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IMPROVED HEALTH COVERAGE: COORDINATION OF HEALTH CAR.E 
LEVELS AND PRIMARY HEALTH CARE1~2 

Jbrge Castellanos Robayo 3 

Health service coverage in Latin America and the Caribbean is 
far from comfilete, many people receiving no health services 
whatever. Recognizing this as their $riority problem, the 
Governments of the Hemisphere are now actively searching out 
effective solutions. This article describes an overall strategy that 
has attracted substantial and growing attention in recent years. 

Introduction 

Ideally, a health system should provide 
everyone with access to virtually all kinds of 
health care, as needed. This assumes that 
the needed services will be provided in a 
regular and timely manner, and that the 
organization and quantity of these services 
will be suited to the health needs, size, 
geographic location, social and economic 
conditions, and other special features of the 
population involved. 

Under ordinary conditions one would not 
expect to find such complete coverage. 
Nevertheless, it is worth comparing this 
Hemispheric goal with the situation pre- 
vailing in Latin America and the Carib- 
bean at the beginning of the present decade. 
A.study made at that time for purposes of 
developing the Ten-Year Health Plan for 
the Americas4 found that about 40 per cent 
of the Latin American population had no 

‘Based on a paper presented at the Seminar on New 
Dimensions of the Nurse’s Role in the Delivery of 
Primary Health Care held at San JOSE, Costa Rica, on 
27 October-3 November 1976. 

2Condensed version of the article published in 
Spanish under the title “Situaciones de cobertura, 
niveles de atencidn y atencidn primaria” in the Boletfn 
de la Cficina Sanitaria Panamericana 82(6), 1977. 

3PAH0 Regional Adviser in Health Care and 
Medical Administration, Division of Health Services. 

access to existing health services. Most of 
those without access were living in rural 
areas or on the outskirts of large cities, 
about 50 million of them in zones of 
“extreme poverty.” 

From a health standpoint, the most vul- 
nerable groups in this unserved population 
were women of childbearing age, infants, 
and children under 15 years old, which 
together accounted for some 63 per cent of 
the area’s total population. They also 
accounted for an unusually high share of 
the Hemisphere’s morbidity and mortality, 
the main causes of which were communica- 
ble diseases, environmental problems, and 
malnutrition. 

More specifically, the study drew atten- 
tion to a variety of problems which are still 
with us today. Some of these are as follows: 

l Advanced malnutrition (grades II and 
III) was widespread, affecting anywhere 
from 10 to 30 per cent of the children under 
5 years of age in 18 countries. These coun- 
tries then had about 65 per cent of the 
Region’s population. In all it was estimated 
that close to five million Latin American 

4See Pan American Health Organization, Ten-Year 
Health Plan for the Americas: Final Refmrt of the III 
Sfiecial Meeting of the Ministers of Health of the 
Americas, PAHO Official Document 118, Washing- 
ton, 1973. 
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The first contact an individual or community has 
with the health system occurs at the primary level. This 
level provides the entry-way into the health system, 
as well as an opportunity for initially resolving 
the great majority of health problems. 
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children were suffering from advanced mal- 
nutrition. But hardly any of the countries 
had formulated and implemented a co- 
ordinated intersectorial food and nutrition 
policy aimed at fulfilling the nutritional 
needs of all population groups. 

l A dental survey conducted by the 
Nutrition Institute of Central America and 
Panama (INCAP) showed a high incidence 
of caries in rural areas, and indicated that 
the average person had lost two-thirds of his 
teeth by age 40. Nevertheless, only two 
Latin American countries were providing 
fluoridated drinking water for over 30 per 
cent of their people. 

l Despite impressive progress in extend- 
ing water services, as of 1971 some 22 per 
cent of the urban population in Latin 
America and the Caribbean still lacked 
access to public water services, and only 24 
per cent of the rural population benefited 
from such services. Sewerage services 
reached only 38 per cent of the urban popu- 
lation. Daily garbage collection services 
were provided to about 75 per cent of the 
urban population, but the methods of 
dumping or otherwise disposing of the 
collected garbage were generally ineffi- 
cient, involving some risk of environmental 
contamination. 

