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CHANGES
IN HEALTH CARE STRATEGIES IN
COSTA RICA!

INTRODUCTION

As a result of developments
that have taken place in Costa Rica from
1970 through 1985, general health has
improved so greatly that our country can
cuttently pride itself on health indicators
similar in many respects to those of the
developed countries. In its 1985 report
on child health, UNICEF listed Costa Rica
among the 30 countries of the world with
the lowest infant mortality and the long-
est life expectancy at birth. This select
group of countries included only two
that were underdeveloped-——Cuba and
Costa Rica (7). Another surprising fact is
that Costa Rica’s average per capita in-
come is lower than that of any countty in
this group, being thousands of dollars
lower than the average per capita income
in most of these countties (1).

As Table 1 shows, as of 1983
ot 1984 life expectancy at birth in Costa
Rica was 73.4 years; general mortality
was 3.9 deaths per thousand inhabitants
per year, and infant mortality was 18.6
deaths per thousand live births. In addi-
tion, mortality among children one to
four years old was one death per thou-
sand children per year; and maternal

' This article was published in Spanish in the Bolezin de
la Oficina Sanitaria Panamericana, vol. 102, no. 3,
1987.

2 Formerly Minister of Health of Costa Rica. Currently
Chief of Surgery, Social Security System of Costa Rica.
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mortality was 0.3 deaths per thousand
births (2-6). How these favorable condi-
tions were created and sustained in a
small (population 2.5 million) and eco-
nomically disadvantaged country with an
external debt of four billion US dollars is
the subject of this article.

During the 1970s Costa Rica’s
major health problems were high infant
morbidity and mortality caused in part
by widespread poverty and ignorance
and in part by a lack of well-defined na-
tional health policy guidelines. This situ-
ation began to change as a result of new
health strategies and socioeconomic im-
provements that produced a series of
concrete measures beginning around
1970 and continuing until 1980. This
conjunction of favorable circumstances
included among its more important ele-
ments an increase of literacy to 92% and
growth of the gross domestic product at
an annual rate that approached 9% in
1977 and stll remained positive (at
1.24%) in 1980 (7).

As of 1980 the national cut-
rency remained strong at 8.57 colones to
the dollar; the Central American Com-
mon Market was still functioning well;
and the country’s traditional exports
(coffee, cocoa, bananas, sugar, meat, and



TABLE 1. Infant mortality, total mortality, fife expectancy at birth, and population data for Costa Rica in various years

from 1928 to 1984,
1928 1937 1960 1970 1983 1984

infant mortality (deaths per

thousand live births) 166 141 61.5 18.6
Total mortality {deaths per

thousand inhabitants)? 23.2 18.2 6.6 3.9
Total deaths? 11,332 11,032 12,000 9,432
Life expectancy at birth

(in years) 63 73.4
National population 429,541 606,581 1,727,367 2,435,000

a See references 11, 15, and 76.
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no army, the country incurred no military
expenditures. The result of all this wasan
economic boom that accelerated Costa
Rica’s development and made it possible
to pursue many lines of action in the
health field, with the result that many of
the previously existing health problems
wete resolved.

Among other things, local
funds and external loans were used to
carry out an extensive program of utban
and rural water supply system construc-
tion, to conduct vaccination campaigns,
and to establish regular programs of per-
manent immunization. Rural health and
community health programs were estab-
lished with numerous primary care com-
ponents to support health measures serv-
ing the most vulnerable rural and urban
populations. The country’s social security
system, the Caja Costarricense de Seguro
Social (CCSS), extended the coverage of
its services by building hospitals and clin-
ics throughout the country. By 1983 the
proportion of the population supplied
with drinking water had risen to 92%,

and that provided with sanitary facilities
for excreta uleUbd.l had risen to 94% in
urban areas and 70% in rural areas (29).
Regarding health services, there were an
average of 2.8 health consultations per
inhabitant, 11.5 hospital discharges per
100 inhabitants, and three hospital beds
per 1,000 inhabitants (8).

