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Health for all 
by the year 2000 
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Only those who celebrate 
World Health Day in the 
year 2000 will be able to 
judge if those in the gener
ation that preceded them 

were realists or dreamers when, in 
1977, they decided in the Health As
sembly of WHO to launch the move
ment for health for all by the 
year 2000. Few could have foreseen 
then to what extent this move would 
fire the imagination of people 
throughout the world. The fact that it 
did showed how timely the call was to 
bring about a social revolution in 
community health. Old ways of deal
ing with health problems had proved 
to be highly inadequate in countries 
at all stages of development, and 
the inequalities in health status and 
in the distribution of health re
sources throughout the world were 
intolerable. 

The situation today is that nearly 
one thousand million people are 
trapped in the vicious circle of pover
ty, malnutrition, disease and despair 
that saps their energy, reduces their 
work capacity and limits their ability 
to plan for the future. For the most 
part they live in the rural areas and 
urban slums of the developing coun
tries. The depth of their deprivation 

Better sanitation will improve their chance of 
survival. We must make Health for All suc
ceed; the children of today, and of tomorrow, 
will never forgive us if we do not. 
(Photo WHO/A.S. Kochar ) 

can be expressed by a few statistics. 
Whereas the average life expectancy 
at birth is about 70-75 years in the 
developed countries, it is only about 
45-55 in most developing countries. 
Of every 1,000 children born into 
poverty in the least developed coun
tries, 200 die within a year, another 
100 die before the age of five, and 
only 500 survive to the age of 40. 

What, then, is health for all? The 
World Health Assembly referred to it 
as the attainment by all the people of 
the world of a level of health that will 
permit them to lead a socially and 
economically productive life. This 
implies that the level of health of all 
people should be at least such that 
they are capable of working produc
tively and of taking an active part in 
the social life of the community in 
which they live. 

To bring this about will require 
reforms, not only in the health sector 
but also of a political, social and eco
nomic nature. A more equitable dis
tribution of resources for health can 
be the first of a series of such reforms 
in all sectors. The health delivery 
system itself has become a neglected 
child. In keeping with the principle 
of paying greater attention to the 
underprivileged, urgent action is 
needed to change that situation. 
Hence, the health infrastructure must 
be reorganized so as to play a leading 
role in forging together the different 
health programmes into one unified 
system, however tough the struggle 
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Village health workers like these in Peru (left) 
and Sri Lanka (above) are bringing health 
care to all, in an acceptable and affordable 
way, and with the full involvement of the 
community. 
(Photos WHO/ Y. Pouliquen and 
WHO/A .S. Kochar) 

will be. And it must do so not only in 
the big cities- that is difficult 
enough- but also, and particularly, 
in rural areas and urban slums. Once 
this is achieved, it will mean that 
there will be a fair distribution 
among the population of whatever 
health resources are available. Essen
tial health care will become accessible 
to all individuals and families , in an 
acceptable and affordable way, and 
with their full involvement. 

The International Conference on 
Primary Health Care held in Alma
Ata, USSR, in 1978 issued a Declara
tion which stated that Primary 

Health Care is the key to attammg 
health for all by the year 2000. It also 
identified eight essential elements of 
primary health care. These are: edu
cation concerning prevailing health 
problems and the methods of pre
venting and controlling them ; pro
motion of food supply and proper 
nutrition ; an adequate supply of safe 
water and basic sanitation ; maternal 
and child health care, including fami
ly planning ; immunization against 
the major infectious diseases; preven
tion and control of locally endemic 
diseases ; appropriate treatment of 
common diseases and injuries ; and 
the provision of essential drugs. 

The Alma-Ata Conference also 
called for urgent and effective 
national and international action to 
develop and implement primary 
health care throughout the world and 
particularly in developing countries 
in a spirit of technical cooperation 

and in keeping with a new interna
tional economic order. 

The Member States of WHO were 
quick to respond to the call. The 
strategies they are now engaged in 
working out will in turn be supported 
by strategies at regional and global 
level, and these will be converted into 
plans of action to be carried out over 
the next two decades. The highest 
United Nations forum, its General 
Assembly, has welcomed these efforts 
and has called on the entire interna
tional community to support them. 

All this augurs well for the growing 
national and international movement 
to attain health for all by the end of 
this century. In spite of the difficult 
security situation in many parts of the 
world and the disturbing economic 
climate, the growing political commit
ment of governments and the enthu
siastic support of people everywhere 
can turn the dream into a reality . • 
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Small beginnings 
There is a mood of hope in the north Indian village of Hasanpur. 
lt stems from what the people of the community have already 
achieved for themselves, instead of waiting for the authorities to do it 

Hasanpur is a small village 
about 30 miles from New 
Delhi , close to the Haryana 
State border. With its 
110 houses and 900 residents, 

it is typical of villages in thi s part of 
north India. Most of the small brick 
houses..have identical, solid wooden door 
frames , the usual complement of cattle 
lazing in the · tree-shaded courtyards 
and a primary school with eager children 
merrily chanting the time-honoured 
arithmetic tables. 

It was .one of those humid , sweltering 
days in August when nothing seems to 
move. The village was almost deserted , 
but for a group of old men enjoying a 
quiet smoke on the hookah. The younger 
men and women were out in the fields, 
attending to the many tasks that are so 
much a part of a farmer's life. 

There was one young farmer , however, 
who was not in his fields. He had stayed 
at home and was engaged in activities far 
removed from farming. At this moment, 
he was putting medicine into the eyes of 
a loudly protesting infant. " It's easier to 
plough a field" , Charan Singh said with a 
satisfied smile, as the child settled back 
comfortably in his mother's ar"ms. When 
the mother got up to leave, Charan 
Singh reminded her that the treatment 
had to continue and she must return 
the next day . 

Charan Singh is Hasanpur's own 
Community Health Volunteer (cHv), 
selected by the vi llage just over two years 
ago as part of the Indian Government's 
scheme to provide one CHY for every 
1,000 population by 1983. A three
month training course followed during 
which he was introduced to promotive 
and preventive health care, and the treat
ment of minor ailments and injuries. He 

A labour of love. Community health worker 
Charan Singh attends to a sick child (left) , and 
another child is treated at the doorstep 
(above). ( Photos WHO/A.S. Kochar) 

by Jitendra Tuli 

learnt how to render first aid, take a 
blood sample and prepare a slide for 
malaria detection . He also learnt how to 
chlorinate a well, and he picked up some 
elements of health ed ucation. 

For Charan Singh- and for the 
145,139 other CHvs now working in vi l
lages across the country- this task is a 
labour of love. He receives no salary, 
only a modest stipend of Rs. 50 (about 
6 US dollars) per month, "but I get many 

times that amount in the regard of my 
fellow villagers and the satisfaction that 
I am doing something to make things a 
little easier for those around me". . 

The pride of place in Charan Singh's 
modest main room is occupied by a 
small, red-topped table, on which he 
keeps the medicines and rolls of ban
dages he needs every day, a copy of the 
health volunteer's manual and a register 
to record his work. In a corner of the 
room is a large tin trunk containing his 
stock of medical supplies. A small child 

outside coughs, and Charan Singh is 
asked if he has been a ttended to. The 
child received a dose of cough syrup a 
few hours ago , he replies, and opens his 
register which records the name of the 
child , the date and the treatment given. 

On an average, Charan Singh sees at 
his home between five and eight persons 
every day . He is able to take care of a 
few more on hi s rounds. As he is himself 
quick and eager to point out, he is not a 
doctor. " All that I do is to give medicine 
for minor a ilments. If there is no relief, I 
refer the patients to the Primary Health 
Centre (PHC) at Ujwa, a few miles from 
here." He recalls that the patients 
referred by him so far included several 
persons requiring stitches and plaster 
casts for injuries sustained in the field, 
and four needing appendix operations. 

Referring to his stock of medicines, 
Charan Singh says that- considering the 
nature of work of most of the village 
people and the frequency of injuries- he 
should have a bigger stock of bandages 
and antiseptics. He has reported to the 
village council that he runs short of ban
dages and medicines for cuts and bruises, 
as well as syrups for coughs and colds 
before the six-weekly replenishment falls 
due. De-worming tablets , on the other 
hand, last a long time because there is 
not much demand. 

Having been a CHV for some time , the 
young farmer says that he will continue 
offering what service he can as long 
as the community wants him. Dr B. N. 
Mittal , Medical Officer-in-charge of the 
Rural Health Training Centre, Najaf
garh, explains : " That is the way the 
scheme operates. Charan Singh and oth
ers like him do not report to us . In fact we 
have no jurisdiction, as such, over them. 
It is for the community to select them, 
and to avail itself of their services. If, for 
some reason the community feels that 
the CHV is not delivering the goods, it can 
de-recognise him and, once this is done, 
all facilities provided to him as a CHV 
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Above : While their children are kept amused 
in a nursery, the mothers receive information 
on nutrition. 

Left: The village elders too are eager to learn 
how the community can impro ve its own 
health. 
( Photos WHO/A.S. Kocharand WHO ) 

will automatically be withdrawn. Even 
though such instances are rare, they have 
taken place. The reason they are not fre
quent is that normally people selected by 
the community live up to the trust placed 
in them." 

In the case of Charan Singh, he is al
ready a member of the local panchayat 
(village council), the vice-president of the 
school society, and a secretary of the 
youth club. After taking over as the CHV, 

he says, his status in the community has 
gone up still further. 

How has the scheme benefited the 
community? According to the wizened 
old " Baba"- "grandfather" to the entire 
village, who claims to be 80 but could be 
more- Charan Singh in his CHV role is a 
real asset to the village. " People do not 
have to travel to the PHC to seek relief for 
minor cuts and bruises, aches and 

pains", Baba says. " Since Charan Singh 
is our man , it is easier for us, including 
our womenfolk, to go to him without 
any hesitation. Ever since he started 
working, you do not find as many chil
dren as before with running noses ." 

With the community's involvement in 
their own health, there has been another 
noticeable change in attitude . One of his 
patients, Ajit, who had recently been 
treated successfully for malaria, said: 
"Earlier, when health officials used to 
come here and urge us to do this or that, 
the advice was forgotten as soon as the 
visitors went away. Now, with Charan 
Singh, we are able to do much more col
lectively." Pointing to a freshly filled-up 
area, he said that till a year ago it used to 
be a stagnant pool of water, ideal for 
mosquito breeding. At Charan Singh's 
suggestion, the villagers got together and 
filled it up. Now there are plans to con
struct soakage pits for every house to 
replace the open drains in the village . 

It will be some time before proper ex
creta disposal facilities become available, 
or the dream of a piped water supply is 
realised, but the village people are al
ready talking about these needs. Charan 
Singh has told them that more than half 

their health problems could be solved if 
they had easy access to potable water. As 
it is , the village has only two wells with 
an acceptable quality of water. For irri
gation , the village relies almost wholly 
on seasonal rain . 

Taking their cue from Charan Singh, 
some community social workers have 
started knitting and sewing classes for 
women . A few houses down the road 
from Charan Singh's, a voluntary organ
ization is running a nursery, which takes 
care of over 50 children . While the chil
dren are kept busy with their crayons 
and other educational aids, their mothers 
are given information on nutrition and 
immunization . Within the compound of 
the building which houses the nursery, 
Charan Singh draws attention to the 
model of a dry latrine, which the people 
are encouraged to study and construct in 
their homes . 

These are small beginnings of things 
yet to come. But there is a mood of hope 
in Hasanpur ; it stems from what the peo
ple of the community have already 
achieved by taking the initiative to 
do something for themselves, rather 
than waiting for the authorities to do 
it for them. • 
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Family planning in the year 2000 
by Tabitha Standley and Alexander Kessler 

The year 2000 is less than 
20 years away. Will famil y 
planning have changed 
substantially by then ? If 
we look back to 1960, and 

compare the forecasts made in 1960 
for 1980 with what has actually taken 
place, some of them have come true, 
but much has happened which was· 
not generally foreseen. Will the same 
be true of our predictions fo r the year 
2000 ? 