l Only four of the countries of the 
Region had 10 or more hospital discharges 
per 100 inhabitants per year, and only five 
averaged more than one consultation Per 

inhabitant per year. 
l Some 68.5 per cent of all hospital 

discharges involved (a) communicable, par- 
asitic, or infectious diseases, (b) pregnancy, 
childbirth, or prenatal and perinatal 
complications, or (c) physical or mental im- 
pairments caused by accidents. This indi- 
cated that “an important part of hospital 
resources are being used in solving problems 
that could be solved by preventive medical 
action and improvement of the environ- 
ment.” 

l Manpower resources were generally in 
short supply, and there was a marked 

imbalance in the distribution of personnel 
that tended to favor higher levels of train- 
ing. At the same time, the training of mid- 
level manpower generally depended on 
opportune circumstances and received in- 
adequate structuring, organization, and 
recognition. 

l Estimates showed only 5.5 per cent of 
the doctors to work in localities with less 
than 20,000 inhabitants, even though such 
localities contained 59 per cent of the 
population. 

l On the average, there were only 11.1 
nurses for every 10,000 people. 

These findings clearly indicate very low 
coverage of the population, a situation 
aggravated by various qualitative weak- 
nesses, including the following: 

l The distribution of health service 
establishments is skewed. Nearly all have 
been situated in large cities, to the neglect of 
towns and rural areas. 

l An unnecessary multiplicity of public 
and private health care institutions exists, 
with little or no coordination between 
them. 

l Hospital subsystems are often developed 
in an anarchic manner, without coordina- 
tion with other health establishments. 
This tends to perpetuate high-cost proce- 
dures for coordinating personnel, physical 
facilities, and equipment. 

l Outdated organization and manage- 
ment systems combine with obsolete admin- 
istrative techniques to compound existing 
financial problems: inefficiency and low 
productivity are the inevitable result. 

l A deep-rooted proclivity for tech- 
nologies developed in resource-rich areas, 
combined with failure to adapt these tech- 
nologies to local conditions, has led to 
unnecessary distortions-including exces- 
sive costs and underutilization of facilities 
and equipment. 

From the foregoing it may be concluded 
that, generally speaking, the health services 
of the Latin American and Caribbean 
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countries create a supply of health care that 
is not systematized with regard to either 
quantity or quality, and which only partly 
meets the public demand. Furthermore, the 
gap between coverage provided and cover- 
age needed appears to be growing, because a 
limited supply capacity must serve the needs 
of a continually growing population. 

All of this clearly indicates that action is 
called for on three fronts. First, there is 
need to keep developing, improving, and 
adapting the programs providing limited 
and partial coverage to some 180 million 
people. Second, it is necessary to develop 
services that can reach the roughly 123 
million people receiving no coverage what- 
ever. And third, it is essential to commence 
appropriate actions to meet the emerging 
needs of the approximately 360 million new 
inhabitants expected by the year 2000. 

Though these numbers define the general 
magnitude of the problem, and though the 
indicated magnitude is immense, it may 
actually be something of an understate- 
ment. That is because the gross figures 
alone do not accurately describe the 
problem. To get an accurate idea of its 
dimensions, one must also consider such 
basic factors as the population’s age com- 
position and its rural-urban distribution. 

At the beginning of the sixties, rural 
dwellers (those living in towns with less 
than 2,000 inhabitants) accounted for 52 
per cent of Latin America’s population. By 
1970 this proportion had decreased to 44 per 
cent. Should present trends continue, the 
proportion of rural dwellers could dip to 36 
per cent by 1980 and 24 per cent by the end 
of the century. This would mean that as a 
result of pronounced urbanization (due 
largely to migration from rural areas) 75 
per cent of all Latin Americans would be 
living in large towns and cities by the year 
2000. 

Regarding age, about 42 per cent of the 
Latin American population is under age 15; 
and though significant overall changes in 
the age structure are not expected within 

the next decade, life expectancy is increas- 
ing. In fact, life expectancy has reached the 
60-65 year range in most countries, while in 
others it approximates that in industrially 
developed regions. This situation gives 
increased prominence to still unsolved 
health problems and creates new .and 
greater demands for health services. 