Unfortunately, however, Cos-
ta Rica did not escape the economic crisis
that has enveloped the developing
world; indeed, it is still immersed in that
crisis with no short-term or medium-
term prospect of relief. In 1983 the gross
domestic product shrank by 4.66%, and
by the end of the year the colén had been
devalued until it stood at 50 to the
dollar.

This situation had an impact
on all health activities, and the plans to
fully universalize the services of the social
security system so as to include the indi-
gent by 1982 could not be realized—
partly because the very poor (consisting
of some 18% of the national population)
generally had no regular employment
and tended to live in small communities
in remote and inaccessible areas. Indeed,
maintaining the existing social security
system’s efficiency, effectiveness, and
coverage (78% of the population was in-
sured) was very difficult. For one thing,
the nation’s hospitals and clinics were
heavily dependent for their technology
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on equipment, materials, and drugs im-
ported from abroad at a time when the
country lacked foreign exchange and the
US dollar cost a great deal more than it
had in 1980. Also, the hospitals were re-
questing progressively more sophisti-
cated technology, motivated by a reason-
able desire to provide better service to
their users. However, such technology
was expensive, and expenditures had to
be assigned to areas where they would do
the most good.

Confronted with this situa-
tion, it was necessary to seek a reduction
in the length of hospital stays—or at least
to prevent them from lengthening exces-
sively. This could only be accomplished
by helping people to avoid illness by
means of preventive measures and by a
judicious selection of patients for hospi-
tal admission based on a reorganization
and reorientation of outpatient services.

Accordingly, as Table 2 indi-
cates and despite growth of the popula-
tion, the number of hospital beds has
been decreasing in close correlation with
the improvement in the health of our
people (9). This decline is regarded as a
genuine indicator of progress, for we
have come to the conclusion that an over-
abundance of hospitals or of beds in
them (as in the developed countries)
does not really imply that health care is
good, but rather that much attention is
given to treating illness, and that if the

country’s health indexes are good, the
health resources involved are being mis-
managed (10). Thus, with overall health
improving, a poor country like ours can
represent an exception to the general
trend; and indeed we expect, batring un-
foreseen disasters, that no more hospitals
will need to be opened in Costa Rica for
the time being (71, 12).

Regarding the social security
system, as of 1985 the Costa Rican Social
Security System was spending 65% of its
budget for illness and maternity care on
hospital services alone; this was a situa-
tion that needed to be corrected (3, 5,
13). Also, it should be noted that until
1982 the social security services had oper-
ated on the pattern of social security in-
stitutions everywhere; that is, they were
organized essentially to treat illness. It
can almost be said that they functioned
passively in admitting and healing pa-
tients without attempting to prevent dis-
ease and without having any cost con-
tainment strategies, for they could have
afforded—but never took—extensive
measutes to prevent their subscribers
from falling ill.

For this reason, social security
expenditures wete growing fast—so fast
that they seemed destined to outstrip

TABLE 2. The total numbers of hospital beds in Costa Rica and pediatric beds in San José, the number of hospital
beds per thousand inhahitants in Costa Rica, and the average length of a hospital stay in Costa Rica in various years
from 1960 to 1985. Between 75% and 80% of these hospital beds were occupied (9).

1960 1970 1978 1979 1983 1984 1985
No. of hospital beds in Costa Rica 7,520 7,069
No. of pediatric beds in San José 630 408
No. of hospital beds in Costa Rica,
per thousand inhabitants 45 3.9 2.9
Length of average hospital stay
(in days) 79 6.8




both the institution’s income and the
country’s means (13). In this vein, it
should be mentioned that the social se-
curity administration has been providing
levels of care and rehabilitation that are
very high for a developing country, cur-
rently providing real coverage for more
than 80% of Costa Rica’s people and
thereby exceeding the extent of this type
of medical insurance provided by any
country of the Americas except Canada.