Family planning: 
1960 to 1980 

The "pill " : In June 1960, the " pill" 
was first marketed in the USA and it 
was correctly foreseen that it would be 
widely adopted as a means of having 
children by choice rather than by 
chance. Between 60 and 80 million 
women are presently using it and more 
than 1 00 million have used it at some 
time. In some countries, however, such 
as the USA use of the pill is decreasing, 
largely owing to fear of side-effects 
which, although of rare occurrence, 
have received disproportionate atten
tion from the mass media. The pill has, 
in fact. become much safer since 1960 
as studies have shown that the amounts 
of active drugs could be decreased sig
nificantly without lowering its almost 
1 00 per cent efficacy. 

The intra-uterine device: In 1960, 
interest was growing in intra-uterine 
devices (IUDs). Although different 
models were developed in the 1920s· 
and 1930s, they had practically gone 
out of use in the next two decades. 
Availability in the early 1960s of inex
pensive plastic devices led to the rapid 
introduction on a wide scale of I U Ds 
such as the Lippes' Loop. Certainly by 
1964, when the results of research 
became generally known, hopes ran 
high that a second new modern family 
planning method was becoming avail
able. About 20 million women are pre
sently using IUDs. Although this is a 
large number by any reckoning, it falls 
below what was anticipated, given that 
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the I U D does not require the effort of 
daily pill-taking . Two main factors are 
responsible for the still restricted use of 
I U Ds : shortage of skilled personnel for 
insertion of the device in the womb, 
and the unacceptable increase in 
menstrual blood loss and pain that I U Ds 
frequently cause. 

Sterilization: What was unexpect
ed in 1960 was the increase in demand 
for sterilization in the 1970s from both 
men and women in a number of coun
tires, for instance in the United States 
and the United Kingdom . In the USA 
30 per cent of married couples are using 
sterilization to control fertility, more 
than are now using the p ill .' In 1975 in 
developing countries other than China, 
about one-fifth of all couples practising 
family planning had opted for steril
ization. Worldwide, about 60 million 
women and at least 20 million men rely 
on sterilization to control their fertility. 

The 1970s saw the simplification of 
techniques for female sterilization, in
cluding reduction in the operation scar, 
which served to make the operation 
more popular. 
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Abortion: Again, few would have 
foreseen in 1960, when family planning 
was still spoken of in most countr ies in 
guarded tones and discussion of abor
tion was avoided, that there would be 
such a liberalization of abortion laws in 
the next two decades. At present. two
thirds of the world 's population reside 
in countries that allow abortion at 
the request . of the pregnant woman, 
without specifying reasons, or that 
authorize it on very broad social or eco
nomic grounds. About 20 to 30 million 
legal terminations of pregnancy are es
timated to take place each year, facili
tated in part by advances in the techni-

ques. An unforeseen phenomenon has 
been the increase in abortions among 
adolescent girls, particularly in devel
oped countries. In 1976 in the USA for 
example, one-third of the 1 .2 million 
abortions performed were obtained by 
teenagers. 

Male methods: The big emphasis 
in 1960 was on methods of bi rt h con 
trol for women to allow them to regu
late thei r own fertility . In the 1970s the 
demand has been voiced increasingly 
loudly for methods for men, other than 
the condom and vasectomy. lt has 
come, not only from Women's Libera 
tion movements, but also from men 
who wish to share the responsib ility for 
family planning . Use of the condom 
varies widely in different cultures: in 
developing countr ies, overall use is low, 
although in a few countr ies, such as, In 
dia, the condom is popular. In the USA 
the condom is at present surpassed only 
by sterilization and oral contracept ives. 
However, its use declined among mar
ried couples from 14 per cent in 1965 to 
7 per cent in 1976. One of the big dis
appointments of the past decade has . 
been the failure of research to come up 
with a "pill" for men. 

Injectable contraceptives: One 
method of fertil ity regulation on which 
studies were only just beginning in 
1 960 was the injectable contracept ive 
for women. Demand from developing 
countries for an injection that need only 
be given once every three months is 
great. However, only one drug, depot
medroxyprogesterone acetate (DMPA), 
is widely available. Up to 10 million 
women have used it at some time, and 
about one and a quarter million women 
are using it at present. The number is 
not greater, parly because the drug 
stops menstruation in a substantial 
number of women, and partly because 
there has been continuing controversy 
about its long-term safety. The exten
sive scientific assessment of the drug in 
the past five years has shown no evi
dence for its causing cancer, or infertili
ty after discontinuation of use. Never
theless, it has become the target for at
tacks from various consumer and fringe 
groups in the USA and Europe which 
aim to ban its use in developed and 
developing countries, and these attacks 
have been accompanied by considerable 
publicity. 



Everyone has a role to play in fam ily planning 
care. A religious leader explains f amily plan
ning to women in a mosque in Alexandria. 
(Photo WHO/ M . Jacot) 

Facing page: Building fo r the future : the 
Shanghai Inst itute of Planned Parenthood 
Research, already getting off the ground, 
reflects the priority China gives to research in 
thisfield. ( Photo WHO/F. Webb) 

"Natural family planning" 
methods: In 1960, there was consid
erable use in developed countries of 
traditional methods of birth control, 
such as withdrawal and periodic ab
stinence based on the rhythm and 
calendar methods. Figures here are very 
uncertain, but use has decreased from 
about 25 per cent of couples employing 
these methods in developed countries 
in 1960, to only a few per cent at pre
sent. This is due principally to the unre
liabi lity of these methods. In developing 
countries, use of these methods varies 
greatly in different cultures. An attempt 
was made in the late 1960s and early 
1970s to determine more physiological
ly a woman 's fertile period in order to 
increase the efficacy of methods based 
on periodic abstinence. Scientific as
sessment of these "natural family plan -

ning" methods showed that, although 
they seemed effective when practised 
by highly motivated individuals, the 
period of abstinence required made 
them unsuited for widescale use. 

Family planning programmes: 
Probably the greatest of all changes 
that were not foreseen in 1 960 was the 
profound transformation of social and 
political attitudes to family planning as 
a human right, as a concomitant of 
health, and as an integral part of socio
economic development. In 1960, WHO 
was under a prohibition by its Member 
States from having anything to do with 
family planning. This is a far cry from 
the Alma-Ata Declaration of September 
1978 which affirmed that family plan
ning was a basic component of primary 
health care . The most concrete manifes
tation of the change in attitudes has 
been the development of national fami
ly planning programmes that now relate 
to over 90 per cent of the world's popu
lation . This means that about 1,500 mil
lion persons of reproductive age should 
have access to information about family 
planning, to methods and to family 
planning care . Even if one subtracts 
from this figure the women who want 
to get pregnant and the men or women 
who are not sexually active, there is 
clearly a wide gap between this more 

than 1,000 million people and the num
bers of users of birth control methods 
quoted above. 

This gap was brought out in 1980 
through the findings of the World Fertil
ity Survey, which is bringing to light 
information on 350,000 women in 
41 developing and 20 developed coun
tries. The survey shows the immensity 
of the gap in some countries : for exam
ple, only ten per cent of all married 
women in Bangladesh, three per cent in 
Nepal and six per cent in Pakistan were 
using contraception . In these three 
countries, even among the women who 
did not want any more children, only 
ten per cent were employing any form of 
contraception . Figures for the sub
Saharan African countries are undoub
tedly of the same order, ten per cent of 
wome r;J in Kenya practising contra
ception. 

On the positive side, however, the 
survey shows an increase in family 
planning in a number of other devel
oping countries. For example in Colom
bia, Thailand, the Republic of Korea and 
the Philippines the percentage of mar
ried women using contraception in
creased from about 1 5 per cent fifteen 
years ago to around 50 per cent 
ten years later. However, in some of 
these countries, many women are still 
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Family planning in the year 2000 

employing inefficient methods, for in
stance, 62 per cent of them in the Phil
ippines and 57 per cent in Sri Lanka . 

Overall we can therefore conclude 
that an unexpected social and techno
logical revolution has taken place over 
the past 20 years, in an area where per
sonal and cultural forces are so strong 
that rapid change could not be antici
pated . A much greater proportion of 
people might have practised family 
planning had it not been for certain ob
stacles, of which two major ones are 
the inadequacy in many areas of a 
proper structure for family planning 
care, and the shortcomings of current 
birth control technology. 

Family planning 
and primary health care 

With the growing recognition of the 
importance of primary health care and 
of related socio-economic factors, there 
is a fair chance that the first of these 
obstacles will be surmounted by the 
year 2000. By then, the activities in 
family planning-and that includes 
diagnosis and treatment of infertility
will have been identified that are to be 
carried out by the people themselves, 
by the community, by the health ser
vices and by other structures, such as 
the school, the place of work and the 
mass media. This will define the appro
priate support action required by the 
government for each of these catego
ries. The mistakes made in the past in 
treating family planning as an isolated 
activity will , it is hoped, be avoided. Pri
mary health care will also assure, at the 
very least, ready access to currently 
available methods, whatever their 
shortcomings might be. 

Birth control technology 
of the tutu re 

The shortcomings of present birth 
control technology can most clearly be 
seen from the high rates of discontinua
tion of use reported in developed and 
developing countries. Even in countries 
where there is easy access to family 
planning care and to all methods, the 
continuing high rates of abortion and of 
unwanted births reflects to a great ex
tent the failure of present methods to 
meet the needs of the users. Some 
types of methods for which there is 
demand are not available, for instance 
post-coital drugs for women or pills for 
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men. Are we likely to be better off in the 
year 2000? The answer is yes. 

Within the next ten years, research 
that is already in progress should-if 
support to it continues at least at the 
present level-have managed to bring 
about considerable improvements in 
current methods from the point of view 
of both the user and the system of care. 
For the user, they will have fewer side 
effects and be more appealing . For the 
care system, certain methods will be 
simplified and will require less highly 
trained personnel and less expensive 
facilities. 

Between 1 990 and 2000, if the 
research effort receives much greater 
funding as of today to allow essential 
basic studies to be started immediately, 
several entirely new approaches to birth 
control may be available. These are 
much needed, since one of the lessons 
learned in family planning in the past 
20 years is that a great variety of 
methods are required to meet individual 
needs and preferences at different 
stages of the life cycle. 

Within the next ten years: The 
next ten years should see some im
provement in the daily pill for women, 
with reduction in some of the common 
side-effects, such as nausea, vomiting 
or disturbances of the menstrual cycle. 
The serious side-effects, such as throm
boembolism, might become even rarer. 
Research is also being pursued with the 
presently-used constituents of the pill 
in formulations that will allow them to 
be deposited in fatty tissue and subse
quently slowly released from the stor
age site. This would convert the daily 
pill to a once-a-week or once-a-month 
pill. 

IUDs that will cause no increase in 
menstrual bleeding and little pain are 
currently being tested in large numbers 
of women. Present studies focus on as
sessing their safety and on extending to 
at least ten years the period during 
which they can be left in the womb. 

By 1990, new injectable contracep
tives should be available allowing 
women to choose whether they want 
an injection every month, or every three 
or six months, with less disturbance of 
the menstrual cycle than from present 
injectables. There may also be available 
even longer-acting implants-one to 
five years-that can be inserted under 
the skin and removed if the woman 
wishes to have a baby or has unplea
sant side-effects from the drug released 
by the implant. 

In addition to improvements on cur
rent methods, the results of continuing 
research and development should also 
greatly simplify some current ap
proaches, for instance: sterilization for 

women that does not involve surgery 
but in which the tubes are closed off by 
a chemical substance instilled through 
the womb; termination of pregnancy by 
using drugs rather than the present 
vacuum aspiration or surgical methods; 
home kits by which a woman could 
predict accurately her fertile period, 
thus reducing significantly the period of 
abstinence required by present natural 
family planning methods. Small devices 
are already at an advanced stage of 
clinical testing that can be placed by 
women deep in the vagina, and can be 
left in position for one month or more; 
the contraceptive action is achieved by 
release of very small quantities of 
steroids from the device. 

The 1990s: The end of the present 
decade, but more likely the 1990s, 
should see some really new develop
ments in birth control technology. A 
vaccine might by then be available 
by which a woman's immunological 
processes would automatically prevent 
fertilization, or would act against the 
earliest stages of pregnancy before she 
was even aware that conception had 
occurred. Research going on at present 
into such vaccines aims at giving them 
a limited duration of action, one to five 
years, so that fertility would be restored 
after that time. A woman could then 
choose to have another child or be re
immunized . lt is thought at present that 
a vaccine for men might irreversibly 
destroy their fertility, and very little 
research is therefore pursuing this line. 