Considering the whole range of solutions 
now being pursued by the countries in order 
to confront these problems, it seems worth- 
while to examine two key and closely related 
concepts, “levels of care” and “primary 
care,” in some detail. 

Levels of Care 

The equivalent terms “levels of medical 
care, ” “levels of health care,” or simply 
“levels of care” are used differently in 
different situations. For example, they may 
signify the higher or lower “levels” of 
medical specialization needed to provide a 
particular service; or they may designate 
different strata of health services, pointing 
to local, district, and regional levels; or they 
may refer to greater or lesser concentrations 
of health resources, or even (occasionally) to 
the varying qualities of care involved. 

In virtually all cases, however, this 
concept of levels implies recognition of two 
clearly disparate conditions: the varying 
health needs of individuals and community 
groups, and the greater or lesser technolog- 
ical complexity of the available responses 
designed to satisfy those needs. The concept 
also accepts the existence of a natural 
relationship between the complexity of 
health problems on the one hand, and the 
complexity of the methods and resources 
needed to cope with them on the other. 
Likewise, with regard to organizing and 
programming health services, the concept 
recognizes the greater of lesser frequency of 
health problems in a given population, and 
hence a greater or lesser demand for 
services. 

Awareness of these underlying factors-, 
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the progressively increasing complexity of 
needs and treatments plus normal variations 
in the demand for services-makes it 
possible to apply the “levels of health care” 
concept to plans for organizing or establish- 
ing health facilities, and thereby to help 
systematize provision of health services. 

Accessibility and Levels of Care 

As already noted, a basic goal of health 
systems is to give all community members 
good access to health services. This natural- 
ly implies that a health service exists, that it 
performs a wide range of health care activ- 
ities, and that the quantity and quality of 
these activities are such as to meet the health 
needs of all community members. It is 
important to realize, however, that hidden 
or obscure causes can impede access, so that 
proving the existence and apparent avail- 
ability of health services does not prove that 
access exists; in real terms access is proven 
by the degree of utilization that communi- 
ties make of the services. 

In effect, this means that available health 
resources must respond to each community 
member’s right to adequate and sufficient 
care, And any coordination must clearly 
include organizational plans for creating a 
wide “entrance” base helping to establish 
health services as needed, and regulating 
the mix of health system resources so as to 
apply the same scope and intensity of care 
everywhere. 

Determining Levels of Care 

The procedure for determining health 
care levels consists of identifying and clas- 
sifying health problems (in terms of epide- 
miology and morbidity) and delineating the 
health care activities corresponding to each 
class of problem. The classification criteria 
used for this purpose may vary, but they 
usually reflect the following considerations: 

l The frequency and complexity of care 
provided. The first or “primary” level of 

any system should concern itself with simple 
methods and activities capable of dealing 
with uncomplicated situations. Higher 
levels should deal with progressively more 
complex conditions. 

l The problem’s acute or chronic char- 
acteristics. For acute conditions, care serv- 
ices should be both immediately available 
and readily identifiable. They should also 
have a rapid response capability, both for 
solving problems at the level of entry and 
for referring them on to levels with greater 
resources. 

l The diversity of situations requiring 
health care. Besides providing direct care to 
the individual, health services are respon- 
sible for carrying out a wide range of sup- 
port and guidance activities-such as pro- 
grams of health education, nutrition sup- 
plementation, and home visits. 

Several groupings of health problems 
result from classification based on these 
criteria. Ordinary uncomplicated problems 
that require only basic skills and equipment 
can be handled at the first (primary) level. 
Less common and more complex problems 
requiring somewhat more sophisticated 
skills and equipment should be referred to 
an intermediate (secondary) level. And very 
rare or highly complex situations demand- 
ing advanced skills and equipment should 
be carried on to the highest (tertiary) level. 

