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Preface

Regular access to health services continues to be unavailable to
vast segments of the population in many countries of the Americas,
and the ongoing economic crisis has aggravated this situation by fur-
ther conscraining resources available to the healch system. To fulfill
the growing needs of the population, countries must use their health
sector tesources in the most efficient possible way.

The fact that the healch status of the people of the Castbbean
area has shown favorable trends, reflects the commicmenr made by
lcaders to che primary health care approach as the means of achieving
universal health coverage. Gains have been made in such aceas as dis-
case control, and in the improvement of the healch of communities
through the encouragement of the planning process. However, de-
spite tmportant effores made in this direction, situations of poverty
and inequity persist.

Governments must continue t0 promote community participa-
tion in healch at all levels, utilizing local health systems. Such systems
must bring togerher all existing health resources in a given area, so
that they can be used more effectively and be railored to local condi-
tions. Above all, the local healch system must establish and foster a
rclationship of mutual responsibility with the population it serves. It
can promote more active participation of the population in health
promotion and in the delivery of services, and also assures the social
and administcative accountability chat is so essential for achieving ef-
ficient and effective services. By expanding collaborative efforts, prog-
ress in the screngthening of health systems can be made. Such collabo-
ration is the aim of the Caribbean Cooperation in Health initiative,
which provides che proper framework for implementing needed
accivities.

[n Novermber 1988 the Workshop on Primacy Health Care and
Local Health Syscems, sponsored by the Pan Amcrican Healch Orga-

v



v Preface

nization, World Health Organization, UNICEF, and the Secrecariar
of the Carxbl?can Community, was convened in Tobago to provide a
forum in which health care specialists could appraise progress made
thus far in the implementation of primary healch care and local health
systems in the Caribbean subregion. It is hoped that by presenting the
proceedings of the Workshop in this volume, a contribution will be
made to the furcher development of primary healch care in the Region

and to strengthening the resolve of leaders in their effores at actaining
healch for all,

Carlyle Guerra de Macedo
Director, Pan American
Sanitacry Bureau

Introduction

Since the international community first made its commitment to
implementing primary health care as the means of artaining health
for all by the year 2000, there has been intensive dialogue and ex-
change of experiences regarding the formulation of policies and plans
that will lead to the realization of a level of health permitting all citi-
zens of the world to lead socially and economically productive lives.
As countries move from the formulation phase to the complex tasks of
implementation, the need to evaluate unique characteristics and de-
mands of individual communities and their populations becomes
more apparent.

In order co evaluate the progress made in achieving the imple-
mentation of the primary health care approach in the Caribbean, the
Primary Health Care/Local Health Systems Workshop was convened
from 7-11 November 1988 at the Mt. Irvine Hotel in Tobago. The
workshop was organized jointly by the Pan American Health Organi-
zation (PAHO), World Health Organization (WHO), United Na-
ttons Children’s Fund (UNICEF), and the Caribbean Community
(CARICOM). The objectives of the workshop were:

o To review the progress made in implementation of the Strat-
egy and Plan of Action developed for the Caribbean 1n Saint
Lucia in June 1981; )

¢ To evaluate the present state of development of local healch
systems in the countries of the subregion, and the influence of
this development on the implementation of primary health
care;

» To achieve consensus on subregional strategies for the further
development of local healch systems in the future implemen-
tation of primary health care.

Collected in rthis volume are the presencations made by those at-
tending (he Workshop; recommendations made to Governments of

VIt



vill Introduction

the subregion; and the Declaration of Tobago, which was adopted by
the participants to underline their commitment to primary health
care. Certain documents basic to the definition of primary health care
and local healch systems have been repcoduced in rhe annexes,
Among others, these include an excract from the action plan devel-
oped ac Sainc Lucia in 1981; recommendations made at the 1988
meeting held ac Riga, USSR; and priorities for action to support the
development of local health systems as set forth in Resolurion XV of
the XXXIII Direcring Council of PAHO iq 1988. Also included in
the annexes are statements made during the opening ceremony of the
Workshop, the list of participants, and schedule of activities.

Represenctatives of the sponsofing organizations and health care
specialists participated in group discussions focusing on: the current
status of primary health care in the Caribbean; the use of local healch
systems as a means for implementing the primary health care ap-
proach; and the implications of the economic crisis in the Caribbean
for the healrh care sector. These discussions resulted in recommenda-
tions to the Governments of the subregion regarding actions to be
taken for the further implementation of primary health care.