A number of drugs have been tried in 
recent years for fertility control for men, 
but none so far have proved satisfacto
ry. They either are toxic, or decrease 
libido, or cause other undesirable side
effects, or do not sufficiently inhibit 
sperm production . One substance, 
derived in China from cotton-seed oil, 
"gossypol", may be promising if chem
ists succeed in separating its antifertility 
components from those that cause toxic 
effects. lt is generally believed that little 
progress can be made in developing a 
pill or an injectable contraceptive for 
men unless a far greater effort is 
devoted, starting immediately, on basic 
research into male physiology, where 
there are still great areas of the 
unknown. 

There are good hopes that, within the 
next twenty years, scientists will come 
up with birth control pills that can be 
used in different circumstances : a safe 

R esearch on indigenous plants used for fertili
ty regulation may lead to completely new birth 
control methods. This plant , Curcuma aro
matica Salisb. , hails from Sri Lanka. 
( Photo WHO/D. Soejarto) 



post-coital ("morning-after" ) pill, one 
to be taken when a woman notices her 
period is late (menses-inducer), or one, 
based on new compounds, that could 
safely and effectively be taken regularly 
once a month. 

Why does all this take so long? 
Since research is already in progress on 
these contraceptives of the future, why 
will it take up to ten or twenty years for 
them to become available? There are 
four main reasons. One is that the 
development of fertility regulating 
methods is a highly complicated and 
lengthy process. The statutory require
ments for safety testing are more strin
gent than for any other drug since the 
methods are to be used by healthy 
people for long periods of time and with 
little medical supervision . Another is 
that all research and development is 
subject to great uncertainties; many 
promising lines fall by the wayside. 

Thirdly, our knowledge of reproduc
tive physiology is still deficient. and we 
are beginning to know more about the 
rings of Saturn than about production 
of sperm in the testis. This is partly a 
reflection of the lack of investment by 
society in this field , which is the fourth 
main reason for the slowness of prog
ress. Biomedical research is a poor rela
tion in the research family, if compared 
for instance to nuclear physics. But 
within biomedical research, reproduc
tion and contraception receive no more 
than one or two per cent of the pie! 
Indeed, funding to the field has not 
even kept up with inflation over the 
past 1 0 years. 

WHO's effort 

This is despite the fact that WHO, at 
the request of its Member States, has 
mounted a major research effort in 
human reproduction. The response that 
this programme has received from poli
cy makers, scientists and clinicians has 
shown their perception of the social rel
evance of the problem and the intellec
tual challenge it poses. In 1980, the 
WHO Special Programme of Research, 
Development and Research Training in 
Human Reproduction brought together 
talents, skills and resources from 
85 countries, of which 57 are develop
ing countries. 

The Programme has four main objec
tives : strengthening capabilities in 
developing countries for research in this 
field ; promoting and supporting collab
orative research on the safety of current 
birth control methods, the development 
of new techniques, operational and 
psychosocial aspects of family plan
ning, and infertility ; worldwide coordi
nation of research efforts ; and dissemi
nation of information to policy makers, 
service personnel, scientists . and the 
public. • 
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Success story 
Costa Rica'~ health performance is impressive. This small developing 
country has evolved a highly effective community health care system 
that offers useful lessons on how the world may attain health for all 

Most health care systems, in 
the Northern as in the 
Southern hemisphere, sti ll 
concentrate their efforts on 
a negative, after-the-event 

approach of curing illness that has 
already become serious. 

The idea of health care for all should 
go beyond this , with more advanced and 
positive aims. It should aim to prevent 
illness occurring in the first place by im
proving the environment, introducing 
immunization programmes combined 
with health education, and encouraging 
popular participation so that the people 
of the community themselves become the 
front-line workers in their own health 
care. 

It should try to catch illness in its ear
liest phases, when treatment can be 
cheaper and more effective, through 
mass screening and surveillance. 

And it should aim not just at the 
avoidance of sickness, but towards an 
optimum state of lifelong physical and 
mental health for everyone. Research is 
now showing that the foundations of a 
healthy constitution and mental capacity 
must be laid during gestation and early 
infancy, and should be maintained 
thereafter. This involves two matters 
outside the direct sphere of health care. 
Improving nutrition , especially for preg
nant and nursing mothers and infants, 
can increase mental capacity, reduce 
birth abnormalities and ha ndicaps, in
crease resistance to disease and provide 
the basis for lifelong health. The spread 
of family planning and the idea of spac
ing births by three or four years can con
tribute towards attaining the same goals. 

Some of these ideas are ahead of cur
rent practice even in most developed 
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by Paul Harrison 

countries. But one middle-income devel
oping country, Costa Rica, a lready em
bodies all of them in a community health 
care system that offers lessons to the 
world on how to attain health for all. In
deed, the health performance of this 
small Central American country is im
pressive. The 1978 mortality rate of 4.3 
per I ,000 must be among the lowest in 
the world. Infant mortality was down to 
22 per I ,000, below East European 
levels . Average life expectancy was 
72.3 years- about on a level with the 
United Kingdom . Measles, diphtheria 
and polio have been cut to insignificant 
levels, while malaria was eradicated in 
1968. As clean water has reached three
quarters of the population, diarrhoea has 
disappeared from the list of top com
plaints. Serious undernourishment is 
rare- only nine per cent of chi ldren had 
second degree malnutrition in 1978, and 
only 0.3 per cent third degree. The Cen
tral American average for second and 
third degree malnutrition is 33 per cent. 

Responsibility for health care is 
divided. Curative medicine is provided 
mainly by clinics and hospitals financed 
by the country's social security system, 
but available in recent years to the unin
sured too . The preventive role is played 
primarily by the health centres and 
health posts of the Ministry of Health. 
The national pattern of primary care is 
based on experiments in the San Carlos 
region during the early 1970s, backed by 
WHO and UN ICEF. This was later extended 
to all rural areas a nd had reached urban 
slum areas by the end of the decade. 

The most remarkable feature of the 
system is the primary level of care, the 
health post, which maintains a continual 
surveillance of the whole population, 

especially the groups at risk, including 
pregnant women and small chi ld ren. 

Each post is manned by two workers, 
an auxiliary, with a year's training, and 
an assistant, with four months' training. 
An effort is made to ensure that one of 
these workers is a man and the other a 
woman . The woman concentrates on 
vis iting houses within one mile of the 
post- the man ranges up to I 0 miles, 
travelling by motorbike, boat or even 
horse. 

Supervision and training are contin
uous and extremely thorough. One day a 
month each worker takes a refresher 
course, one day a nurse accompanies 
them to check the standard of their prac
tical work, and on a third day their ex
tensive record keeping is checked by an 
administrator. 

Health auxiliary Eduardo Mendez 
Mendez dons his crash helmet, clambers 
on to his battered but trusty UNICEF-pro
vided motorbike, and roars off from the 
newly-built health post in the village of 
Carrizal, near Alajuela, north of San 
Jose. 

His daily round of home visits is typi
cal of the auxiliary's duties. Mendez is 
responsible for a population of about 
2,000, some 400 houses in all. He visits 
each home every two months and tries to 
cover 12 or 16 a day . First on the day's 
list is the Sanchez household . Maria 
Cecilia, 43, has 14 children. Four are 
married and have left home. The eldest 
daughter, Hilda, still lives here with her 
two chi ldren, by a father who refused to 
marry her. Fifteen people in all live in the 
small wooden house, with one living 
room , a mud-floored kitchen and three 
bedrooms. The smaller children sleep 
four to a bed . 



Above: 
Health auxiliary Eduardo Mendez Mendez 
administers a dose of polio vaccine at a health 
post in Costa Rica. The centre was built with 
community funds, and the vilfagers themselves 
gave their labour for free. Their reward- in 
the form of better health for all- can hardly be 
measured in cash terms. 

Right: 
His battered but trusty motorbike, provided by 
UNICEF, enables Eduardo to visit each one of 
400 houses in the neighbourhood every two 
months. This takes health care to the people, 
rather than waiting for people to overcome 
their universal apathy and only present them
selves to the health services when illness is all 
too evident and all too well established. 

(Photos WHO JP. Harrison) 





Mendez weighs the three youngest 
Sanchez children and marks up their 
weight charts. Then he rattles through a 
routine list of questions designed to 
screen for cases of serious disease that 
ought to be referred to the health centre: 
tuberculosis, leprosy, scabies, diarrhoea, 
cancer, high blood pressure, worms, 
venereal disease. 

Hilda changes her dress for trousers so 
the health auxiliary can decently vacci
nate her against tetanus. On the small, 
steep plot behind the house, Mendez 
notices rubbish scattered about under 
the coffee bushes. He explains why this 
is bad and tells them how to dig a 
proper pit. 

Eduardo Mendez has only nine years 
of formal education plus the four-month 
assistant's course, but he works with 
dedication and is on call 24 hours a day 
in case of emergencies. On three days he 
holds surgery for two hours at the post. 
There were only two patients on the day 
of my visit- a year-old girl who strug
gled hard to spit out a polio vaccine, and 
a teenage boy who had dropped a 
machete on his foot. Mendez can provide 
a first line of treatment: first aid, injec
tions, oral rehydration for the few diarr
hoea victims, and he can prescribe from 
a list of 34 basic drugs. 

But the core of his work is the circuit 
of home visits. This takes health care to 
the people, rather than waiting for the 
people to go to the health services. It 
overcomes the problem of apathy and 
lack of time which prevents people even 
in most advanced countries from visiting 
their doctors for routine checks. 

Mendez has a long list of preventive 
and surveillance functions. He carries 
through a systematic programme of vac
cinations: polio , measles, diphtheria, 
tetanus and whooping cough, TB and 
a full tetanus course for all adults. He 
takes blood samples of suspected malaria 
cases, sputum samples in TB suspects . 
He regularly checks the blood pressure 
of possible hypertension cases. 

Upper left: A comprehensive network of 
health centres ensures that children enjoy 
balanced meals, and mothers learn the princi
ples of good nutrition. 

Lower left: Healthy products of an effective 
primary health care system : children play ing 
at one of Costa Rica's Centres for Education 
and Nutrition . 
(Photos WHO/P. Harrison ) 

Where he detects a condition that he 
cannot himself deal with, he refers it to 
the health centre and prepares case notes 
for the doctor. If anyone does not turn 
up to an appointment, Mendez will visit 
to see why. 

. Extensive files are kept on every fami
ly: weight and height charts and vaccina
tion records for children; cards for each 
contraceptive user. On the front of each 
family file is a socio-economic survey, 
updated every two years, indicating what 
their floors , walls and roofs are made of; 
adequacy of lighting and ventilation ; 
how sewage and rubbish are disposed of; 
what animals are kept; whether there is 
radio or television. 

All this information is aggregated by 
district and region to form the basis of 
a computerised national data system 
which can immediately pinpoint areas of 
high malnutrition or other forms of dep
rivation , so that additional resources can 
be channelled towards them. 

Another key element in the success of 
Costa Rica's health care system is the 
high priority given to mother and child 
health and nutrition. This is perhaps the 
focal point of the health workers' efforts. 
A house-by-house village map, displayed 
on the health post wall, shows by way 
of green, red or black pins the location of 
every pregnant woman, and every case of 
first or second degree malnutrition (there 
are no third degree cases). 

For every pregnant woman the health 
worker fills in an antenatal form with her 
previous history of pregnancies and a 
permanent record of her blood pressure, 
weight and height. If she is below 20, or 
is not gaining enough weight, he will pro
vide her with two kilos of milk powder a 
month. He will ensure she goes to the 
health centre for her regular antenatal 
checks. 

After the birth he will teach her about 
hygiene, nutrition, breastfeeding and 
early stimulation of the child- as well as 
keeping a careful check on the child it
self. Free milk is provided for lactating 
mothers. He supervises local midwives
but there are not many of these left, 
as 98 per cent of births are delivered 
in hospital. 

Equally important in maintaining 
mother and child health and nutrition is 
the comprehensive network of pre
school Education and Nutrition Centres 
(Centros de Educaci6n y Nutrici6n
CEN) which perform three crucial func
tions: education and early stimulation of 

Su.ccess story 

the child; good nutntwn of the child; 
nutrition and child-rearing education for 
the mothers. 

