority of the 
p o p u l a t i o n " M a n y countries in Europe have already reached the target of full primary 
medical care coverage for the population. The task is now to convert this medical care into 
the broader, more comprehensive and ecologically satisfying health care.^ 

Even if the objectives of HFA are not 100% achieved by 1990 or 2000, despite all the 
efforts, we shall at least have had the merit of taking up the challenge. By setting up 
mechanisms for ensuring that the work already begun is carried on, we shall safeguard the 
community's future and the continuity of health development.^ 

Regarding the role of WHO in supporting the efforts of Member States to achieve HFA, the 
Thirty-fourth World Health Assembly in 1981" welcomed "the changed climate in WHO and among 
its Member States which has given rise to the rejection of the concept of

 1

 technical 
assistance

1

, whereby aid was provided by so-called 'donors
1

 to
 1

 recipients
 1

, and its 

1

 Health for all by the year 2000: strategies, Washington, DC, 1980 (РАНО Official 
Document 173). “ ~ 

2

 Global Strategy for Health for All by the Year 2000, Geneva, World Health 
Organization, 1981 ("Health for All" Series No. 3)， p. 31. 

3 Regional strategies for health for all by the year 2000, Eastern Mediterranean 
Region (document EM/RC30/9, 1980). 

“ Kaprio, L . A . Primary health care in Europe
э
 WHO Regional Office for Europe, 

Copenhagen 1979 (EURO Report and Studies, No. 14；. 

5 The work of WHO in the African Region, 1979-80. Biennial Report of the Regional 
Director, (document AFR/RC31/3, 1981). 

6

 Resolution WHA34.24, (document WHA34/1981/REC/1, p.24). 



replacement by the concept of 'technical cooperation' founded on common and mutual interest 
of all, whereby Member States cooperate with their Organization, as equal partners, to define 
and achieve their health goals through programmes that are determined by their needs and 
priorities and that promote their self-reliance in health development". It also considered 
"that technical cooperation in international health work must be characterized by • • • 
mutual responsibility of cooperating parties for carrying out jointly agreed decisions and 
obligations, exchanging experience and evaluating results obtained, both positive and 
negative, and making the information thus generated available for the use and benefit of all

1 1

. 

Country efforts to implement HFA strategies have been described as a vigorous march which 
will dislodge all obstacles in its way and one in which WHO must stand by to render first aid 
to those whose vigour may be temporarily undermined (Zambia)• 

Notwithstanding the considerable difficulties and specific constraints outlined, it 
appears that considerable vigour is evident in the march of the countries reviewed towards 
the goals of HFA/2000. 



REVIEW OF PHC DEVELOPMENT - THE SEVENTY COUNTRIES REVIEWED 
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ANNEX 2 

ACCESS TO WATER SUPPLY AND SANITATION IN 1975* AND 1977-79** 

W A T E R . S A N I T A T I 0 N 

URBÀN RURAL URBAN RURAL 

1975 
* * * 

1977-79 1975 1977-79 1975 1977-79 1975 1977-79 

AFRO Chad 43 _ 23 _ 9 _ 1 • 

Ethiopia X 82 X 4 X X _ 
Mali - 42 - 18 - 63 - 5 
Burundi - - - - - - - _ 
Upper Volta 50 25 23 12 47 - i -

Malawi - 70 - 37 - 100 - 80 
Rwanda 84 41 68 37 87 61 56 33 
Benin 100 42 20 16 - - _ 5 
Mozambique - 65 - 2 - 60 - 5 
Sierra Leone - 31 - 5 - 22 - _ 
United Republic of Tanzania 88 82 36 28 X 93 X 40 
Zaire ... 38 43 12 5 65 8 6 6 
Niger 36 38 26 50 30 36 1 3 
Guinea 69 44 - 3 - - . _ 
Central African Republic - 40 - 5 100 - 100 -

Madagascar 76 76 14 16 - - 9 6 
Uganda 100 70 29 10 82 70 95 -

Mauritania - 16 - - - 12 - _ 
Lesotho 65 65 14 14 51 51 12 12 
Togo 35 10 36 - 12 -

Kenya 100 100 4 13 98 50 48 -

Ghana 86 94 14 30 95 - 40 -

Senegal 56 68 - 23 - - - _ 
Angola - 48 - 10 - 30 - -

Zimbabwe 
Liberia 

X X 
20 

X X 
5 

X X 
13 

X X 
3 

Zambia 86 100 16 95 87 87 16 16 
United Republic of Cameroon - 65 - 43 - - - -

Congo 81 40 9 3 10 - 9 -

Nigeria 
Gambia 

- 92 
X 

- 14 
X 

- 41 - -

Swaziland 

Botswana 

83 
91 

X 

X 

29 
39 

X 

X 

99 X 
X 

25 X 
X 

AMRO Haiti 46 43 3 67 _ 
Honduras 99 91 13 42 53 49 13 26 
Bolivia 81 100 6 - - 100 9 -

Nicaragua 100 74 14 10 - 92 24 20 
El Salvador 89 67 28 34 71 79 17 26 
Peru 72 77 15 17 - 51 - 2 

Dominican Republic 88 90 27 36 74 - 16 80 
Colombia 86 73 33 46 73 60 13 14 
Guatemala 
Canada 