This view of health problems and 
responses to them has given rise to the idea 
that there are (or should be) at least three 
functional levels of health care. The 
primary level carries out the most basic and 
general activities and provides the com- 
munity at large with access to the institu- 
tional health system. The higher (secondary 
and tertiary) levels provide services that are 
technologically more specialized; most of 
their work is based on referrals from the 
primary level. In practice, health care 
levels can be discerned in nearly all health 
systems, though in some systems their appli- 
cability and usefulness for programming 
health services has not been fully exploited. 
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The following general conclusions can be 
drawn from this conceptual review: 

l Levels of care, which are really combi- 
nations of functions, are not the same thing 
as the health units or establishments 
providing services, though a given unit or 
establishment may be primarily identified 
with a particular level of care. 

l The jobs performed at each level will 
vary from one health system to the next, 
according to the pattern of health problems 
being faced and the resources available to 
the system. For example, differences in the 
availability of resources in rural areas will 
affect whether or not particular kinds of 
cases should be referred beyond the primary 
level. This is the principal reason why 
health level models that fail to carefully 
analyze the existing situation usually prove 
unsuitable and end by producing distor- 
tions (often expensive ones) in the provision 
of health services. 

l Creating a heirarchy of problems and 
functions-the basis for defining levels- 
implies that administrators and organizers 
must make two decisions. First, they must 
assign particular activities, functions, and 
responsibilities to each level. This paves the 
way for determining the personnel, 
facilities, and equipment needed to carry 
out assigned functions. Second, they must 
establish the connections between levels by 
specifying the mechanisms for transferring 
patients from one level to the next, for 
ensuring personnel mobility, for exchang- 
ing information, and for providing the 
technical and administrative supervision 
and supporting services needed to keep all 
the levels working smoothly together. 

O@erative Characteristics of the 
Dzyfeerent Levels 

The primary level of services provides the 
initial contact point between the individual 
or the community and the health care 
system. Of course, this initial contact can 
involve a wide variety of health facilities 

and personnel. In major cities of developed 
countries, contact is generally established 
by a physician; but in rural areas (especially 
in developing countries) initial contact is 
commonly made through health auxiliaries. 
The primary level services also involve a 
wide range of actions-from emergency 
treatment to consultation with a general 
practitioner, to nursing care, to treatment 
by an auxiliary, to purchase of an anti- 
diarrhetic from a pharmacist. 

Differences in ways of providing urban 
and rural health services, as well as the 
contrasting needs, hopes, and expectations 
of urban and rural dwellers, implies a need 
to design different urban and rural 
strategies for strengthening services at the 
primary level. Nevertheless, it should be 
stressed that in both cases the primary level 
provides the point of entry into the health 
system, as well as the opportunity for re- 
solving most health problems and for 
referring the rest to appropriate places. 

Services at the secondary and tertiary 
levels of care show some degree of specializa- 
tion. These services are provided by 
conventional health institutions, usually 
general hospitals or specialized centers. 
Naturally, all of these facilities need to be 
properly linked to each other, as well as to 
facilities working at the primary level, in 
accord with a regional organization plan. 

Regionalization of Services 

Regional plans are concerned with geo- 
graphic distribution of services; never- 
theless, their primary concern is not one of 
geographic location and administration, 
but rather that of expressing the relation- 
ship between different levels of care. Ideal- 
ly, primary-level services should be the 
principal concern of small facilities with 
limited capacity, and these should be 
located in peripheral areas outside the 
immediate range of large institutions. Con- 
versely , secondary and tertiary services 
requiring complex equipment and special- 
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ized personnel are rightly the concern of 
large health establishments-which are 
appropriately situated in big cities so as to 
be within easy range of large populations. 
Clearly geography plays a role here, but 
geography per se is a secondary considera- 
tion . 

This regional concept has been widely 
used in Latin America to improve patterns 
of organization. Nevertheless, in practice 
the results obtained have usually failed to 
live up to expectations. In many cases, deep- 
rooted feelings of local or institutional 
autonomy have created barriers to easy 
interrelationships between disparate health 
regions and establishments. Therefore, in 
many regions the problem of how to achieve 
strong and effective inter-level coordination 
remains to be solved. 