The CEN take children from birth to six 
years, and are open from 7 am until 
noon. Two very carefully balanced meals 
are provided. On the day of my visit to a 
CEN in Alajuela, there was a breakfast of 
milk, buttered tortilla and fruit; lunch 
was rice and vegetables with beans, salad 
and tortilla, sweetened cassava and fruit. 
The food is paid for and the menus are 
planned by the Government- but the 
locally-elected nutrition committee orga
nizes the buying of it and provides vol
unteer cooks. Pregnant and lactating 
mothers can come in for the meals too, 
and listen to talks about health care, 
nutrition and child stimulation. 

Family planning usage in Costa Rica 
is among the highest in Latin America, 
indeed in the world. In 1976 no fewer 
than 78 per cent of women at risk were 
using some method of family planning, 
four-fifths of them a modern method . 
The country's birth rate dropped rapidly 
from 48 per 1,000 in 1959 to 29.6 per 
I ,000 in 1975, though it rose again to 32 
in 1978 because of the changing age 
structure and because of births which 
had been delayed by later ma-rriage or 
wider child-spacing. The village health 
worker recruits and motivates women to 
use family planning, and keeps a record 
card of their contraceptive usage and 
pregnancy history. He can provide tem
porary supplies of contraceptives but 
only for long enough for the woman to 
visit a health centre or clinic for examina
tion, prescription of the correct method, 
and follow-up. 

But a high level of health cannot sim
ply be achieved by the authorities pater
nalistically providing services. Another 
explanation of Costa Rica's success is the 
strong emphasis placed on health educa
tion and popular participation. Every 
health post has its own health committee 
elected by local residents every two 
years. The committee works in close co
operation with the health workers. They 
organize communal works, such as in
stalling new water supplies, and decide 
on the priority tasks in health. 

At Carrizal, the president of the health 
committee is Obdulio Rodriguez, a soft
spoken, modest policeman. His commit
tee collected US $11,000 to buy the land 
and building materials for the health 
post, to fence and furnish it, and the 
building was put up by volunteer labour. 
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Above : Family planning is one of the essential 
components of P HC ; more than 75 per cent of 
Costa Rican women are using an effective 
method of contraception. 

Upper left : Sanitary waste disposal is impor
tantfor every family. A latrine doesn't have to 
be beautiful- the important thing is to get it 
built. 

Lower left: Self-help is already an essential 
part of the Costa Rican tradition. Working 
toge ther, these women are helping to construct 
their own houses. 
(Photos WHO/P. Harrison ) 

They run bingo games, dances, lotteries 
and beauty contests to raise the $50-a
month running costs. Recently they had 
a health education week with daily talks 
on family planning, nutrition , venereal 
disease, alcoholism and mental health. 
Over 150 people attended every day. 

Another important health education 
function is played by the national family 
planning association, the Association 
Demografica Costaricense. The AD C 

edits a very successful magazine, Health 
for All, which covers health, family plan
ning and nutrition in simple magazine 

style, with cartoons, stories for children, 
songs, jokes, recipes- side by side with 
articles and diagrams on mosquito nets, 
blood pressure, the evils of machismo 
(the cult of male dominance) and of 
drinking, or instructions · on examining 
the breasts for tumour or on how to 
form a cooperative. Some 100,000 copies 
of each issue are distributed to poor rural 
and urban households by the health 
auxiliaries . 

The AD C also puts out two very impor
tant health education radio programmes, 
Voices of the People, and The Conversa
tions of Don Rafael. Don Rafael is an 
avuncular elderly peasant played by an 
ADC employee, so convincingly that 
many listeners believe he is a real person 
and write letters to him. The themes are 
family planning, health, nutrition , sani
tation , education- all clothed in collo
quial chats with friends and relatives . 

One typical programme had a friend 
asking about how to build a latrine
where would he get the wood? What 
colour should he paint it? " It doesn't 
have to be beautiful", says Don Rafael. 
" The important thing is to get it built." 

He concludes with the moral " All of us 
have an obligation to concern ourselves 
about the health of everyone else". There 
are about 20 broadcasts of the two pro
grammes every day on Costa Rica 's six 
radio channels, morning and evening. 
Don Rafael may soon have his own tele
vision programme. 

How has a relatively poor country 
been able to achieve so much in the 
health sphere? As with other countries 
whose health performance is very much 
higher than the average for their income 
levels, such as Cuba or Sri Lanka, much 
of the credit must go to government poli
cies that give health and education a very 
high priority; policies that are commit
ted to meeting the people's basic needs 
and often to reducing glaring inequalities 
in the economic spheres too . 

In Costa Rica's case there is another 
unique factor. The country is not only 
committed to pacifism, but it has no 
army. As a result, the massive propor
tions of national budgets that other 
countries commit to unproductive mili
tary spending are here available to be 
used for the people's welfare . • 
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WORLD HEALTH DAY 1981 

Health for all 
BY THE YEAR 2000 

Ever since its birth in 1946, 
WHO has regarded itself as a 
collectivity of Member States 
with a global mandate to 
develop international health 

policies and doctrines . The " founding fa
thers" of WHO felt that no country could 
attain good health by acting alone; they 
believed in the universal value of health, 
the interdependence of countries, and the 
need for international cooperation in the 
face of common danger. WHO's unique 
Constitution has made the Organization 
an international extension of each coun
try's health sector, and the collective 
expression of the health aspirations and 
actions of all its Member States~ 



Each year on 7 April- the date in 1948 
when that Constitution first came into 
force , we celebrate World Health Day. 
This year the Day has as its theme 
" Health for All by the Year 2000"- the 

. great goal which WHO and its Members 
have set themselves over the next two 
decades. And although they have collec
tively resolved to put special emphasis on 
the developing countries in their global 
strategy, all countries- including devel
oped ones- can expect to benefit from 
this endeavour. All countries, for in
stance, have had their annual contribu
tion to WHO repaid many times over as a 
result of the WHO programmes on small
pox eradication and on tuberculosis 

control alone. The global strategy 
commits WHO to fostering and sup
porting national self-reliance in health 
development. , 

On these pages, we have tried to con
vey an impression of the scale of the 
problems, and of the solutions, which 
underpin WHO's advocacy of Primary 
Health Care as the means to attain 
health for all. You will not find hospitals, 
operating theatres or even doctors in 
these pictures. This is not because WHO 
disapproves of doctors or hospitals. But 
in the developed countries and in parts of 
the big cities of the Third World, doctors 
and high-technology medical equipment 
are already taken for granted . For many 

millions of people elsewhere, even the 
most rudimentary services simply are 
not available . 

These are the people for whom the 
community health worker must be 
trained, whose needs must be met during 
the current International Drinking Wa
ter Supply and Sanitation Decade, whose 
disabled call for special attention during 
1981 , the International Year of Disabled 
Persons, who have to be protected by im
munization and treated for such diseases 
as leprosy, and who require health edu
cation and advice on nutrition , breast
feeding, and maternal and child care. 
Every effort in these directions takes us 
all a step nearer towards health for all. • 



Rural health team 
In the Dhofar area o'f Omari, every effort is being 
made to recruit bright youngsters with some schooling 
behind them who, after basic training, can return 
to their own villages as primary health workers 

by Lies I G raz 

Jibjaat, in the Qarra Moun
tains of Southern Oman. 
There is cloud cover on the 
mountains this end-of-man
soon morning and the pilot 

of our little six-passenger Defender has a 
bit of trouble finding the airstrip, barely 
300 yards long on the top of the high 
plateau. But by the time we land , the air
craft engines have been heard and the 
pick-up truck is there, waiting to take the 
Rural Health Service team into "town". 

Town means a mosque, a school and a 
rural clinic- all built since 1976- and a 
few score of round, stone-built houses, 
hacked out of the windswept hills . Every 
week the RHS team sweeps in from the 
sky and the roar of the plane is enough to 
bring some 50 people to the clinic. Lots 
of simple aches and pains, but also much 
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more serious disease, with tuberculosis 
leading the field. 

In Jibjaat, as in two dozen other clinics 
scattered over the southern Dhofar area 
of the Sultanate of Oman, there is a resi
dent primary health worker on the spot, 
dispensing simple medicines, dressing 
wounds, following up his flock. Some of 
these health assistants are expatriates; as 
often as possible they are Omanis . De
spite the difficulties in an area where a 
decade ago not even primary schools 
existed, every effort is being made to 
recruit bright youngsters with some 
schooling behind them who, after a basic 
training course, can return to their own 
villages as primary health workers. 

The RHS runs its own four-month 
course, and the new graduates serve an 
internship with a qualified health assis-

tant before being sent out on their own. 
They are then carefully monitored by the 
mobile teams as they visit the villages. 
The plan for the future is for the best of 
the health assistants to be sent on for fur
ther training, to the Sudan, for example. 

Some clinics come to life only when 
the mobile team arrives. They may be in 
such out-of-the-way places that even for 
the dedicated members of the RHS staff, 
some of whom live in extraordinarily dif
ficult conditions, life there is untenable ; 
others may serve only a very small , 
scattered population. 

The desert blooms 

One such is Khahil , over 250 kilome
tres from the regional capital, Salalah, 
on the desert's rim. There is no town, 
only a small water-hole that the nomadic 



Case~finding and follow-up- essential steps in 
tuberculosis control for Oman 's Rural Health 
Service team- present their own problems in 
the dark stone houses of Dhofar. 
(Photo L. Graz ©) 

bedu know well , no road, no track . The 
one-room clinic is the only building. On 
Thursday, when the RHS team comes in, 
the effect is rather like that of winter rain 
in the desert: a sudden blooming-'-in this 
case, of human beings. The day I was 
there with the team, our stop in Khahil 
was short. There were some 20 patients 
to be seen and little time for small talk
air charter time is expensive. Then, as we 
were already in the plane ready for 
takeoff, two shiny new pickup trucks 
(the modern bedus' camels) came roaring 
up to the strip. We had been spotted , but 

the camp was some distance away. 
Doctor and nurses piled out again and 
held their surgery on the spot, men on 
the right and women in the shade of 
the wing. 

Whenever possible, the mobile teams 
go by Land Rover, and four out of five 
are in the field every day. A team con
sists, ideally, of a doctor plus two fully 
qualified nurses, one male and one 
female, . working closely with the local 
health assistant when there is one. There 
is also a driver and, in the mountains, 
usually an interpreter ; the Jabali moun
tain tribes speak a Himyaritic language 
related to Amharic, not Arabic. That is 
the ideal , but in reality the ideal is rarely 
attained . At the time of my visit there 
were only two qualified doctors in the 
RHS, the director and a French medical 

assistant ; a third was expected to arrive 
shortly . One of the doctors usually 
remains in the office-cum-consulting 
room in Salalah to deal with the steady 
stream of patients coming to the central 
out-patient department. The director is 
also responsible for administering what 
is, in fact , an integrated service with re
sponsibility for the health of the whole 
population outside the town of Salalah. 

Every morning at 7.15 the mobile 
teams leave the RHS office . Before that 
the team leader and the second nurse will 
have prepared the bags and boxes of 
medicines and instruments, as well as the 
records that cover the region to be vis
ited . Before they return , between 2 and 4 
in the afternoon or sometimes later, they 
will have stopped at least three or four 
times. And there is no break for lunch. 
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Sometimes the "consulting room" is 
simply a cluster of mats spread out under 
a tree; sometimes nothing more than 
the fugitive shade of the Land Rover. 

Bronchitis, extraordinarily prevalent 
in the dank , stone-built houses of the 
mountains, has to be distinguished from 
something more serious ; pains, every
where, have to be sorted out. Every new
born baby that the local health worker or 
the travelling team hears of is given BCG 

vaccination against tuberculosis . Im
munizations are arranged. "Next week" , 
the team leader will say to the village 
head man,l " have all the children here 
when we come." And usually he can rely 
on them being there. When medicines are 
dispensed, the doses are marked by one 
stroke for each pill so many times a day. 
Thus I I I I I I means 2 tablets, 3 times a 
day . Liquids, cough syrups for instance, 
have so many spoons drawn on them and 
a plastic spoon is given along with each 
bottle. 