85 

X 
89 
X 

14 

X 

16 

X X 

34 
X 

16 
X 

18 
X 

EMRO Somalia 77 58 22 20 77 35 
Afghanistan 40 20 5 8 63 - 15 -

Pakistan 75 61 5 17 21 42 i -

Sudan 96 49 
95 

43 45 100 80 10 -

Yemen 
Egypt 

- 97 - 74 - 70 - 5 
Democratic Yemen X 68 X 23 X - X -

EURO Morocco - 100 - 25 - 33 - -

Bulgsris 
Finland X X X X X X X X 

SEARO Bhutan X X X X X X X X 
Bangladesh 22 43 61 71 40 38 i 1 
Nepal 85 81 5 6 14 18 i -

Burma 31 31 14 15 38 23 32 10 
India 80 82 18 30 87 47 2 2 
Sri Lanka 36 51 13 13 68 78 55 60 
Indonesia Al 36 4 15 60 73 5 19 
Thailand 69 36 16 19 58 78 36 25 

Mongolia - X - X - X - X 
Maldives i X Í X 21 X i X 

WPRO Democratic Kampuchea - X - X - X - X 
Lao People's Democratic Republic 100 X 32 X 10 X 2 X 
Viet Nam X 40 X 20

лааа 
- . - k k k k - " * * * * 

China - 85**** - 30 - (95) -
(
95
)*嫩 

Philippines 82 80**** 31 Crj'if'̂fA'A 

20**** 

76 44 ( 7 7 W 
Papua New Guinea 30 19 

Crj'if'̂fA'A 

20**** (100) (80) 5 5 

X = unlisted 
- = d a t a unavailable (+ category not applicable) 

= nil or magnitude negligible 
( ) = a l t h o u g h a high level of sanitation facilities is reported, improvements need to 

* = World Health Statistics Report, Vol. 29, No. 10, 1976 
** = International drinking water supply and sanitation decade. Present situation and prospects, 

United Nations Document A35/367, 18 September 1980 

*** = These years are used as the sources (WHO, UNICEF, UNDP, World Bank, etc.) encompass them 
**** = 1980 

systems 

Report of the Secretary-General, 



A N N E X 3 

Estimated Coverage for Priority Immunizations and Groups， 

by Region 

AFR AMR EMR EUR SEAR WPR 

Percentage of population 

* 36 60 99 26 98 5 
covered by reports 

Percentage of children immunized 

by age of 12 months : 

BCG 31 54 22 64 21 74 

DPT III 19 37 24 70 17 61 

Polio III 17 34 28 82 5 70 

Measles 27 37 22 63 0.2 15 

Percentage of pregnant women immunized 

with Tetanus II 18 10 4 紗 16 妙 

* 

where percentage differs for different vaccines, the highest percentage is shown, 

not available. 



REVIEW OF DEVELOFMENTS IN PRIMARY HEALTH CARE IN 70 COUNTRIES 1978- 1981 
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REVIEW OF DEVELOIMENTS IN PRIMARY HEALTH IN 70 COUNTRIES 1978-1981 (continued) 

Charter 
signatory 

PHC 

policy 

Comm. 
involvement 

(participation) 
or mechanism 

= p / k 

Per capita 
health 

expenditure 
1978 
US$ 

Tech, 
coop. 

ÜNFPA 
coop. 

Water 

% 
urban 

Water 
% 

rural 

Sanitation 
% 

urban 

Sanitation 

г 
rural 

Cold 
chain 

Essential 
drugs 

7o 
trained 
birth 

attendant 

Low 
birth 
weight 

IMR 

1978-79 

Life 
expectancy 

1979 

Adult 
literacy 
male 
г 

Adult 
literacy 

female 
% 

GNP 
over 
500 
US$ 

SEARO Bhutan NA NÀ X _ _ _ _ 44 5 
Bangladesh X X M NA 12 43 71 38 1 X X 50.0 140 49 63.5 17.7 90 
Nepal X X M 1 5 X 81 6 18 - X 3(1976) 159 44 32.4 2.6 130 
Burma M 1 8 31 15 23 10 X X 20.0 56 54 80.5 59.3 160 
India X X Ш 9 82 30 47 2 X 17(1965-67) 30.0 129 52 51.3 28.4 190 
Sri Lanka X X p 5 5 X 51 13 78 60 X 95(1976) 21.0 42 66 85 230 
Indonesia X X M NÀ 8 36 15 73 19 X X 15(1976) 18.0 100 53 76.9 57.5 370 
Thailand X X M 3 9 X 36 19 78 25 X 26(1971) 13.0 27 62 92.2 59.6 590 
Mongolia X X NA. - X - - - - 60 63 60.2 780 
Maldives X X NA 3 - - - - PCS X 106 NA NA. ？ 

WPRO Dem. Kampuchea NA NA. _ - _ _ X 20(1971) NÂ. NA 36 NA 
Lao People's NA 2 - - - - 15(1974) 175/200(11) M 54.9 27.0 NA 

Dem• Rep« 
Viet Nam NÀ 8 X 40 20 - • 

1980 
62 63 87 170/80 

China NA NA X - - - - 6.0 56 64 66 260 
Philippines X M 3 8 73 46 32 27 X 52(1972) 11.2 65 62 89.9 87.5 600 
Papua New Guinea X M 12 3 X 53 10 33 10 X X 19(1972) 2.5 90 51 52.4 31.3 660 
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