The status of implementation

The focus of discussion on the firse day of the Workshop was the
status of primary health care implementation in countries and terrico-
ries of the Caribbean. The 25-point action plan that was developed ac
the Primary Health Care Workshop in Saint Lucia in 1981 (see Annex
5) was the tool used to moniror the progress made.

It was reaffirmed during the group discussions that rhe primary
health cace approach is che appropriate strategy for improving the
health stacus of the Caribbean people, and has been instrumental i
improving health indices. Achievements have been made by many
countries in the areas of disease surveillance, Immunization, marernal
and child health care, and the excension of coverage to broader seg-
ments of the population. The management of drug supplies has im-
proved significantly with the establishment of the Eastern Caribbean
Drug Service.

While regional indicators have shown favorable crends, there re-
main pockets of underserved populations. In many countries there
has been less achievemnent than expected in the areas of intersectoral
coordination, communiry participation, the development of healch
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information systems, and the shift of resources to the primary healch
care level.

Local health systems

The means for moving from the realm of planning to that of lml;
plementing primary health care is through dcyclgpmg l'ocaldhc'al_t
systems, which serve well-defined populations within cercain adminis-
trative and geographical boundaries. Various degrees of auto}r:onllg
govern these systems, but the principles guldmg_ these systems shou A
be equity, efficiency, and efficacy. The functioning of chese s;ifste;ns 18
dependent on the coordination and cooperation of health-relate zlfc-
tivities and of other sectors that influence the social dcvclopmerl)c ofa
communiry. The advantages of such an approach and the cha!beggcs
posed in creating effective community participation in the Cari fcin
were addressed during the second day of the Workshop. Some of the
observations made and recommendations that resulted from group

jscussions are outlined below. _ _
’ Local health systems that vary depending upon size, geographi-
cal distribution, terrain, 2nd population structure exist in all QOuntrll;:s
or territories of the Caribbean subregion. In_—dcpth‘analysm‘of the
chacacteristics of each country should be conslldere_d in adapting the
local health system strategy to each national situation. "

The local health system is seen as amanagement mgrumcn;lmid

the capacity for planning, programming, a_nd mom(om‘}gt'lt s (Zlu
be responsible for data collection and collation, and prcli‘mul‘wl._lry fata
analysis within a nationally organized and standardized healt én ot-
macion syscem. [t should also Pr(l)motfe_lopcrauonal research and pro-

i eful epidemiological profiles. _
e ?f?cresyzicm shgu]d be abglc 10 ?aci!icatc the identifzcation oflocai
resources o assist with the maximization and achievemenr of healt

and health-related goals. ’

Implications of the economic crisis on health care

The cconomic crisis that is occurring in che Caribbean was ana-
lyzcd by workshop participants, and they emphasized the fact thla_Lt
healeh operaces within, and s constrained by, the socio-economic cli-
mate thac exists in a country. Evidence was presented showing that the
cconomic crisis has led 1o inereased unemploymenc, a widening gap in
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the standards of living of different segments of society, a reduction 1
access to adequate health care, and deterioration in nutritional scatus
and living standards of mothers and children, the poor, and the
aged.

In economies of the Caribbean where little or negative economic
growth has occurred, effores have been made to restructure govern-
ment deficit financing through reduction in government expendi-
ture. This scruccural adjustment has had both negative and positive
impacts on primary health care, which were discussed by the partici-
pants. Negative aspects included: the increasing dissatisfaction
among health personnel which has led to the emigration of already
scarce manpower resources; the shortage of medical supplies, includ-
ing essential drugs; and the introduction of user charges at a time of
high unemployment which has resulted in limited access to, and less
equity ia, the delivery of health care.

Indirect benefits to the social sector brought about by strucrural
adjustment include the potential for the following: improved man-
agement systems, rattonalization of resources resulting in greater effi-
ciency, reassessment of priosities and practices in delivery of health
care, the optimal use of private sector resources, development of ap-
propriace indigenous technology, the application of the ‘‘risk’’ ap-
proach to health care, and examination of alternative financing for
health care services.

A strong case was made for renewed efforts in maintaining the
level of public health expendirure in order o improve, or at least
maintain, the productive capacity of the labor force. Policy makers
should consider carefully the healch implications of structural adjust-
ment policies being pursued to obviate any erosions in gains already
made in health stacus.