At the same time, the pre-
dominant pathology in the country has
been changing, so that the leading
causes of death have become cardiovas-
cular diseases (19.7%), malignant tu-
mors (19.7%), cerebrovascular diseases
(7.2%), accidents (6.9%), and perinatal
diseases (6.7%) (6). This pathology (see
Figure 1) calls for relatively more expen-
sive health measures, modification of

FIGURE 1. Principal causes of death in Costa Rica grouped into major categories, 1970-1982.
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deep-rooted customs and habits, and es-
tablishment of effective prevention ar-
rangements based on education and
(when the pathology cannot be avoided)
early diagnosis. In addition, inflation
and the decline of the national currency’s
purchasing power are lowering the gen-
eral standard of living and creating pov-
erty—a situation that could prompt a re-
surgence of communicable diseases and
undernutrition, especially among infants

(14).

It must also be considered
that much of the increase in health
budgets has gone to pay wage increases,
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with the result that the amounts allo-
cated for so-called “services” are propot-
tionally lower than those of previous
years if one allows for a population
growth that has increased the demand
for services (11).

THE NEED FOR CHANGE

In view of the foregoing, it
was concluded that there was a need to
change the otganization and operation
of the country’s health services. Within
the scope of current guidelines, we there-
fore set out to create a system for the
delivety of pteventive and health care
services that would be balanced in its
coverage and resources and that would
cause participating institutions to pro-
gressively integrate their operations un-
der a single National Health Plan. This
system was especially designed to make
better use of the available resources by
setting clear-cut priorities and avoiding
costly duplication.

Thanks to the integration of
the social security and health ministry
services made possible this way, we have
achieved neatly universal health cover-
age, with more than 96% of the national
population enjoying access to medical
services provided by the Social Security
System with the support of the Health
Ministry (4). We have also stepped up
our short-term health promotion and
disease prevention work through the
Ministty of Health and have sponsored
mass media announcements and educa-
tional advertising about tobacco, drink-

ing, obesity, hypertension, breast-feed-
ing, etc., that have been paid for by the
Social Security System.

Of all the nation’s health ser-
vices, those directed at disease preven-
tion are regarded as having done the
most to improve health indexes, particu-
latly by reducing infant mortality.
Within this context it appears that hospi-
tal care, however highly developed and
scientifically advanced, can do little
against the causes of disease; and, while
it can restore health, it actually contrib-
utes very little to health preservation
(17). Moreover, the new diseases that be-
set us, and that coexist with our tradi-
tional pathologies, are still closely associ-
ated with poverty, malnutrition, lack of
safe water, and an unhealthy, polluted
environment. And finally, conventional
medicine and its ways of cating for the
sick fail to provide an effective response
to such problems as drinking, lack of ex-
ercise, smoking, poot diet, drug abuse,
catelessness during pregnancy, and irre-
sponsible driving—which are not dis-
eases but bad customs and habits.

Therefore, the greatest prog-
ress has been made by applying tech-
niques of no great technological com-
plexity that have been well-suited to our
present situation and responsive to our
needs. More specifically:

® Diarrheal diseases once posed
severe and costly health problems leading to
serious complications, and in many cases re-
quired hospitalization. These are now being
dealt with effectively in most cases with oral
rehydration salts, which have been made
available in inexpensive envelopes to the en-
tite population, however distant from hospi-
tals and clinics, at health posts throughout
the country (18).

® Health education regarding
nutrition and care of expectant mothers,
newbotns, and small children has distinctly
reduced morbidity and mortality. The
accompanying increase in breast-feeding has



done more than any drug, procedure, or
group of physicians to improve child
health (19).

® Polio, diphtheria, whooping
cough, tetanus, and measles have been con-
trolled by vaccination and not by hospitals.
Amebiasis, typhoid, paratyphoid, typhus,
and intestinal parasitic diseases have been
substantially reduced—primarily through
improved environmental sanitation and the
increased availability of safe drinking-water
supplies and sanitary latrines.