Examining patients is not a simple 
matter. Even in the most favourable set
tings such as the rural health centre 
m Suqrah- one of those remarkable 
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Omani villages where the bedu come 
down to the sea to fetch the sardines 
which they feed to their camels- it has 
very little to do with the procedures 
taught iQ modern medical or nursing 
schools. The health assistant here had his 
two rooms spick and span, his stock of 
basic medicines carefully lined up on the 
shelves. That day the RHS director, 
Dr Asif Ali al-Mansuri , was with the 
team. While the two nurses and the 
health assistant were screening the crowd 
in the outer room, he concentrated on 
the TB patients in the inner room where 
there was an examining table . At first he 
tried to have one patient in at a time, 
together with perhaps a single family 
member. Imperceptibly, the room filled 
up until there was no more room to turn. 
Everyone was ushered out, and the scene 
began all over again . 

The men cheerfully remove their dish
dashas (the long Arab shirts), keeping 
only their underskirts. With the women, 
things are more difficult. Not only will 
they not remove their face masks (some
times they will lift them to show a sore 
throat, for example, but preferably only 

to another woman), but the doctor can 
only place his stethoscope by blind feel , 
behind an extra screen formed by the 
head-cloth. The face masks are intimi
dating for conversation, with their dark . 
indigo surface only relieved by two 
almond-shaped slits for the eyes. They 
also make it difficult to identify the 
patients, who sometimes become indig
nant when doctor or nurse cannot 
remember them from the last visit. 

There are approximately 750 active 
cases of tuberculosis among the rural 
population of Dhofar, according to 
Dr Asif (who himself hails from Pakis
tan). Of these, 180 are now under treat
ment and about 500 are registered or 
known, while more than 300 cases have 
been considered cured during the three 
years that the RHS has been working. 
One of the chief jobs of the mobile 
teams is the painstaking follow-up of 
T13 patients. 

Follow-up, which requires record
keeping, is no mean task. All the patients 
themselves know is their name: they 
have no idea of age, and even the names 
are confusing when almost every man is 



Rural health team 

Left: 
Even though air charter time is expensive, the 
helicopter enables the medical personnel of the 
Rural Health Service to reach tiny settlements 
ofnomadsfar away on the desert's rim. 

Right: 
The sparse shade of a tree is all that is required 
to hold a "clinic". The notes carefully record
ed by the male nurse will enable the team to 
keep a permanent check on the health of this 
woman and her family. 

(Photos L. Graz ©) 

named M uhammad, Ali or Salim and 
there are no family names as such. The 
only way to keep things straight is to 
record the name, the father 's name and 
grandfather's name, plus the name of the 
tribe- then hope for the best. Addresses 
are just as much of a problem : most of 
the inhabitants of Dhofar are at least 
semi-nomadic, so each patient is listed 
with one principal and two or three sub
sidiary " residences" . Since there is usual
ly a roughly fixed annual circuit, eventu
ally patients should be trackable. All of 
this is recorded on a large blue card, with 
cross-registration in the RHS files . On ar
rival in a village, the team brings out the 
TB cards and asks the whereabouts of ev
ery single patient. On one card I picked 
up at random, with 11 notations in the 
space of one year, there were five dif
ferent place names- including an admis
sion to Qaboos Hospital in Salalah, fol
lowed the next day by a laconic note : 
" discharged against medical advice". 

In some villages, the incidence of TB 

was estimated at almost 40 per cent when 
the RHS began working systematically 
three years ago. One of these is the 

fishing hamlet on the main island of the 
Kuria Muria archipelago, just off the 
coast. Today, just four patients still come 
every morning to the local clinic, where 
the health assistant sees to it that they 
take their tablets. Kuria Muria, a tiny 
closed environment, is a rather special 
example of success in the fight against TB. 

Now that tuberculosis is considered to 
be at least " under control", the same 
case-finding and follow-up methods are 
being extended to other chronic diseases . 
First among them are leprosy, which 
is not very common but does ex ist, 
diabetes, and a surprising number of 
mental disorders . It is very difficult to 
have the villagers attribute these to 
anything but the actions of the jinni, the 
demons. The jinni are also held respon
sible for other illness, such as that of the 
old man lying in a stone hut, in whom 
the doctor strongly suspected advanced 
cancer. 

The RHS does not function in a 
vacuum . Interaction with other govern
ment agencies forms an integral part of 

· its working method, especially with the 
Civilian Aid Department (CAD), now 

part of the Office of the Wali (Governor) 
of Dhofar. 

Until 1976, there was nothing here
no roads, no schools, and of course no 
health care at all. The RHS was formally 
founded in the autumn of 1977, and last 
October it celebrated its birthday with a 
" picnic" attended by a good part of the 
local population . 

The RHS is , on paper, not an inexpen
sive service to run . Its total personnel 
roster , from the local health workers in 
the villages to the drivers and interpret
ers, the nurses, the tiny administrative 
staff and the doctors, comes to about 
100, working in an area with an estimat
ed population of I 00,000. Transport, in
cluding air charter, costs nearly as much 
as salaries, and other expenses include 
the cost of medicines. But this health ser
vice is probably one of the strongest ram
parts of peace in what was for long a 
volatile area of the Arabian Peninsula. 

A great deal remains to be done. If the 
RHS has so far concentrated its efforts on 
the most pressing problems, it is now 
beginning to go beyond the fire-fighting 
stage. There is something touching about 
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Above: Another open-air clinic is improvised 
in the shade of the team's vehicle. 

Left : The Rural Health Service team consists 
ideally of a doctor plus one female and one 
male nurse, working closely with the loci:zl 
health assistant. (Photos L. Graz ©) 

going into a village dispensary and seeing 
a sign " Ante-natal clinic: Wednesday" . 
The women are coming in increasing 
numbers for weighing, auscultation, the 
taking of blood and urine specimens
and for reassurance. Very few women 
give birth away from their homes, but a 
few cases of pregnancy corn plications are 
brought to the hospital in Salalah. Fertil
ity is very high ; so, still, is infant mortali
ty. In the remotest hamlets, one can see 
infant feeding bottles being rolled in the 
dust, played with by an older child, car
ried around all day in the heat. In the 
general store at_ Thamrait, an oasis corn-

munity just behind the Qarra mountains, 
at least half the visible stock is made up 
of milk powders , and the shopkeeper has 
a big store of free sample bottles to dis
tribute. Every second child suffers from 
diarrhoea and, despite the best efforts of 
persuasion by the health teams, the feed
ing bottle as a first symbol of "moder
nism" is almost impossible to root out. 

The Civilian Aid Department is mak
ing impressive efforts to dig wells, tap 
springs and bring water supplies over 
distances of several kilometres to the vil
lages, or to supply water by tanker. Sani
tary facilities remain practically non
existent; there are no toilets other than 
the bush or the nearest dune . Fortunately, 
the population is not very concentrated. 

For me, the spirit of the Rural Health 
Service can be summed up in a scene that 
I witnessed during a trip to the northern
most strip of RHS territory, where the 

mountains meet the desert and the desert 
meets the sea. 

A lovely girl of about 12, back home 
after three months in Qaboos hospitals 
where she was treated for tuberculosis, 
sits there, her eyes hollow and infinitely 
sad. " Have you been taking your pills ev
ery day, absolutely every day?" Hardly 
understanding Arabic, she just looks 
blankly: no answer. The doctor asks 
someone to fetch her parents. When the 
father comes, he is given a serious talk
ing-to . Then the doctor sees old Salim
the village's prize patient. "Just look at 
Salim; you remember how sick he was? 
Now he takes his tablets every day." 
Salim, an old man by desert standards, 
beams with health. The girl's father 
solemnly promises that he will see to 
it that she takes her medicine every 
day too- and we all hope that Salim's 
example will suffice. • 
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Women's dispensary 
An unusual clinic in Geneva offers women a more humane and less 
"medical" approach to gynaecological car~an approach that 
clearly responds to a real social need and gives new meaning in 
a Western European context to the principle of Health for All 

A cold day in December. The 
snow has fallen early this sea
son and a thin white layer 
covers the roofs of Geneva, 
the small Swiss city where 

the World Health Organization has its 
headquarters. 

Not far from where the lights of lux
ury hotels are reflected in the peaceful 
waters of Lake Geneva, their lobbies 
thronged with international visitors, 
there is a curious district which is 
called the people's quarter, no doubt 
because a large proportion of its inhabi
tants belong to the least favoured section 
of the city's population: old people with 
low incomes, immigrant workers and so 
on. This is also the area where prostitutes 
wait for potential clients. 

In one narrow little street, the fourth 
house has a notice on its very ordinary 
door which reads: Women's Dispensary. 

The door opens to my knock, and I am 
plunged into a cheerful, bustling and 
welcoming scene. A small child sits in a 
push-chair. The room is simple, well-lit 
and friendly. As I hang up my coat, I 
wonder which are the doctors or nurses 
and which the patients, since nobody 
wears a white gown. 

A member of the dispensary staff, 
Mrs Rosangela Gramoni, guides me 
through to an adjoining apartment 
whose bedrooms have been transformed 
into gynaecological and paediatric con
sulting rooms, and the living-room into a 
meeting hall. 

I ask where the usual gynaecological 
examination chairs are. Mrs Gramoni 
smiles and says: "You see, we only have 
one for very special examinations and for 
inserting intra-uterine devices. Otherwise 
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all examinations are done on an ordinary 
bed. " In fact I had noticed in each room 
a divan covered with coloured towelling 
cloth and a few flowered cushions. On a 
small table lie a number of instruments, 
plastic gloves and three objects- a spe
culum used for vaginal examinations, a 
hand-mirror and a pocket torch. Observ
ing my interest, Mrs Gramoni explains: 
"These are our basic instruments. Most 
women apply the speculum themselves. 

It is made of soft plastic and causes no 
discomfort. Then we give them the mir
ror and the torch so they can see the neck 
of their own uterus." From the way she 
lined up these objects on the table, it was 
clear that they were somehow symbolic 
of a new approach to gynaecological 
health care. 

She added: "But come and see the 
gynaecological chair you asked about; 
after all , we do use it occasionally." And 
there it was, a chair just as one sees in the 
consulting rooms of any gynaecologist or 
in an obstetric ward. What was different 
was that the "stirrups" were covered 
with a hood of flowered tissue and the 
metal bars with a knitted sleeve, 
"because those bars are so cold". Pinned 

to the ceiling was a poster with a pleasant 
country scene "so that the user in the 
chair doesn't get bored during the exami
nation or operation". 

"You said the user?" 
" Yes, the word 'patient' suggests that 

the person consulting these services 
receives the services passively without 
always understanding them. But we con
sider our services as an exchange. All we 
are doing is to teach the women who live 
here what we know, and we too are per
manently 'under training' in the course 
of our work. I myself am a biologist, and 
I learnt here how to carry out a test for 
possible cancer of the cervix, or do a 
pregnancy test. Thanks to our users, we 
are also trying to build up a new type of 
health care, more accessible and more 
human. At all cost we try to avoid creat
ing a hierarchical relationship with those 
who come here. That is why we don ' t 
wear white gowns, which would set a dis
tance between us and would become a 
symbol of authority. What we want is to 
break the traditional expert-versus
patient relationship." 

This trend is exactly along the lines ob
served by Ilona Kickbusch, a sociologist 
working as a consultant with WHO's Eu
ropean Regional Office in Copenhagen. 
Where for decades the doctor treated 
and the patient complied, she now ob
serves a new relationship- "an exchange 
model based on service economy: the 
doctor is termed the provider of health 
care and the patient the consumer-and 
it is up to the consumer to cooperate 
with the provider t.0 ensure optimum 
results". 

It is certainly true that in any indus
trialized country it is difficult to imagine 



All the staff at the Women 's Dispensary
whether they are doctors, nurses or non
medical- take turns in acting as receptionist. 
This is seen as a key role, si~:~ce it is here 
that the user makes her first contact with the 
dispensary. 

Facing page : The pocket torch, the hand
mirror and the speculum- symbols of a new 
approach to gynaecology. 
(Photos WH0/1. Germain ) 

a health worker without a white gown, 
which is supposed to be essential for 
good hygiene. Fully aware of this, the 
workers at the Dispensary have twice 
asked the hygiene service of the City of 
Geneva to inspect the premises and the 
clothing worn ; no pathological agent 
was detected. "I think it may be the first 
time an establishment has actually 
made such a request" , one of the staff 
commented. 