Caribbean Cooperation in Health

Workshop participants agreed chat the Caribbean Cooperation
in Health (CCH) initiative, coordinated by CARICOM and PAHO, is
important to the Caribbean community 2t this time since it has the
capacity to lessen the negarive impact that structural adjustments will
have on the health sector. In addition to attracting foreign resources,
CCH has the capacity to maximize national resoucces, especially funds
from non-governmental organizations (NGOs), to help in streamlin-
ing the national budget for health, to make effective and efficient use
of regional resources through technical cooperacion among develop-
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ing countries (TCDC), to facilitate the sharing of technica) informa-
tion, and to promote retention of scarce manpower fesources.

It is imperative that Ministries of Finance, which are responsible
for the negotiation of external Joans, and ministsies and departments
responsible for external technical cooperation, be intimately mvolve'd
in the development of the CCH. Participants also stressed that proj-
ects introduced into the healch service should be integrally coord-
nated into the total healch care system.

Declasasion of Tobago

The Declaration of Tobago, adopted by Workshop participants
for consideration by Ministers of Health of the Caribbean Commu-
nity, emphasizes the necessity for mobilization, support, and com-
mitment of leaders at all levels in screngrhening the primary health
care approach, and for facilicating the attainment of health for all.
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Primary Health Care—
Caribbean Update

MERVYN U. HENRY!

Incroduction

In 1978 representatives of independent CARICOM Member
States participated in the historic international Conference in Primary
Health Care held at Alma-Ata, USSR. That Conference drew up the
fundamental principles of primary health care and embodied them in
the declaration of Alma-Ata. It was agreed that urgent national and
international action was needed to translate these principles into dy-
namic practical programs.

Subsequently, the World Health Assembly (WHA) at its 32nd
meeting in Geneva approved the universal goal of Health for All by
the Year 2000, a stracegy chat should be implemented through pri-
mary health cace. Atits XX VI Meeting in Washington, D.C., the Di-
recting Counci} of PAHO approved the goal and strategy as recom-
mended by WHA, and it was ar this stage that Caribbean Ministers
responsible for health requested PAHO, UNICEEF, the University of
the West Indies (UWI), and the United States Agency for Interna-
tional Development (USAID), among others, to assist in examining
the implications for the Caribbean and to develop 2 Caribbean Strat-
cgy for Primary Health Care. ’

A workshop was duly convened in Saint Lucia in 1981 and at-
tended by representatives from 18 Caribbean governments. The Ca-
tibbean Strategy for Primary Health Cate was developed at this work-
shop, and was approved by the Conference of Ministers of Healch
which met in Belize two months later.

' Consulaane, PALIO/WHO, Carenage, Ttinidad; formerly Caribbean Progcam Coordinator.
Baibados.
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_This paper is the result of visits made in August 1988 to An-
guilla, Barbados, Grenada, and Saint Lucia, with the purpose of eval-
uating and updating the starus of primary health since 1981.

Findings and Observations in Four Countries

Eighteen countries have adopted the principles and philosophy
of primary health care as originally elaborated at Alma-Ata in 1978
and subsequently approved by the World Health Assembly, the Di-
recting Council of the Pan American Health Organization, and the
Caribbean Conference of Ministers of Health in Belize in 1981.

In keeping with the principles of social justice, it was affirmed
that health services should be extended to all citizens, especially vul-
nerable groups such as mothers and children, the elderly, and the dis-
abled. They agreed on the program elements which would constituce
the minimum primary health care package. Undeclying the imple-
mentarion of all the programs would be principles of equity, intersec-
toral coordination, community parcicipation, and research and
technology.

In the implementation of the primary health care strategy, most
countries studied found it necessary to convene a national intersec-
toral workshop—some quite early within the period, others much
later. One country is making plans to convene its first national inter-
sectoral workshop. It may be deduced that councries holding national
workshops gained earlier national consensus on how to proceed m the
implementation of the strategy.
 Of the countries visited having fully developed their first na-
tional health plans, Saint Lucia has alceady developed ics second plan,
while Barbados and Grenada are now updating their original plans.
Anguilla is preparing its first draft plan based on recommendations
from its ficse intersectoral workshop.