¢ There has been no diphtheria
ot polio for more than 12 years. In 1985 the
National Children’s Hospital (Hospital Na-
cional de Nifios), to which cases of pediatric
pathology are brought, recorded only one
death from pertussis and none from any
other classic communicable disease. There
has been no case of measles in the country for
more than a year.

® A simple treatment with ben-
zathine penicillin is administered promptly
to any child in the countty in whom relapsing
tonsillitis is detected, thereby averting the se-
quelae of rheumatic fever and the complex,
costly medical treatment and surgery that was
once required.

® As a result of education in re-
sponsible parenthood—including good pre-
natal, postnatal, and supplementary feeding
practices—undernuttition has been eased
and third-degree malnutrition has been
eliminated (79). These measures have also
helped to teduce disease in both mothers and
children. Every day more than half a million
children under 12 years old receive supple-
mentaty food—those seven to 12 in school
dining rooms and those under seven in edu-
cation, health, and nutrition centers
throughout the countty. Supplementary food
is also distributed to thousands of poor ex-
pectant mothers. Regarding birthweights,
92% of all newborns weigh over 2,500 g at
birth.

® Education of mothers on the
dangers of drinking, smoking, taking drugs,
and other injurious habits during pregnancy
has been of inestimable value in protecting
infants against being born sick, in averting
the serious consequences of exposure to infec-
tion and needless X-rays, and in reducing the

hazards posed by pregnancies that are too
closely spaced or begun too early or late in
life.

e Malaria (which formetly at-
tacked thousands, reduced productivity
through illness, necessitated expensive treat-
ments, and claimed a significant number of
lives) has been controlled by preventive and
epidemiologic surveillance measures. The
same is true of dengue and yellow fever,
which have disappeared from the country
with the eradication of the Aedes aegypii vec-
tor mosquito.

On the other hand, we are
now in the throes of a galloping, chaotic
urbanization and industrialization,
mounting motor vehicle emissions, and
pollution of rivers by coffee processing
plants and sugar mills—all of which are
degrading the environment and creating
hazards to health and life. To date, the
measures taken to counteract these
trends have been insufficient.

Also, the fringes of metropol-
itan San José are now dotted with about
16,000 delapidated huts whose tenants
lack fixed employment, adequate food,
and decent excreta disposal systems.
These slum-dwellers constitute a subcul-
ture that is perennially exposed to illness,
and one that requires measures not only
to protect health but also to remedy so-
cial problems (regarding education, jobs,
housing, etc.)—measures that are not
being carried out as fast as necessary.

We thus face the dual chal-
lenge of preserving our gains and coping
with the new diseases that have emerged
in our midst while limiting ourselves to
the relatively meager resources allowed
by the economic crisis. An important
point to note here is that the health pro-
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motion and disease prevention work
done so far has benefited the social secu-
rity system both directly and indirectly
by helping to reduce the numbers of se-
verely ill and wiping out a host of dis-
eases that once burdened us and would
have requited hospitalizations and in-
cieased expenditures for medical set-
vices. Thus, as of 1984—with 16 years to
go until the year 2000—Costa Rica has
pulled ahead of most developing and
even some developed countries in the
health field and has exceeded most of the
health goals set by the World Health Ot-
ganization for the end of the century.

INTEGRATION
OF THE HEALTH SERVICES

At this point a little more
should be said about what is currently
going on in the health sector. The health
sector, by both law and organization, is a
composite establishment consisting of
the Ministry of Health, the Costa Rican
Social Security System, the National In-
surance Institute, and the Costa Rican
Institute of Water Supply and Sewerage;
the sector also operates with the partici-
pation of the Ministry of Planning (4,
20, 21).

The Minister of Health is di-
rectly responsible for coordination of the
sector. His acts and intetventions in all of
the aforementioned institutions are
based on the Law on Public Administra-
tion and on executive dectees that assign
him additional powers and responsibili-
ties (21-24). The Minister also uses the
National Health Council in this work
and relies on the Sectoral Executive Sec-
retariat for coordination and implemen-
tation of actions within the sector.