This unconventional dispensary has 
been in existence since May 1978. But it 

all started a year and a half earlier when 
a nurse at a city hospital, dissatisfied 
with the small amount of time she could 
devote to each patient and with the im
personal way in which she often had to 
treat them, wrote to several women of 
the city inviting them to start a discus
sion group. 

For 18 months, 17 women used to 
meet once a week and these preliminary 
meetings resulted in 1978 in the setting 
up of a non-profit-making foundation, 
entirely administered by its own staff. 
Later, three doctors- all of them worn~ 
en- joined the enterprise. The other 
workers have various backgrounds and 
come not just from the health profes
sions, like the nurses and midwives, but 
from other fields: they include a biolo
gist, a psychologist, a teacher, an inter
preter, and an occupational therapist. 

"The fact that the doctors arrived only 
after the dispensary had starteq is in my 

view very important", says Mrs Gramo
ni, "because it enabled us from the outset 
to overcome the bad habits learned dur
ing medical training or during hospital 
work. I should add that our doctors are 
very remarkable women. They have to be 
remarkable to join a dispensary already 
in working order and to receive the same 
salary as other workers who have not 
had the same training as they have." 

The staff participation aspect operates 
on a completely egalitarian basis . Each 
of the 14 workers who form the staff 
takes turns in carrying out every duty, 
whatever her training: reception , admi
nistrative work, maintenance, health ed
ucation and preventive work. And they 
are all paid at an equal rate of 15 Swiss 
francs an hour- the equivalent of an un
trained manual worker or a cleaning 
woman . Monthly earnings only vary ac
cording to the hours put in at the dispen
sary, which in any case do not exceed a 
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Women's dispensary 

half day . The workers want to offer 
everyone who comes a fair hearing and 
really personal attention, both of which 
would be incompatible with long and 
harassed working hours. 

Financially, the dispensary's situation 
is precarious. It was started thanks to 
donations and for the past two years has 
received an annual subsidy from the City 
of Geneva. But the subsidy it requested 
from the Canton of Geneva has been 
refused and it faces a deficit, with reve
nues only just sufficing to cover salaries. 
The revenues are very limited since most 
of the users are among the lowest income 
groups and are therefore entitled to 
the minimum tariff scale for medical 
treatment. 

The dispensary already has 2,000 case
histories and does not accept new users 
unless they are especially under-privil
eged women with social or sexual prob
lems. These numbers and the regularity 
of attendance are sufficient proof that 
the dispensary responds to a real social 
need , but it cannot expand for fear of 
falling into the same difficulties as the 
overburdened health services and of fail
ing, like them, to offer the care that is 
needed. 

" But if we cannot expand, at least we 
can multiply", says Mrs Gramoni . "That 
is our philosophy, and I believe firmly 
that the future of the dispensary is that 
of many dispensaries." Preparatory work 
on similar clinics is under way elsewhere 
in Switzerland, and in Geneva itself there 
is talk of a Dispensary Number 2. 
Comparable places already exist in 
Western Europe and North America. 

Each week the staff at the dispensary 
hold an administrative meeting and, ev
ery three months, the users themselves 
are invited to an assembly. Fully ten per 
cent of the users attenq- quite a high 
participation for an urban population in 
a highly industrialized country. They dis
cuss the running of the dispensary, and 
the criticisms and suggestions made dur
ing this "community participation" of
ten have a direct effect on its activities. 
"In fact , this assembly has become their 
own", says Mrs Gramoni. "At first, we 
spoke and the users replied. Nowadays 
we scarcely intervene at all and the dis
cussions take place among the users." 
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Consultations 

A consultation at the dispensary could 
be defined as the application of a new 
kind of medicine in which no visit is 
rushed through in ten minutes on the 
pretext that time is too short. The role of 
receptionist is considered as a key one, 
which each of the workers undertakes in 
turn. It involves answering all manner of 
queries by telephone, which calls for an 
excellent knowledge of all the problems 
that may arise and of all the solutions 
available to the dispensary . 

'' In the developing , world, 
Primary Health Care is seen as 
something much more than the 
primary medical care provided in 
Europe. However, in spite of this 
fundamental medical emphasis, 
PHC developments in the Euro
pean Region at all levels share a 
number of common or basic prin
ciples with PHC in the developing 
world: 

- A close relationship be
tween health needs, the associat
ed tasks, and the caring roles that 
are developing in health care; 

- The ideal of community 
participation in health; 

- .c The use of resources as ef
fectively and efficiently as pos
sible; 

- PHC is not seen as an iso
lated approach to health care, act
ing on its ' own, but as ·'the most 
local (i.e. commun·ity based) part 
of an integral and comprehensive 
health system. '' 

Dr Lee A. Kaprie, 
Primary Health Care in Europe. 

It also involves making the first and 
most important contact between the user 
and the dispensary. The problem, the 
anxiety, the disease which brings the user 
there is not dealt with in an isolated way. 
Each individual is considered in her 
social, marital and environmental con
text, in everything that may directly af
fect her health to a large or small degree. 
So it is important from the first visit that 
the dispensary workers should obtain a 
precise picture of the user's situation and 
start to build up an atmosphere of confi
dence which alone can encourage the 
user to take charge of her own health. 

The user begins by filling in a very full 
questionnaire on her medical and gynae
cological history- her periods, whether 
she has had children, what method of 
contraception she uses. Then two of the 
workers discuss the replies with the user 
and explain the purpose of the preventive 
gynaecological examination which she 
will have . 

This begins with palpation of the 
breasts as a first check for cancer. The 
woman is shown how to make this exam
ination herself, its importance is ex
plained to her, and she learns how to dis
tinguish the alarm signals. If a suspicious 
lump shows up, she is referred to a 
gynaecological polyclinic which will look 
after her case. Next comes the palpation 
of her abdomen, as a check that her 
digestion is normal. A urine analysis is 
made and her blood pressure is mea
sured . Finally, a vaginal examination. At 
this stage the user is given the speculum 
and is told how to place it herself. With 
the mirror and the pocket torch she can 
observe her own genital organs and the 
neck of the uterus. A sample of vaginal 
secretions is made as a check against in
fection and a swab is taken as a check 
against cervical cancer. The woman is 
encouraged to obtain a speculum herself 
and to make a regular inspection at 
home so as to be aware of any change 
that might suggest an anomaly. 

After the first examination, the user 
may choose between the standard treat
ment practised by all gynaecological ser
vices, or treatment by "alternative medi
cine", rather as a patient who goes to 
hospital in China can choose between the 
department of "Western" medicine or 
the department of traditional Chinese 
medicine, where treatment by acupunc
ture or medicinal herbs is available. 

An "alternative" treatment exists for 
most gynaecological problems. Thus, if 
the bacterial flora of the vagina has been 
destroyed following a decline in the 
woman's general condition or through 
taking antibiotics, with a resulting case 
of vaginitis, the bacteria can be reconsti
tuted by the application of lactoferments 
such as are used in making yoghurt. A 
cystitis which had resisted several 
months of treatment with antibiotics was 
cured in a matter of weeks by drinking 
three litres of liquid each day in the form 



Pre-natal exercises for mothers-to-be. This 
class is led by one of the Dispensary workers 
(on left of picture), who wears a patterned 
blouse rather than the traditional nurse 's white 
gown. (Photo WHO/J . Germain ) 

of an infusion of different herbs. One 
user explains that she successfully cured 
a case of trichomoniasis by the use of a 
clove of garlic. The use of other herbs 
such as artemisia, parsley or pennyroyal 
has proved effective in remedying late 
periods. 

But treatment is not everything at the 
dispensary, which also deals with 
requests for abortion, oversees the prog
ress of pregnancies and some births, and 
advises on family planning, arranging 
discussion groups on contraception, 
child care, menopause problems and so 
forth in which non-users can take part. 
The dispensary itself does not carry out 
abortions, but directs women who ask 
for one towards the appropriate public 
service which offers a therapeutic abor
tion covered by the health insurance sys
tem. A dispensary worker goes along 
with the user to help with these arrange
ments if required. 

The dispensary offers any family who 
wants it- provided home conditions are 

good- a delivery at home with the assis
tance either of a dispensary midwife or 
one from the city services. As often as 
possible, fathers too are associated with 
these activities. They are invited to the 
preparatory sessions before a delivery
which include psychological preparation 
for the birth, physical exercises and rel
axation- and they may even play an ac
tive role. "I can quote you an example of 
a father who cut the umbilical cord him
self', says Mrs Gramoni . After a home 
delivery, mother and child are observed 
every day for ten days, and the dispen
sary offers advice on paediatric care. 

Primary health care 

Although the dispensary practises 
secondary prevention, that is to say the 
early diagnosis of an already existing dis
ease, its interest first and foremost is in 
primary prevention, which can in itself 
effectively combat the alarming rise in 
the cost of health services. This simply 
means preventing people from falling ill 
by recommending better nutrition, better 
hygiene in their daily lives, and better 
working conditions. 

"If it is true what the experts say, that 
60 to 70 per cent of cancers are of 

environmental origin", comments Mrs 
Gramoni, "prevention ought to be 
applied to the environment itself rather 
than stopping short at early diagnosis. 
What is needed is to teach people how to 
stay in good health and that is something 
that cannot be done without their active 
participation. It is at that stage that the 
activities of our Women's Dispensary fall 
within the definition of primary health 
care . 

"This definition is clearly not quite the 
same thing that applies in the countries 
of the Third World, since the situation is 
quite different in the industrialized coun
tries. But there is a close parallel in the 
need for members of the community 
themselves to participate in health. This 
is becoming more and more apparent in 
a Western European country like Swit
zerland . This is a current which forms 
part of the much broader ecological 
trend. In view of the enormous demand 
from the population of Geneva, it is clear 
that the more humane and less 'medical' 
approach to health care offered by this 
dispensary, with its accent on preven
tion, is giving many women satisfaction, 
responds to a great need, and suggests 
a starting point for solving the crisis in 
the world's health care systems." • 
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So many like her 
Throughout the world, at 
national, regional and inter
national levels, planners are 
now developing strategies for 
achieving Health for All by 

the Year 2000, so as to ensure that 
"every citizen can lead a socially and 
economically productive life" . These 
strategies will vary according to the 
different health problems and priorities 
of the population, and will depend on 
each country's natural and man-made 
resources, and other factors. Looking 
ahead to the year 2000, we can hope to 
hear success stories of diseases eradicat
ed, and death rates falling rapidly. But 
those stories alone will not mean health 
for all. 

Approximately 125 million babies are 
born each year- indeed it is estimated 
that one-third of the population in the 
year 2000 has yet to be born! Millions of 
women in developing countries are preg
nant for a significant proportion of their 
adult lives. In countries like India, Indo
nesia, Mexico, Brazil, Nigeria and 
Morocco , these women on average give 
birth to a live child seven or eight times, 
while perhaps four or five pregnancies 
are never completed. In many countries, 
one fifth of adult women are pregnant at 
any given time. 

For these women, pregnancy and 
childbirth may be hazardous events . Al
though death rates from maternal causes 
are not well calculated in many coun
tries, we do know that in some areas they 
are over 100 times the rates of some 
developed countries. In some places, the 
rates may be over 500 per 100,000 live 
births, and rates over I ,000 per I 00,000 
are reported in parts of Africa . Illegally
induced abortion contributes to a large 
extent; in Latin America it is thought to 
be the cause of between one-fifth and 
one-half of all maternal deaths . In areas 
such as Africa and South Asia, about 
half a million women die every year from 
causes related to pregnancy and child
birth. That so many women are dying in 

In many parts of the world, as here in West 
Africa, women not only rear the children and 
do the housekeeping, but they do most of the 
work on the land too . 
( Photo WHO/ UN/FAO/G. Tortoli ) 

by Vicki Hammer 

childbirth or from illegally-induced 
abortions is tragic. But it is only one part 
of the picture. The health problems of 
those surviving are tremendous, affecting 
all aspects Of their health, and that of 
their children, for a very long span of 
time during their lives. 

A rural profile 
To illustrate this, let's look at a wom

an in a rural village and draw a profile of 
what her health state might be, and how 
pregnancy and childbirth have affected 
her. She's 35 years old. When she was 
born, her mother was malnourished and 
over-worked ; she was very small and 
low-weight at birth ; she grew slowly. 
During childhood she had little good 
food to eat- even less than her brothers. 
She was malnourished or undernour
ished most of the time. She could not go 
to school, as her brothers could, but 
remained at home with her mother to 
help with the housework and child
minding. 