Although no senior official had been designated Primary Healch
Care Coordinator in the countries visited, responsibility for primary
health care has been assigned implicicly oc explicitly to the Permanent
Secretary, Chief Medical Officer, or Healch Planner. In all cases nurses
have been involved in the delivery of primary health care (whether in
immunizatjon, gastroenteritis control, nutrition, antenatal, intrapar-
tum or postnatal care), and the head of the community pursing ser-
vices has therefore had a key role to play.

In some countries, restructuring has taken place at a central level
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within the Ministry. For example, in one country an early develop-
ment was the establishment of the Primary Hezlth Care Intersectoral
Committee which, while under the chairmanship of the Minister of
Health, included sectors other than health, and met monthly. This
committee was advisory to the Miniscer.

A parallel development within that country’s Ministry was the
establishment of a Planning, Monicoring, and Evaluation Comrnitcee
under the chairmanship of the Director of Planning. This Committee
met weekly and was mainly responsible for the day-to-day manage-
ment of primary health care. There is a large measure of consensus
that these committees have been very effective in promoting the im-
plementation of primary health care.

In one country, the planning unit was strengthened to enable it
to perform the functions of promoting and monitoring the imple-
mentation of primary health care.

Another development was the escablishment of the post of Se-
nior Medical Officer for Maternal and Child Hezlth and Family Plaa-
ning who was reported to by the Director of the Bureau of Health
Education and Nutrition, a newly established unit. This development
clearly indicates the elements of primary health care that are receiving
increased attention of the Ministry. It is much too early in the life of
that model to attempt any assessment of the impact.

Other aspects of the managerial process have been receiving at-
tention with varying degrees of success. For example, with respect to
the development of information systems some countties have devored
much time and effort to programming on a local level. It is not clear
that the effort has been sufficiently sustained o have achieved na-
tional coverage, and there may well be some retrogression. However,
in view of the facc that in some countries (Barbados and Saint Lucia)
plans are advanced for computerization of darta, it is important that a
maximum and uniform effort be made in countries to allow for the
collection and analysis of comparable datz. At present, it would ap-
pear that informazion on surveillance of communicable diseases, im-
munization, and antenatal care is satisfactory, while information on
nutrition and environmental health is inadequate.

The concept thac use of district healch teams is the best method
of bringing 2 wider spectrum of skills to bear on the health problems
of the community was fully endorsed by all the countries visiced.
Problems which could not be dealt with by the community or the
health center would be referred co the nexe Jevel of care.

Tin some countries district healeh teams funcrioned for a time and
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functioned well. Burt transfers in staff and shortages of personnel
caused the system to falter. The need for aides and auxiliaries did not
receive unqualified acceprance, and the family nurse pracritiones
w‘h‘o Proyldcs_ essential care in many councries, is still jn need of le-
grtimization (n some countries. Wich respect to referrals, communit
nurses were loud in cheir criticism of lack of reciprocat‘ion b tth
colleagues at the secondary level —while patiencs from the comrﬂunit
are always referred to the nexe higher level with the required healtlz
mfonpauqn, t00 often patients return to the community without ap-
}arolTr[atc information for the health officials at cthe community service
evel.
~ Having recognized the need to have well-trained personnel to
implement their health Programs, countries have invested their own
resources, and utilize the resources of agencies in human resource de-
yelopmel_'lt. In t.hls context, the countries have collectively pressed
Inco service a wide variety of auxiliary personnel—the family nurse
practitioner, medex, dental nurse, primary care nurse, communit
hez}lth aide, environmental health aide, and vererinary i)ublic hcaltlz
assistant—who have contributed to the extension of services at a cost
the community can afford.
chcrthel_ess‘ most countries are still without a comprehensive
manpower policy that would address, #nrer afia, needs assessment
(t)rfm}?mlghpro%rargs that would result from dialogue between miniscric;
ealth and education, recrui ' i
o onand cdu » fecruirment policy and practice, and man-
Over the years, the patient has complained bitzerly about the
non-availability of drugs prescribed by the physician; in addition
costs have been escalating at a fairly rapid rate. Since 1586 thanks to
the efforts of the East Caribbean Drug Scheme, as well a.s the past
efforts of PAHO and CARICOM, the countries of the Organization of
East Caribbean States (OECS) have cooperated in producing and uci-
lizing an essential list of drugs. There is improved drug supply man-
agement so that the availability of drugs to the patient has increased
wh:!c uait costs have decreased. More use is made of the Caribbean
Regional Drug Testing Laboratory for quality control. It should be
noted thar the performance of the Barbados Drug Service is such chat
it has long been recognized as 2 WHO Collaboracing Center,
One country spoke with pride about its capability in biomedical
cquipment maintenance as 2 result of program support provided b
the United States National Insticutes of Health (NIH) and Projcc}t,
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Hope. It is possible that the full potential of this program is not being
utilized and personnel specifically trained to respond to national and
regional needs are currently responding merely to national needs.