In general, the criteria used for planning 
regional organization should be defined 
and applied within the appropriate na- 
tional context, and should reflect the full 
measure of services to be made available in 
each region. It is generally accepted that to 
the greatest degree possible each of a 
country’s health regions should be self- 
sufficient. That is, the regional organiza- 
tion should be able to ensure access and 
continuity of care in seeking to resolve all 
problems affecting the regional population. 

Primary Care 

Like “levels of care,” the term “primary 
care” is commonly assigned a variety of 
meanings. The way it is used most often 
(especially in developing countries) is to 
describe the care given to individuals and 
the general public in rural areas where 
health workers are scarce, the population is 
scattered, and most of the care in question is 
provided by auxiliary personnel. Neverthe- 
less, primary care is also provided in urban 
areas, only there it is usually administered 
by nurses and physicians using .relatively 
sophisticated skills and equipment. 

Likewise, the institutions providing pri 

mary care will differ from place to place. In 
urban areas, primary care may be given by 
public health services, school health serv- 
ices, general outpatient treatment centers, 
hospital emergency services, etc. In rural 
areas, on the other hand, most primary care 
would be provided at community hospitals, 
health clinics, and public health centers. 
Hence the scope and content of “primary 
care” can be expected to vary, depending on 
the particular locale, personnel, other 
resources, and institutions involved. 

The important point to note here is that 
the term’s underlying meaning does not 
relate to the establishments or personnel 
who apply it. That is because primary care 
simply means the initial health care given to 
someone in possible need-either care 
provided by the formal health system or 
care produced through local community 
action. 

The fact that primary care is care 
provided at “first contact” implies some cor- 
relation between primary care and the pri- 
mary level of care just described. In fact, as 
far as the health system is concerned, the 
two correspond almost exactly-except 
where the health system is “entered” at the 
secondary or tertiary level. This latter case 
can be regarded as something of an aberra- 
tion, however, since it requires correction 
(in the form of appropriate rechanneling) 
and occurs almost exclusively at large urban 
centers. 

On the other hand, it should be empha- 
sized that primary care extends beyond the 
confines of the institutionalized or “for- 
mal” health system to include health work 
or health care activities.performed by local 
communities. This, in fact, is an essential 
characteristic of primary care. Given the 
health system’s limited ability to effectively 
reach the whole population with even 
minimal services, there has been growing 
recognition of the importance of health 
work being done by communities on their 
own behalf. Such community efforts, taken 
together, are considered an “informal” 
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system, as contrasted to the formal system of 
institutionalized health services. Clearly, 
however, the care provided through com- 
munity action should be supported and co- 
ordinated with the care provided by the 
health services in order to broaden and 
improve the individual’s opportunity to 
receive appropriate primary care. 

It should also be noted in this regard that 
the lack of an institutional health service in 
a given locality does not mean the absence of 
primary care activities, since properly 
coordinated community action can serve as 
a portal through which a patient enters the 
formal health system. 

The Primary Care Approach 

Experience has shown that socioeconomic 
development and resulting improvement of 
living standards, by themselves, can im- 
prove a population’s health to some extent. 
Likewise, health care measures alone- 
independent of socioeconomic develop- 
ment-can reduce morbidity and mortality 
and thereby make a definite contribution to 
improved health. Nevertheless, really signi- 
ficant changes and permanent results 
invariably depend on a combination of 
sustained socioeconomic development and 
health care programs involving active com- 
munity participation. 

Although this relationship has been 
acknowledged in theory, its true potential 
has not been fully exploited in practice. 
Health services have generally operated in 
isolation, reaching into the community in a 
very limited way through actions that often 
reveal duplication and lack of coordina- 
tion. These efforts, whose impact is clearly 
limited, generally neglect possible relation- 
ships with other activities such as education, 
housing construction, farming, communi- 
cations, social organization, and commu- 
nity motivation and participation - activ- 
ities which are recognized as fundamental 
to public well-being. 