At present a national health
system is being established through inte-
gration, starting with integration of the

Ministry of Health and the Social Secu-
tity System. The intention is not to bring
the two institutions together under the
same roof, but to integrate their re-
sources, operations, and programs.

This integration has so far
been accomplished in 60% of the coun-
try, and evaluations have led to the iden-
tification of factors tending to hinder the
process as well as factors tending to pro-
mote it. These factors differ from region
to region and even from town to town,
depending largely upon variations in
economic development, local culture,
geographic location, community leader-
ship, and the readiness of health sector
personnel to carry out the integration.

It is considered that the
health system the country needs should
no longer be geared to construction of
hospitals for healing the sick, but must
tend toward establishment of an infra-
structure dedicated primarily to prevent-
ing disease, strengthening health, and in
general providing setvices in a way that is
simpler and equally effective. This does
not imply a belittling ot neglect of cura-
tive services.

What we have been trying to
do is to reorganize all existing health set-
vices so that they can be made available
to the entire population without regard
to age, sex, place of residence, or em-
ployment status, at a cost consistent with
the country’s ability to pay. This objec-
tive is being pursued through an organi-
zational model designed to guide the
available human and material resources
by regulating the installed capacity and
creating new administrative and techni-
cal processes for delivering comprehen-



sive health services. It should be empha-
sized that the resulting system thus
envisaged will be an assemblage of stan-
dards, rules, and programs directed at a
common purpose, rather than a rigid in-
stitutional or administrative structure.

This system can be built at
this time because, besides having at
hand an appropriate policy decision,
there is sufficient manpower, installed
capacity, and medical technology for the
purpose. This system has come to em-
brace all the institutions that make up
the health sector. These institutions are
no less autonomous than before, but
they have agreed to standardize their ad-
ministrative and technical procedures in
certain ways with a view to improving
what has been done so far and extending
health service coverage. The system thus
conceived envisages the coordinated cen-
tral planning of health services, so that
those delivering services will have stan-
dards to go by and programs to fulfill.

In establishing this system, we
are now consolidating measures and
strategies with regard to the health sector
in general, integration of health services,
and the more specific areas of integrated
medicine, primary care, and community
participation. The financing for the sec-
tor will be multilateral, each institution
having its own tasks to perform and con-
tributing to the plan of action or to the
conduct of specific programs.

Nothing done so far has im-
paired the administrative or financial ca-
pacity of any individual institution, and
hence there are no legal aspects involved
for the present. Later, legislation will be
enacted to make any changes that may
be considered necessary to improve the
system’s operation. At present the results

of what has been done to date are being
examined, and changes to improve
health services to the population are be-
ing made (25).

Wherever the integration has
been carried out, the Social Security Sys-
tem has been assuming responsibility for
care of the sick who are indigent. In so
doing, it is filling a vacuum and giving
effect to a principle of true social jus-
tice—the principle that the poor and
jobless must not be barred from these
benefits (23).

This integration process is also
being patterned on a pyramidal model of
services that start at the base with simple
measures taken in the home and com-
munity—measures that become gradu-
ally more complex at each successively
higher level and that are accompanied by
ongoing advisory services and systems of
supervision and support (see Figure 2
and Annex, Figure 1A). As part of the
implementation of this service delivery
system, steps are being taken to
strengthen the intermediate regional lev-
els of health care; the overall health pol-
icy decisions will be kept at the central
level, but authority will be delegated to
the regional headquarters for executive
actions.

An inventory of resources and
a reorganization of the different admin-
istrative levels are also under way, and
mechanisms for joint coordination and
supervision are being established. In
some areas it is expected that all opera-
tions will be fully integrated from the
outset, as in the operation and mainte-
nance of equipment and the establish-
ment of unified procurement. We have
already managed to extend service cover-
age by establishing mutual support in
equipment and materials, physical
plants, and manpower. Fortunately, the
officials of both the Ministty of Health
and the Social Security System have co-
operated fully in this integration. A very
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FIGURE 2. The health care pyramid in Costa Rica.
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important factor was the successful
equalization of the remunerations of all
professional and technical personnel in
the two institutions.