Program expansion in nearly all countries visited has been most
evident 1n immunization, but most countries have made conscien-
tious efforts to increase general health secror coverage. Two countries
(Grenada and Barbados) are developing community mental health
programs while another (Saint Lucia) has pioneered the development
of community-based rehabilitation.

Many countries endeavoured to expand and upgrade services by
cefurbishing old health centers or constructing new ones. One country
(Saint Lucia) was assisted by a grant from the Kellogg Foundation,
while another country received 2 loan from the Inter- American Devel-
opment Baak (IDB) to build and furnish several polyclinics from
which it was intended that both government and private sector practi-
tioners would provide service to members of the public. This concept
ts still under review. One country (Barbados) has just completed che
furst phase of modernization of its geriatric hospital.

In many of the smaller countries, it is the norm for the Perma-
nent Secretary to have responsibility for more than one Miniscry, and
as such could be considered to be the embodiment of intersectoral
coordination. Nevertheless, with one exception, good examples of in-
tersectoral coordinatton were not found (n the countries visited. In
one case, where the practice of monthly intersectoral meetings has
fallen into abeyance, staff would cleatly be delighted if the prac-
tice were resumed as they wete convinced of its usefulness. Of great
intetest 1s the face that in Grenada. the Food and Nutrition
Council, chaired by a representative of the Miniscry of Agriculture, is
quite functional and provides a good example of intersectoral
coordination.

In another country there are regulary scheduled meeuings of Per-
manenct Secrecaries in what is designated- a Planning and Priorities
Committee; the Ministries of Health and Agriculture cooperate in an
Animal and Human Health Project with special reference to zoonosis
control and meat inspection, while the Ministries of Health and Wel-
far¢ cooperace in care of the elderly and the underprivileged.

Good cxamples of community participation were not easily re-
called by persons incerviewed. However, one senjor Public Health In-
spector who had organized several districe health commitcees jsland-
widc in Saint Lucia, succeeded in getting one commictee 10 cooperare
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in a vector conerol program which resulted in reducing cthe Aedes
aegypti index from 33% to 6% . This program was given two succes-
sive WHO Awards of US$10,000 for program implementation.

Also in Saint Lucia, in 2 very depressed area with poor environ-
mental health conditions, the community, the private sector, and
government cooperated in a program to relieve the environmental sit-
vation. The program was successful, a much healthier environment
was created, and as a result of 2 community training program, the
ratio of environmental workers in that community has been increased
from 1:10,000 (environmental health officers per person) to 1:50 (en-
vironmental health aides pet person). In that country too, the com-
munity awarded the Prime Miniscer a check for EC$1.0 million to-
ward the construction of 2 new hospital.

With respect to research and technology, some countries partici-
pated in a collaborative project entitled ““*Community-based Study on
Utilization and Coverage of Health Services.” The results are being
feviewed to ensure their application to improvement of health care
delivery. Saint Lucia participated in a study on community-based re-
habilitation and pioneered the introduction of the program both lo-
cally and in other countries of the subregion. That country also collab-
orated with UWI in a pilot project on primary healch care. The
expetience gained is being urilized in other primary health care pro-
grams on the island.

In Bacbados, research is proceeding on a community menral
health program to ascertain the best method of meeting the needs of
the country,

Financing of health care is mainly through genera) revenue, and
countrics have allocated between 10-16% of national budgets ro
health. In the face of escalating health costs, and competing demands
on shrinking national budgets, countries are exploring additional
sources of revenue. Various types of user-charges are now in place for
diagnostic laboratory and radiological services, inpatient cace, drugs,
deliveries, etc. In Saint Lucia, wherever new health centers are con-
scructed, health caré commitcees that include community organiza-
tions are established and are involved in the management of the cen-
ter, contributing ro its financial support. Some countries have
introduced a health levy or a health surcharge which may or may not
be earmarked for the health sector. Some countries are considering
some form of national health insurance. In CARICOM countries so-
cial security systems do noe currendy deliver health cace. Capital pro-
grams requure extrabudgecary support through grants or loans.
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The situation outlined thus far in the four Cartbbean countsies
and territories studied is summarized in Table 1.