Faced with this situation, a need has been 
recognized to develop a new approach, a 
new strategy, which incorporates all the 
elements needed to truly change the state of 
health of the population-especially those 
segments of the population now beyond 
reach of the health services. Seeking to meet 
that need, the nations of the Hemisphere 
have given priority to implementation and 
development of a new approach of this kind 
which is known as the “primary care 
approach.” 

In essence, the primary care approach is 
an overall health care approach, one that 
ties a method for identifying basic problems 
and needs to an organizational strategy for 
achieving solutions through health service 
work, active community participation, and 
effective community-level integration of all 
activities needed to modify health condi- 
tions. The approach thus recognizes and 
conceptually incorporates the measures tra- 
ditionally adopted by the community for 
health care purposes, and seeks to integrate 
these activities in a harmonious manner 
with those of the formal health system. 

The Operative Content of Primary Care 

From an operational viewpoint, primary 
care consists of three basic elements. These 
are (1) activities pertaining to the primary 
care level of the formal or institutionalized 
health system; (2) community actions per- 
taining to the traditional or “informal” 
health system which are directed at solving 
local health problems; and (3) mechanisms, 
which must be created and supported, for 
linking these two sets of activities and incor- 
porating them into an integrated approach 
to socioeconomic development. 

In terms of this approach, the starting 
point for primary care activities should be 
the community’s felt needs as they reflect 
real problems-not necessarily traditional 
health problems- to which the community 
has assigned priority. Recognition of these 
needs, and the resulting search for solu- 
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tions, is essential for securing community 
motivation. It is also essential for finding 
channels of communication needed to 
promote and implement other actions 
promoting community health and develop- 
ment. 

In general, measures adopted in response 
to felt community needs should have certain 
attributes, including the following: They 
should be effective but undemanding in 
terms of costs, techniques, and patterns of 
organization. They should be readily 
available to the population. They should 
reflect sound scientific knowledge and 
modern health technology on the one hand, 
and traditional community practices that 
are accepted and effective on the other. 
They should take advantage of all local re- 
sources (human, material, and financial) 
available to either the formal or informal 
health services. 

It is also essential to recognize that com- 
munity development is a basic component of 
primary care. In situations where commu- 
nity organization is weak, initial activities 
should be directed at community organiza- 
tion and subsequently at effective imple- 
mentation of primary care. 

Specific health needs, which depend on 
the nature of each community, should be 
related to development of services using 
appropriate technology. In this regard, 
priority areas for development could be 
related to maternal and child care, control 
of communicable diseases, environmental 
sanitation, health education, epidemiologic 
surveillance, maintenance of registries for 
information purposes, and medical treat- 
ment of common, simple, and fundamental- 
ly urgent cases. 

It is important to note, however, that all 
these are traditional concerns of the formal 
health services, and that primary care 
implies covering a broader field. That is, it 
implies expanding the traditional areas of 
priority concern to handle other basic needs 
identified in cooperation with the urban, 
suburban, or rural communities involved. 

Administrative Structure and Primary Care 

Organizationally, providing primary 
care implies adopting an intersectorial ap- 
proach-including development of mech- 
anisms for intersectorial action and coordi- 
nation -the aim being to produce a syner- 
gistic activity which is essential for signifi- 
cant overall improvement of conditions of 
community life. 

Primary care should be linked to the na- 
tional system of health services. In fact, it 
should provide an entry-way into this 
system for all those it serves. This means 
that for primary care to be efficient and 
effective it should be linked to other health 
care levels within the institutional health 
system, and should ensure each person’s 
access to the entire range of secondary and 
tertiary services. The success of this ap- 
proach depends especially upon proper 
development of the institutional frame- 
work at the place where this link-up 
occurs-which is where supervisory func- 
tions are exercised and technical support 
actions (both administrative and logistic) 
are taken. The resulting collection of 
health services shaped in this manner 
should constitute a true network of services 
adapted, at the point of entry, to each local 
setting. 