Health Service Delivery

It is now required that all set-
vices offered in the health facilities of the
country’s institutions must be structured
as a patt of comprehensive wholes. That
is, whether performed collectively or in-
dividually, they must all provide for
health promotion and disease preven-
tion, for healing and rehabilitation, and
even, when appropriate, for applied re-
search (26).

This way of delivering ser-
vices, which must not be confused with
the integration of health services, re-

quires that all participants at the differ-
ent care levels (including health centets
and posts as well as clinics and hospitals)
must function in 2 manner compatible
with the social setting, must be respon-
stve to the communities they serve, and
must cover the whole spectrum of health
measures instead of doing as was done
previously and focusing primarily on
healing the sick.

Adoption of the Primary Care
Strategy

Within the national health
system the primary care strategy is the
key to providing service for rural and
marginal urban populations. Different
ways have been devised for implement-
ing this strategy in places with different
levels of socioeconomic development;
and efforts have been made to locate
health facilities as close as possible to the
communities they are intended to serve,



and to enlist the participation of those
communities (10, 14, 16, 17, 18,
27, 28).

The components of primary
care that we have been at greatest pains
to incorporate into our programs afe
health education, supplementary feed-
ing, environmental sanitation, provision
of drinking-water supplies, sanitary ex-
creta disposal, and proper garbage re-
moval. We have also augmented our pet-
manent immunization facilities, and
campaigns are in progress against dis-
eases endemic in some areas. Setvices ate
being so organized that the first cate pro-
vided, whether for health promotion or
for treatment, can be performed in the
community itself, without the patient’s
having to travel any great distance to re-
ceive it. Also, the times at which patients
are seen have been extended to include
Saturdays, Sundays, and holidays; and
localities far from hospital service areas
are being furnished with the essential
drugs and supplies needed, so that basic
health care can be provided throughout
the country.

Community Participation

Community participation is
now regarded as essential to the success-
ful functioning of the country’s health
services. That is, it is considered that gov-
ernment authorities and institutions can-
not bestow better health; they can
merely provide better services for health
preservation and disease treatment. And
since health is an indivisable whole, it is
essential that the individual, the family,
and the community cooperate in pto-
moting and maintaining their own
health. Health and social security boards
are among the instrumentalities that
have been established not only to involve
communities as participants in the iden-
tification and solution of their own
health problems, but also to enable

them, or their representatives, to exercise
some ongoing control over the adminis-
trative and technological bureaucracies
of the health services (24). It is felt that
the local population not only must ac-
cept respons1b1hucs but that it has rights
as well, and that when its health prob-
lems have been identified, it can and
must collaborate in solving them insofar
as its means and growing experience per-
mit. Information and education promot-
ing health and community partlclpatlon
will also help bolster the civic education
of the local citizenry (see Annex, Fig-
ure 2A).

Every one of the countty’s 81
cantons already has its own health and
social security board. Each of these
boards consists of (a) a tepresentative of
the municipal government, (b) one rep-
resentative of the Social Security System
and another of the Ministry of Health,
and (c) six representatives of the popula-
tion selected in complete freedom.

CONCLUDING REMARKS

To sum up, it is felt that the
health of a country depends more on the
social policy of its government than on
the extent of its economic development,
and that the wealth of a country is in its
people, in the social organization they
have imposed on themselves, and in the
results thereof. In Costa Rica it is a tradi-
tion that the policy of a government is or
ought to be an instrument for social
change, without which the society would
remain static. This is why, despite our
poverty, many programs and institutions
of social welfare have been created and
developed.
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In an egalitarian and demo-
cratic society such as the one we are
building in Costa Rica, the health and
social security services can be acceptable
only if they culminate in an efficient and
effective system of comprehensive health
services accessible to the entire popula-
tion. This serves to explain why our
present health policies are guided by the
following basic principles:

1 Heath services must be provided for the
entire population without distinction.

2 It is urgent that the high cost of medical
care be contained within limits that are
reasonable in terms of our country’s ability
to pay.