Achievements Since Implemencation of Primary Health Care
Strategies

It is against this framework of health systems that pflmagykl;ne%th
care programs have been implemented in many countries of the aci
ribbean. In the freld of health education, much emphasis was place
on the training of personne) and the establishment of healch educa-
tion units within ministries of health. ’ _

The PAHO adviser, on his arrival 1n the Caribbean in 1967,
found services staffed by only 7 health educators; by 1985 there ;vcrc
155 positions established in 16 countries. The a_ddcd' impetus from
Alma-Ata resulted in the establishment of six units within ministries
of health after 1978. Only one of the smaller countries does not yet

st of health educator. '
e I?ropgram support has been given by PAHO in thg areas of immu-
nization, nutrition, maternal and child health, chronic diseases, drug
abuse, and environmental health. I—_Iowcvcr‘ more use should be
made of the print and electronic mediz for education, _

In the East Caribbean countries, there has been some success 13
modifying the curriculum of primary schools to facilitate increase

health education. Workshops have been held for teacher training.
Technical advice on the formulation and implementation of na-
tional nutrition programs is made available through the Caribbean
Food and Nutrition Institute. Through the promotion of breast feed(i
ing and education programs for feeding the weaning age group.}';m
through dietacy counseling to pregnant and lactating women, thete
has been a marked decrease in the problem of malnutrition. With the
introduction of oral rehydration therapy, a-similar decrease in mortal-
ity 2and hospital admissions for gastroenteritis has occprrcd. E_Iowbexzer‘
in the present economic climate nutricion surveillance is being
1n[cn’?‘]l£]cciurinc discribution of tron and folic acid in antenaral clinics
has much reduced the incidence of anemia in pregnancy, whtlc iron
therapy is recommended for other forms of iron deficiency in
women. o
’ Exccp( in a few countrics—J)amaica, Grcnada., and Dominica tic-
ing the outstanding exceptions—chere has been litde progress in the
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establishment of food and nutrition councils to assist in the formula-
tion and monitoring of national food and nutrrition policy.

Much work has been done on dietary counseling and developing
guidelines and manuals for the prevention and treatment of obesity,

L
§ o E ME % fuwy diabetes, and hypertension. Guidelines for medical practitioners have
= o 8. %"ﬂg L 5F . .. E &8 e also been completed. The use of press releases, radio shows, and' tele-
£ G = & S E'?f; E vision has resulted in increased consumer awareness on nutrition.
“ S = ; g8es Training programs have been carried our for food service supervisors,
s & community nutrition workers, and dietetic interns; input on nutrition
o 8 G has also been provided to update the nussing curriculum. .
2 - g wbiE z g In the field of environmental health, the major problems remain
g + 584 . 8EL  E5, ,,, &1 those that derive from the absence of a reliable potable water supply
5 & 8 Z & g5 ch and inadequate systems of disposal of excreta and solid waste. While
£ = o g3 the lacger territories can negotiate loans with funding agencies, no
s & such avenue cusrently exists for the smaller independent territories
5 g which must depend on grant funds from friendly governments. This
8 0T T a g as g a = situation is being addressed with the assistance of the Castbbean De-
£ +E£8 5 4 €2, 2 ., .\ - §_§:§ velopment Bank. o . _
k wig 42 & 5% One of the major recent successes was a tralqlng-dcllvcry proj-
S £§2 ect—the Caribbean Basin Water Management Project. Through this
5 technical cooperation among developing countries (TCDC) project,
w G which was originally fundc_d by the Canadian Internacional Develop-
= wt P £ e § g menc Agency (CIDA), training manugls were d?vclopcd fmc‘i lower
B, .- “‘3 + 33L,, E . . £ s level water auchority personnel were crained utilizing the principles of
s Rg 29 & s appropriace technology. This project received international recogni-
= g g 2 tion, is now fully funded by governments, and is executed by the Ca-
& ribbean Development Bank. It receives some financial assistance from
CIDA and technical assistance from PAHO.
g Other important achievements include the development of the
& B € ¢ 5 Cacibbean Environmental Health Strategy, the recent signing (1988)
. £ S E 4 " ER] _én of the agreement o establish the Caribbean Environmental Health
g _E z E g 5 . § 285 £ In_sricutc, and the establishment in Antigua of che Pan-Caribbean
Ex3 g% 2 2 £ Sy < 98 E- g Disastes Prevention and Preparedness Project. ‘
'\E‘ ;-; 5 ‘g Eg T8 g- Et 3% i '§ In the field of margmal and child health, t_he Caribbean Com-
358> ¢ 8 é P 'E E o3 8 ‘gg ge -y munity Maternal and Child Health Strategy, which was developed in
N S5i% & E S EE& EE §§ % E § g 1975, was updated and reorganized in 1983 in a way that reﬂcc_ts the
=X £ ELE RS 48 EHESES fundamentals of the primary health care approach. The key indices—
- infant and maternal mortality cates—show favorable trends with only