When she became an adolescent, her 
pelvic bones were misshapen, and she 
was shorter in stature than might have 
been expected. As was the tradition, she 
was married early, and had her first baby 
when she was only 14, even before she 
had fully developed. It was a difficult 
birth, but she survived. Her second preg
nancy was aborted spontaneously. It was 
a painful event ; she was tired and weak 
afterwards. Her many subsequent preg
nancies occurred often, with little time in 
between to recuperate- to regain her 
strength or to replenish her body. On one 
delivery, she had so much bleeding that 
everyone was afraid she would never 
recover, and she had a high fever for 
days . She's been anaemic ever since, a 
condition aggravated by the hookworm 
she carries . During another pregnancy, 
she suffered a malarial fever , and abort
ed. During later pregnancies her nutri
tional state was very poor, and her fati
gue was draining her. She had so much 
work- with her children, keeping up the 
household, fetching the water, working 
in the local brick factory- she began to 
dread the next pregnancy. When it came, 
she went to a woman in the village for 
something to end it. She was very sick, 
but it worked. 

She breastfed all of her children, but 
many times it was difficult and tiring. 
Once, in order not to lose her job at the 
brick factory, she bottle-fed her infant. 
She didn't have enough money to buy 
enough powder so she diluted the little 
she had and her eldest daughter had 
the job of giving the bottle to the baby. 

- The baby died at four months, from 
diarrhoea. 

Like her mother before her, she never 
went to a health centre when she was 
pregnant. It was too far away and too 
foreign. She used the same traditional 
birth attendant (TBA) who delivered her 
and who helped her sisters. The TBA, un
aware of the importance of cleanliness, 
used a bamboo blade to cut the umbilical 
cord, and her unclean hands to extract 
the placenta. Thus, she suffered serious 
infections after childbirth . 

Though she survived those episodes, 
today, at 35, she still feels dull pains and 
soreness in her " belly" which flare up 
from time to time. 

During her rare menstrual periods she 
doesn ' t experience too much pain, but 
she is anaemic, and sometimes there is 
infection because she's not able to use 
clean enough "protection". Also, after 
so many pregnancies, she probably has a 
partial prolapsed uterus, which often 
causes her strong discomfort, especially 
after a hard day's work carrying bricks 
or large urns of water. 

Despite all her hours of work at the 
factory and helping the family working 
in the fields, there's never been enough 
food around. She does all she can to pre
pare the family's meals, but her husband 
and children must have the most, and she 
will manage. She is malnourished. 

She is a woman who cares desperately 
about her family and wants to limit her 
pregnancies. She heard about family 
planning from her sisters, but was always 
too afraid of her husband , who would 
never allow it. What would people think 
if she had no more babies, especially af
ter her last son died? Despite these fears , 
she once got some contraceptive pills, yet 
she felt so nauseated and had so many 
headaches (this was surely a punishment, 
she thought), that she stopped . 

This sketchy picture of one archetypal 
woman's health doesn 't make too many 
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headlines, and no one takes account of 
her pains from the infections that persist, 
from the prolapsed uterus, from the 
anaemia and malnutrition. No one pays 
much attention to her fatigue. She 
doesn't go to the health centre to com
plain about them- after all, that's nor
mal. But the next time she aborts, or the 
next time she is pregnant, she may die. 
The next time, the dull pains from infec
tion may not subside but may become 
an acute case of pelvic inflammatory 
disease ; there will be no surgeon to 
save her life. 

How does such a woman fit into 
strategies for health for all? What does 
primary health care mean to her, or to 
her daughter, already pregnant for the 
first time? 

From the point of view of WHO's pro
gramme approaches, strategies for health 
for all will mean a new kind of health 
care for mothers. Maternal care within 
primary health care (PHC) will respond to 
women's total needs and problems. It 
can no longer be considered a special ser
vice, treating each pregnancy as if it hap
pens in isolation, divorced from the real 
world in which they live or unconnected 
with the other aspects of their health and 
that of their children or family. Care has 
to have continuity throughout the whole 
cycle of growth, development and repro
duction , and must ensure that families 
have contact with PHC workers on a reg
ular basis. It will mean a health care for 
mothers and children very different from 
the old-style basic health services, when 
the maternal and child health (MCH) 
clinic m(ght only open its doors in the 
morning (when women are working 
the hardest), and then only a few times 
a week. MCH care in primary health care 
encompasses all levels of activities-in 
the family, the home, the community 
and the health facility. It is not a service 
delivered to mothers and children, and 
delivered by health professionals only. 

Left: 
Work which in some countries would be 
regarded as heavy manual labour and there
fore reserved for m en, is often cheerfully 
undertaken by women- like these building 
workers in India. If in addition to this work a 
woman must also care for a growing family 
and look after her husband and her home, she 
will begin to dread the next pregnancy. 

Facing page: 
Again in India , a traditional midwife examines 
a mother-to-be. Many countries now train 
their traditional birth attendants in the use of 
hygienic procedures and techniques to prevent 
infection. Such women can then play a positive 
role in reducing the mortality and morbidity 
within their community. 
(Photos WHO/ILO and WHO/A.S. Kochar) 



The fact is that women have always 
been the main health care providers 
throughout the world; what they do in 
the home for themselves and the family 
constitutes the bulk of MCH care activi
ties. Primary health care, however, does 
not mean merely giving recognition to 
this fact ; it means that support is given 
through intensive education and infor
mation to families-women , men and 
children- about healthy practices, mak
ing the technical knowledge available 
that was previously kept "behind closed 
doors". 

Women are not passive targets ; nor 
are they just mother-carers in the home. 
The participation of women and wom
en's organizations as partners in commu
nity health actions is crucial. In India 
and Bangladesh, the community-based, 
women-to-women networks are seen as 
effective ways to provide family planning 
information , supplies and follow-up sup
port. Mothers ' clubs in Korea are active 
family planning and MCH care " provid
ers". Women from the National Union 
of Women in Mali , from the women 's 
organizations in Samoa, and so on, 
are part of the communities' cadres of 
primary health care workers. 

MCH care will not require intricate fetal 
monitoring machines and wires; it will 
not include potent drugs to induce 
labour, or anaesthesia during normal 
deliveries. MCH care will include those 
tools and actions which aim to prevent 
problems, which are suited to people's 
culture and life-style ; and which can ef
fect appropriate treatment when needed . 

Many methods of MCH care rely on the 
sound practices of tradition . Perhaps 
ironically, scientific research has only 
recently begun to "prove" their effective
ness . For example, recent research in ob
stetrics now concludes that the sitting or 
squatting position for delivery that is 
common to many traditional societies is 
better than the lying-down position- a 
position encouraged by male obstetri-

cians since childbirth became. a medical 
specialty in the 18th century. In 1979, 
during a symposium on "Recent Prog- · 
ress in Perinatal Medicine", there was 
agreement that women who were either 
walking or sitting at the beginning of 
labour, and in a sitting position for deliv
ery, had a considerably shortened labour 
period in comparison to those women 
who remained lying down. Also, the 
research showed that babies born of 
women who had been in a sitting posi
tion had better oxygen levels. 

Techniques for monitoring pregnancy 
are promoted through health educa
tion- techniques which can best be done 
by women or families themselves. In 
China, in a recent Shanghai programme, 
fathers and mothers were taught how to 
keep a check on the progress of the preg
nancy through regular physical measure
ments of the height of the uterus, listen
ing to the fetal heart beat, and counting 
the number of kicks of the fetus at regu
lar times during the day. Village health 
workers in Malaysia and local midwives 
in Turkey are being trained to identify 
risks, so that those women with potential 
problems can receive the special care 
they may need. In many countries, tradi
tional birth attendants are being trained 
in techniques to prevent infections (such 
as using clean instruments), how to avoid 
excessive bleeding, and how to observe 
hygienic procedures. 

Other technologies such as immuniza
tions and family planning are preventive, 
future-oriented actions which can have a 
great impact on reducing mortality and 
morbidity among women and children. 

MCH care in primary health care is not 
limited to actions of the health system. 
Educational and literary programmes, 
for instance, have been important health 
vehicles. Improving women's nutrition 
before and during pregnancy and while 
breastfeeding requires action in all 
spheres, including the agricultural, in
dustrial , educational and other sectors. 

Several programmes in countries such as 
Botswana, Kenya and Ghana have 
shown that with support from agricul
tural extension workers and credit facili
ties, women's groups have been able to 
improve their food production, with pos
itive effects on their personal income and 
on their nutritional status. 

Improving maternal nutrition , howev
er, involves more than increasing food 
intake. Energy expenditure is also part of 
nutrition and is especially important dur
ing the last three months of pregnancy. 
The workload of women, particularly in 
developing countries, leaves little time 
for rest at such times. While maternity 
leave has been instituted in most devel
oped countries, in most developing coun
tries legislation and resources are lack
ing ; and the feasibility of applying this 
type of measure for most of the women 
who need it is questionable. 

In this issue we ·have looked at just 
a few aspects of health in just a few 
regions of the world. The scale of 
operations which will slowly but 
surely carry the Member States of 
the World Health Organization for
ward towards the goal of Health for 
all can hardly be expressed in a sin
gle issue of World Health. In the 
months to come, we will return 
again to other aspects of public 
health, including the role of 
research and its application in pro
motion of primary health care, and 
further examples of how health ser
vices can be successfully provided 
to millions who at present have ac , 
cess to no care of any kind . Since 
1981. is the International Year of 
Disabled Persons, we shall also 
return to the subject of preventing 
disabling diseases and injuries, and 
of rehabilitating those who already 
suffer from physical and mental 
handicaps. 

Educational programmes are needed 
to change attitudes about women's 
workloads (including household work, 
h~alth care and childrearing) so as to 
bring a better balance and sharing of re
sponsibilities and tasks between women 
and men . New ways to support commu
nity networks for the day care of children 
should be found. These, as well as other 
community-based social measures that 
are appropriate to local situations, have 
to be promoted as part of M CH care to 
support women and to ensure that they, 
together with men , " lead a socially and 
economically productive life" in the 
year 2000. Such measures will represent 
an investment in both the present and 
future generations. • 
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As recently as December 
1980, an article in World 
Health pointed out that, un
less people take the right pre
cautions, hospitals still risk 

becoming breeding-grounds for disease . 
So these words still apply nearly 120 
years after they were written by the 
woman who in effect founded modern 
nursmg. 

Born in Florence, Italy, in 1820-
hence her first name- Miss Nightingale 
was horrified by what she saw in the 
cholera- and dysentery-infested hospitals 
of the British army during the Crimean 
War of 1853-56. She may have put rather 
too much faith in the healing powers of 
fresh air and whitewash, but at the time 
she wrote she was surely correct in won
dering whether hospitals " may not have 
generally increased, rather than dimin
ished, the rate of mortality- especially 
of child mortality". 

She was certainly a woman of great 
vision, and in foreseeing the value of 
treating " the poor" in their own 
homes- provided they have access to 
health care- she was virtually predicting 
the coming of Primary Health Care, the 
concept which WHO believes can ensure 
Health for all by the year 2000. 

In her " Notes on Nursing", first pub
lished in 1859, the woman whom the sick 
and wounded soldiers beside the Black 
Sea used to call "The Lady with the 
Lamp" wrote: "There are five essential 
points in securing the health of houses: 
Pure air, Pure water, Efficient drainage, 
Cleanliness, and Light. " If by pure air 
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Health is a way of life 

"There is a growing conviction that in all hospitals, even in those 
which are best conducted, there is a great and unnecessary waste of 
life; and that, as a general rule, the poor would recover better in their 
own miserable dwellings if they had proper medical and surgical aid, 
and efficient nursing, than they do under more refined treatment in 
hospitals." · Florence Nightingale, 1863 

Florence Nightingale, 1820-1910. 

and light she meant what today we call a 
good environment, she was saying just 
what WHO says today- that health is 
not just hospitals, doctors and drugs, but 
everything that we understand by " the 
quality of life". 