3 Integration of the preventive services with
the curative and rehabilitative services
must be sought.

4 The first priorities must be health promo-
tion and disease prevention.

5 The system’s prefetred arrangement for
providing services must be ambulatory
care.

6 Community participation is essential to
the success of any health progtam.

7 Efforts must be made to achieve a more
equitable distribution of the country’s
health resources, with more Social Security
support being given to educational and
preventive work.

8 It is essential to build awareness among
health professionals so that they will not
only accept these changes but embrace
them. To this end we have begun making
changes in the curricula of the countty’s
schools of health sciences.

To close with a personal reflec-
tion, I believe that the medicine of the
future must consist chiefly of prevention,
not cure, and must begin protecting
health not in the hospital but in the
home. It is not the physician but the
mother who must take the first steps.
Also, and finally, in a country like ours,

with its economy in crisis, it is not by
medical technology but by education
that we will most effectively improve the
health of our people.

SUMMARY

This article describes changes
in public health that took place in Costa
Rica from 1970 to 1984. These changes
were brought about by measures in
which the policy decisions of the various
national governments to promote
health, even in times of economic adver-
sity, are regarded as fundamental.

According to UNICEF, as of
1985 Costa Rica was one of the 30 na-
tions in the world with the lowest infant
mortality and highest life expectancy at
birth, despite the fact that Costa Rica
had a lower per capita income than any
of the 29 others.

In view of the excellent results
produced by preventive and educational
measures in the health field, and since
the economic ctisis made it impossible
for the country to allow the costs of treat-
ment services to continue their steady
rise, a decision was made to seek further
progress and reduce costs through estab-
lishment and consolidation of a national
health system. The measures proposed to
achieve this latter consolidation are de-
scribed.

The basic principles now
guiding health policy in Costa Rica are
that (a) health setvices must be provided
for the entire population without dis-
tinctions of any kind; (b) the integration
of disease prevention services with cura-
tive and rehabilitative services must be
sought; (c) the first priorities must be
health promotion and disease preven-
tion; and, finally (d) community partici-
pation is essential to the success of any
health program.
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ANNEX: SCHEMATIC DIAGRAMS SHOWING WHERE VARIOUS HEALTH-RELATED SERVICES GENERALLY TAKE PLACE
AND HIGHLIGHTING FACTORS THAT MAKE MAJOR CONTRIBUTIONS TO HEALTH INDEXES AND HEALTH STATUS.

FIGURE 1A. A chart showing various health-related services (left), the highest health care [evel where these services take
place (pyramid at center), and specific sites of the activities involved.

LINES OF ACTIVITY LEVELS PLACES WHERE ACTIVITY
OCCURS

V - Research - All levels and multiple
sectors

IV = Rehabilitation = Hospitals, clinics,

communities, homes

Il = a) Disease treatment with

haspitalization 0 ~ Hospitals, clinigs, heaith
b} Ambulatory disease centers, other facilities
treatment

- Hospitals, clinics, health
centers, community centers,

Il = Disease prevention I neighborhoods, homes

= Hosputals, clinics, areas of
government campaigns, areas of

I — Health promotion | television and radio reception

and newspaper circulation, towns

neighborhoods, schoots, and homes

FIGURE 2A. Principal factors affecting health indexes and health status.

ECONOMIC CONDITIONS INDIVIDUAL BEHAVIOR
(personal, local, ana [ {habits, customs)
national)
ADEQUATE GOVERNMENT HEALTH COMMUNITY BEHAVIOR
HEALTH SERVICES AND - INDEXES - (obedience, cooperation,
PROGRAMS coliective advancement)
CONDITIONS OF THE

EDUCATIONAL STATUS

PHYSICAL ENVIRONMENT HEREDITY