onc country having an IMR in cxcess of 35.
Onc key area of concern is now perinatal morbidity and mortal-
ity, commonly associated with low birth weights, often in curn associ-
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ated with very young mothers. Family planning and family life educa-
tion programs have therefore been strengthened.

With four of the six immunizable diseases (poliomyelitis, diph-
theria, pertussis, and teranus), as well as malnutrition largely under
control, and with mortality and hospital admissions from gastroenter-
itis much reduced as a result of oral rehydration therapy, increasing
attention is now being paid in some countries to previously under-
recognized issues of child abuse and child neglect and constderation is
being given ro providing the required services in this area.

In the field of disease control, narional epidemiologists have
been trained and designated for almose all countsies, efficient surveil-
lance systems have been established, and referral and advisory links
with the Caribbean Epidemiology Center have been strengthened.
Diagnosric laboratory services in the less developed councries were also
improved.

With control established over the immunizable diseases and a
changing demographic pattern, the major disease threats are now
from diabetes mellitus, hypertension, and cancer, while drug abuse,
sexually transmirtted diseases (including AIDS), and traffic accidents
are inflicting an increasing toll on the society in general and most spe-
cifically on its youth.

Aedes aegypti control programs are still unsarisfaccory; malara
can be found in the continental territories of Belize and Guyana,

The OECS has cooperated in the development of the East Carib-
bean Drug Scheme, which has resulted in marked improvement in
the drug supply situacion in those countries, There is currently re-
newed iaterest in participating in the CARICOM bulk purchasing

scheme which would require development of and adherence to an es-
sential list of drugs as well as improvemeat in drug supply systemns.

Information on regional indicatots for the four countries visiced
can be found in Table 2.

Conclusions and Recommendations

Primary health care concepts are well accepred by countries in the
Caribbean. Greatest enthusiasm for primary health was found among
those personnel who have had the most exposure to the concepts and
have been most involved in their implementation at the nacional
level. The converse 1s also crue.

Whete political will was serongest and was effectively commuai-

Henry
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TABLE 2. Prumary health indicators for selected countries and territories
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cated to field staff, programs have been most vibrant. Any waning of
enthusiasm resulted in a negarive effect.

The value of national intersectoral workshops has been proven in
facilitating cross-fertilizacion of ideas, creating involvement of health-
related sectors, and acting as a springboatd for program implementa-
tion. Countries may wish to consider the desirability of convening oc-
casional national intersectoral workshops to monitor progress with
program implementation, or at least to consider the advantages of re-
suming intersectoral meetings where chese ace in abeyance.

One of the basic tenets of primary health care is incersectoral co-
ordination. Ministries of health must make greater efforts to identify
the benefits to be derived from intersectoral coordination and must be
prepared to take a leadership role in its promotion.

Thete ts no substitute for health plans. Countries should seek
PAHO’s support in having them finalized as soon as possible.

Some aspects of the managerial process which need urgent atten-
tion include manpower policy, informartion systems, and mainte-
nance of biomedical equipment.

Community pafticipation must continue to be emphasized. In
this connection there should be more dialogue with professional med-
ical, nursing, environmental, and pharmaceutical associations. Dia-
logue and discussion should also be pursued with other nongovetn-
mental organizations and with women’s groups, since these are
organizations that are often very active in or willing to promote pri-
mary healch care.

Standardization of nucrition surveillance cecords (s an urgent re-
quirement so that comparative data on nuttitional status in the Carib-
bean might be more readily available.