Manpower Resources and Primary Care 

Primary care activities, which are simple 
by nature, should be entrusted to health 
workers who, in general, are members of 
the community served, and whose effec- 
tiveness depends as much on their accept- 
ability to the community as it does on train- 
ing. In effect, this means that most primary 
care workers should be recruited and 
selected from within the community to be 
served, with community participation. 
Training should be accomplished by pro- 
grams focusing attention on development of 
the community and its health care activ- 
ities. These programs should seek to 
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produce workers who are able to satisfy 
community requirements and to collaborate 
with the community in determining its 
needs. The training should also prepare 
workers to recognize problems and needs 
outside their areas of competence and to 
refer these to appropriate development 
sectors or health levels. 

Given the great variety of primary care 
problems, it may be necessary to train 
several different types of personnel to 
assume differing responsibilities. It is im- 
portant to assure, however, that the 
activities of all these personnel are comple- 
mentary, and that these activities receive 
careful coordination. 

It is also essential to note that while use of 
community members is important and 
sometimes decisive, community members 
are by no means the only primary care 
workers. All health workers are primary 
care workers; and though this statement has 
less practical significance for personnel 
with narrow specialties, it applies very 
strongly to those pursuing general lines of 
work. Furthermore, adopting the primary 
care approach does not necessarily imply 

that a new type of worker will be trained to 
handle problems that regular health work- 

ers have failed to solve. What the primary 

care approach does require is a new and 
positive attitude and a redefinition of roles 
and duties along the lines just described. 

Among other things, this redefinition 
should be reflected in the orientation of 

personnel training. For example, the health 
worker has traditionally been trained to 

fight disease. In contrast, the primary care 

approach requires training in materials, 

methods, and techniques for providing care 

and maintaining health. In addition, 
primary care requires a group approach; 
and this means there must be a careful 
review of the commitments of the health 
care worker whose previous training has 

prepared him to carry out activities in an 
independent fashion. Thus it can be seen 
that effective development of the primary 
care approach requires more than just 

structural changes in the health care 
system. It also requires a fundamental 
change in the attitudes of health workers 
and a basic redefinition of roles and duties. 

SUMMARY 

Ideally, a health system should provide com- 
plete coverage. That is, it should give the public 
access to virtually all kinds of health care as 
needed. However, in Latin America and the 
Caribbean coverage is far from complete. In 
fact, a high percentage of people in these areas 
receive no health services whatever. 

At least since the beginning of this decade, the 
Latin American and Caribbean Governments 
have recognized the urgent need to change this 
situation. They have therefore devised various 
measures directed at the problem, and have 
sought practical plans that can help overcome 
existing obstacles. Two basic concepts that have 
important implications for health coverage and 
these efforts to increase it are “levels of care” and 
“primary health care.” 

The term “levels of care” refers to different 
levels of complexity and specialization within 
the institutional health system. Patients are 
generally received at the primary level, where 

simple conditions are treated. They may then be 
referred to higher (secondary and tertiary) 
levels, where more elaborate and specialized 
resources can be focused on more complex 
problems. The term “primary health care” 
refers to all care provided at the primary level of 
the institutional health system, and also to care 
provided through local community activities 
outside the institutional system. 

In promoting the drive for broader coverage, a 
concerted effort is needed to link “informal” 
community workers providing primary care with 
the primary care level of the institutional system. 
This can be done by providing training for these 
workers and by adapting the institutional system 
to the conditions of community life. If success- 
ful, such measures can greatly expand and 
improve coverage-in part by making all levels 
of the institutional services accessible to people 
whose access is now limited or non-existent. 

In addition, experience has shown that sub- 
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stantially and permanently improved health 
conditions depend on more than just health care 
programs with active community participation; 
they depend on a combination of these programs 
and sustained economic development. So a new 
strategy is needed which can incorporate all the 
elements required to work substantial and per- 
manent changes in the population’s state of 
health. 

One strategy, called the “primary care 
approach,” is now being given priority attention 

by the Governments of the Americas.This strat- 
egy seeks to promote the forementioned link 
between the formal health services and informal 
community health activities. Beyond that, it also 
strives for active community-level integration of 
all activities-inside and outside the traditional 
health field-that are needed to modify health 
conditions. The ultimate aim is to generate a 
synergistic pattern of activity that can signifi- 
cantly improve the overall condition of com- 
munity life. 
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