She went further. " In life insurance 
and such like societies, were they instead 
of having the persons examined by a 
medical man , to have the houses, condi
tions, way of life, of these persons ex
amined, at how much truer results might 
they arrive! W. Smith appears a fine hale 
man, but it might be known that in the 
next cholera epidemic he runs a bad 
chance. Mr and Mrs J. are a strong heal- · 
thy couple, but it might be known that 
they live in such a house, in such a part 
of London , so near the river that they 
will kill four-fifths of their children; 
which of their children will be the ones to 
survive might also be known." 

She said interesting things too about 
diet- very much in line with the article 
on sensible foods which appeared in our 
December issue. " It is very seldom in
deed", Miss Nightingale wrote, " that by 
choosing your diet, you cannot regulate 
your own bowels ; and every woman may 
watch herself to know what kind of diet 
will do this ; I have known deficiency of 
meat produce constipation, quite as of
ten as deficiency of vegetables; baker's 
bread much oftener than either. Home 
made brown bread will oftener cure it 
than anything else. " 

Her "Notes on Nursing" have just 
been reissued (by Churchill Livingstone , 

of Edinburgh, London and New York) 
with a companion volume of up-to-date 
comments written by Miss Muriel Skeet, 
a WHO Consultant on Nursing. Miss 
Skeet says of "The Lady with the Lamp" 
that "she was avant-garde inasmuch as 
she wrote of the dietary value of bran, 
long before today's nutritionalists" . Miss 
Skeet adds that Florence Nightingale 
" feared the physician's interference with 
nature and believed that both the physi
cians and the nurses of her time were ig
norant about the fundamentals of health. 
She decried their over-rid ing interest in 
disease and their relative indifference to 
helping people to achieve and maintain 
good health. 'The very elements of what 
constitutes good nursing are as little un
derstood for the well as for the sick'." 

Primary Health Care means that 
health care must reach not just the top of 
the wealth pyramid but the bottom- all 
those millions who still have no access to 
doctors or hospitals or drugs ; that it 
must be Health for All. This is what Flo
rence Nightingale wrote 120 years ago: 
" If we were to take, as a principle, that 
all the climates of the earth are meant to 
be made habitable for man, by the efforts 
of man , the objection would be imme
diately raised- will the top of Mont 
Blanc ever be made habitable?" (She 
chose the highest point of the Alps as her 
symbol.) "Our answer would be, it will 
be many thousands of years before we 
have reached the bottom of Mont Blanc 
in making the earth healthy. Wait till 
we have reached the bottom before we 
discuss the top. " J.H.B. 



Help the helpless! 
As you probably know, 1981 has 
been called the International Year of 
Disabled Persons. Throughout this 
year, all the member countries of the 
UN and its agencies, including 
WHO, will be making special efforts, 
not only on behalf of people who 
are already suffering from physical 
or mental handicaps, but also on 
behalf of everybody else-to try to 
make sure that nobody unnecessari
ly becomes a disabled person . 

There are many ways of helping 
to prevent accidents . Wherever 
there is busy traffic, people should 
be taught road safety. lt may seem 
an obvious thing to look both ways 
before crossing the road, but every 
year thousands of people, and espe
cially children, are killed and many 
thousands more are disabled for life 
in traffic accidents . 

Wherever there is · deep water, 
people are going to fall into it. So 
learn to swim : one day it may save 
your )ife! 

Our homes can be places of risk. 
Such danger spots as wells and fire
places should be protected so that 
people don't fall into them. Oil 

A ll children should learn to swim. 

lamps and stoves call for special 
care in using and handling . All these 
fairly obvious precautions are the 
sort of thing that leaders of the 
community should take care of
whether the community is a tiny 
village far from anywhere or a 
crowded suburb in some big city. 

The drawings on this page come 
from " Training the disabled in the 
community", a manual just pub
lished by WHO and compiled by 
E. Helander, P. Mendis and G. Nel
son . This manual doesn 't only ad-

Use a safety -belt when you climb 
tall trees. 

vise people on how to prevent dis
ablement. lt also includes separate 
sections suggesting how planners, 
community leaders and teachers can 
help people who suffer under 
various kinds of disability : those 
who have difficulty in hearing, 
speaking, seeing or learning ; those 
who can only move with difficulty ; 
those who have fits or who behave 
strangely. All · these people need 
your help-and this Year of Dis
abled Persons is as good a time as 
any to start helping them. 

Imagine that you had been born 
blind, or could only see a very small 
part of the world around you. As our 
drawing shows, the child's mother 
or father, or a teacher, can use 
bells-or anything else that makes a 

Children who cannot see well can 
learn f rom sounds. 

loud noise-to help a blind child to 
learn about distances and direc
tions . 

Blind , deaf or lame people are 
particularly at risk when they cross 
busy roads . These people need your 
help. Imagine their problems, too, 
when they travel by bus . You can 
help such people by telling them 
which is the right bus, and how to 
know when it is time to get off. 

Above all-be patient and toler
ant. People can 't help being dis
abled. They want to share as much 
as possible in all the pleasures you 
enjoy. The International Year of the 
Disabled is your opportunity to help 
the helpless. • 

Good road safety training may save 
your life. 
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Health for All strategy: 
set for endorsement 

. This May a global strategy aimed at 
achieving the goal of "Health for All by 
the Year 2000" is expected to be debat
ed and then endorsed by the World 
Health Assembly. 

When that occurs, a major step in the 
process begun in September 1978, with 
the Declaration of Alma-Ata, will have 
been taken . Meeting over two years 
ago, in the city in the Soviet Union that 
gave the Declaration its name, partici
pants pledged to work towards a re 
orientation of their countries' approach 
to health based on the principles of 
primary health care. 

lt is not uncommon for strategy to be 
decided after a two- or three-week in
ternational conference. Such was nei
ther the aim, nor the case at the Interna
tional Conference on Primary Health 
Care. Thus, the strategy that Assembly 
delegates will be asked to consider has 
been developed through a painstaking 
process of review and consultation at 
national and regional levels. 

Among milestones set as countries 
strive for the goal of health for all are 
these: 

Ensuring enough of the right kind of 
food for all by 1985; providing essential 
drugs for all by 1986; providing an ade
quate supply of safe drinking water and 
basic sanitation for all by 1990; and im-
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munizing children against six common 
diseases-measles, whooping cough, 
tetanus, polio, tuberculosis and diph
theria-also by 1990 . 

Indicators developed to 
measure health progress 

A number of health indicators have 
been developed to enable countries to 
mec,sure and monitor progress as they 
work towards the goal of providing care 
for all of their people. 

Among the indicators, listed in a 
report presented at the recent sixty
seventh session of WHO's Executive 
Board, are the following: 

Health policy indicators, foremost 
among which is political commitment. 
"Political commitment is essential for 
the attainment of health for all", the 
report says, the single most important 
indicator of political commitment being 
"the allocation of adequate resources, 
which may in fact necessitate substan
tial reallocation of resources." 

Social and economic indicators. 
For instance, the rate of population in
crease, the gross national product, 
income distribution, adult literacy, hous
ing, and the availability of food . 

Provision of health care indica
tors. For instance, the availability, 
accessibility, and quality of health care 
provided. 

World Health Day 1981 \b== 
The World Health Day poster for 1981 
was contributed by the International 
Green Cross, and may be ordered free 
of charge from: Division of Public Infor
mation, WHO, 1211 Geneva 27, Swit
zerland. 

Health status indicators. For in
stance, nutritional status, infant and 
child mortality rates, life expectancy, 
and maternal mortality rate. 

"Each country will decide on its own 
norms", the report says by way of ex
ample, "but a minimum life expectancy 
of 60 years or more at birth, and a max
imum infant mortality rate of 50 per 
1 ,000 live births are suggested as indi
cating that the health status of the pop
ulation is becoming a decreasing bur
den on individual, family and communi
ty development." 

The report also says: "lt is particular
ly important to select a small number of 
national indicators that have social and 
political punch, in tbe sense that people 
and policy-makers will be incited to 
action by them." · 

New Regional Director 
for South- East Asia 

Dr U Ko Ko, of Burma, has been ap
pointed Regional Director of WHO's 
Office for South- East Asia in Delhi, be
ginning a five-year term on 1 March. 

The new appointee joined WHO 
13 years ago, in 1969, as adviser in 
community health services. Three years 
later, he became Assistant Director, and 

A need to see the priorities clearly and to act on them. 

· in 1978, Director of Programme 
Management for the Region, moving 
from the latter position to the regional 

(Photo WHO) directorship. 
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Before his WHO career, he was with 
Burma's ministry of health for 16 years, 
working from 1954 as a medical officer 
at the district level. In 1961, he was 
named Assistant Director, Health Ser
vices, and three years later, Deputy 
Director, a post he held before recruit
ment by WHO. 

In 1968, as a representative of 
Burma, he was elected a Vice- President 
of the World Health Assembly. He has 
been a member of WHO's Executive 
Board, and of WHO~s Expert Advisory 
Panel on Cholera. 

Dr U Ko Ko, Regional Director for South-East 
Asia. (Photo WHO/D. Henrioud) 

Dr Ko Ko received his medical degree 
from the University of Rangoon in 
1953. He also holds diplomas from the 
University of Edinburgh, 1956, awarded 
in public health, and from the London 
School of Hygiene and Tropical Medi
cine, 1957. From 1966 to 1969, he was 
also professor of preventive and social 
medicine at the Institute of Medicine 11, 
Rangoon. 

He was appointed Regional Director 
in January by WHO's Executive Board. 
He succeeds Dr V. T. H. Gunaratne, of 
Sri Lanka, who has held that post since 
1968, and who has been named the 
Region's Director Emeritus. 

In the next issue 
The April issue of World Health has no 
single theme, but will deal with a 
number of different public health 
problems which face governments 
and health services in various parts of 
the world . 

The articles will include a descrip
tion of how Mozambique faced up to 
and curbed an outbreak of cholera, 
and an account of the kind of diet that 
would be appropriate for elderly peo
ple. Other contributions to this issue 
will relate directly to the International 
Year of Disabled Persons, to which 
the entire January edition of the 
magazine was devoted. 

News in brief 
• To make the point in yet another 
way, the United Nations served neither 
wine, nor champagne to dignitaries as
sembled recently in New York for the 
launching of its Water Decade-but 
water. 

In proposing a toast to startled offi
cials, at first uncomfortable with glasses 
of water in hand, Mr Bradford Morse, 
Administrator, UN Development Pro
gramme, said: "This is a glass of pure 
water. A glass of pure water in appre
ciation of the fact that we have pure 
water to drink." 

The point: Some 2,000 million others, 
mainly in the developing world, do not. 
About $30,000 million is estimated as 
required to be spent annually to meet 
their needs and the goal of providing 
water supplies and sanitation facilities 
to all by 1990. 

• An international "rumour registry" 
kept by WHO has logged 142 entries 
reportedly of smallpox from 52 coun
tries over the past three years. On inves
tigation, all proved to be anything but · 
smallpox. 

The disease most commonly mis
taken for smallpox was chickenpox, of
ten confused because of the similarity 
of some symptoms, as in Italy in mid-
1980. Investigators also found measles 
or scabies, but more frequently nothing 
but a false alarm. 

The world's last case of smallpox oc
curred in Somalia in October 1977, and 
the disease was officially declared erad
icated in May 1980 by the World Health 
Assembly. A resolution adopted then 
however urged maintenance of an in
ternational registry, and a thorough 
check of each rumour. 

e ,• WHO has released seven new films, 
tied to the 1981 World Health Day 
theme of "Health for All by the 
Year 2000". Six depict primary health 
care programmes in developing coun
tries, and one, in Finland, thereby un
derscoring the point that the concept is 
applicable everywhere. Details : 

Finland: The Story of Kauko, 25 min ; 
Ghana: Sankofa, Tradition and Devel
opment, 45 m in ; Kenya: Health, a 
Human Right, 30 min; Mexico: Bueno 
Camino, 30 min; Mozambique: Medi
cine of Liberation, 30 min; Thailand: 
Water for Thailand, 30 min ; Viet Nam : 
The Most Precious Property, 40 min. All 
16 mm, colour, but two prices : For 
30 min. films, $330; for others, $495. 
The WHO film unit takes orders. 

• With the admission of St. Lucia, in 
the Windward Islands, from 11 No
vember 1980, total membership of 
WHO is now 156, and of its Americas 
Region, 29. D 
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First aid for injuries: All part of the training for health auxi/iaries
promotoras-in Colombia. · (Photo WHO/P. Almasy) 