Although the need for ministries of health to become more cost-
conscious cannot be denied, and countries need to explore the mobili-
zation of additional sources of lacal revenues, che fear has been ex-
pressed that the imposition of charges for drugs in chronic disease
programs (e.g. diabetes, hypertension, and cancer) will be councer-
productive and lead to diminished scandards of patient care.

Due to current fesource constraints, countries need to keep their
health indicators under constant surveillasice to avoid any retrogres-
siont in gains made.

Agencies should continue to assist countries in the implementa-
tion of environmeatal health programs, especially ro extend the avail-
ability of 2 potable wacer supply, to facilitate sewering of cities and
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urban fringes, and to develop a satisfactory solid waste disposal

system. ' A
' rience in primarty health care of many senior policy

The expe : :
makers in the ministries of health in the Cagbbean is such that‘more
ants by international agencies.

n be made of them as consult / .
S building, or are about build

Some countries have built, ate _ ‘
new hospitals. It is therefore most timely to consider the role of hospt-

tals in primary health care.



Primary Health Care in
Guyana and Trinidad and
Tobago

CLAUDETTE HARRY-ASHILEY!

o Il; p}iepar_auon for this Workshop, the status of the implemencea-
st ;'(01'15 Aelgncr;)aryé l’}czgth care serategy and action plans in Guyana
finrdad and Tobago was evaluated (
ad anc ed. Interviews were held with
sl;t:rfflgggh%hMm}smqs of Health in both countries in August/Seprem-
. - The situation in these: i

oer 108 countries was found to be remarkably
l'mtm’l;i)]ere are some areas of deficiency according to the evaluation
cnt,” as outlined below, bur this dges not necessarily indicare

areas of deficiency in the i . ;
mple
strategy, y Plementation of the primary health care

. ) ;
Altl_‘nou%h a cenural planr}mg unit seems to be the preferred
oi_:monf or the incorporation of individual plans into national
p a;?s, ormulation of health policies and plans are still essen-
Z;amy;nci;irrlcd out by the Ministry of Health. The intersecroral

te¢ oprion seems to be rese { i
comn rved for cercain specific

. : CL
Com_muylty participauton as an organized activity and com-
mlcxln}cy mvolvemfznc In training programs, and in planning
and implementation of programs, still need much work and

C?mmlﬂncpt. The difficulty seems to lie in the development
of mechanisms to ensure this activity.

-
! Director, Medical Educa

tion P . N
Geotgetowa, Guyana, togram, Faculty of Health Sciences, University of Guyana,

s L
The evaluacion instcument vsed was the

Health Care Workshop held ac Saint Lucia;zsvpom( action plan adopted at the 1981 Primary
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e Manpower policies are urgently required, pasticularly in the
light of the present manpower shortages which seem to be in-
creasing steadily in both councries.

® Development of research and appropriate technology s an-
other area of weakness. This should probably be an activity
implemented at the regional rather than national level.

Details of the situation within each activity category in the two
countries follow.

Implementation of Action Plan for Primary Health Care in
Trinidad and Tobago

Formulation of policies and plans

At the present time no inrersectoral mechanism exists for che for-
mulacion of national healch policies. However, the Mintstry of Plan-
ning and Mobilization is the central point ac which all Miniscries’
plans are evaluated, approved, and incorporated into the macro-eco-
nomic plan. Intersecroral committees exist for the formulation of pol-
icies and plans in specific areas, e.g., autrition.

A country healch plan, including statements on policy has been
developed. This comprehensive plan has been incorporaced into che
macrocconomic plan, and covers the period 1987-1991. It includes 2
built-in system of evaluation and feedback strategies. The Nartional
Health Plan encourages the primary health care approach and covers
11 priority areas including environmental health, maternal and child
health, food and nutrition, and dental health, among others. The
ptan incorporates strategies for implementation.

Planning and programming have been instituted at the county
level. The intention is to apply chis at the districe level but thus far it
has only been tried on 2 pilot basis at a few health centers.

Very little progress has been made in the area of shifting re-
sources to primary health care. A major reason for this difficulty is
that the servicing of secondary and tertiary care facilities must be
continued.

Community participation

Active community parcicipation has increased, particularly at the
intermediace Jevel, Some local auchorities have established health
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commitcees. The most active community participation, however, is
through nongovernmental organizations, and in 1985 a workshop was
held for NGOs involved in health care ro determine cheir role, partic-
ulary their involvement in chronic disease programs.

There is no written policy on community participation. How-
evet, the Ministry of Community Development, Welfare, and Stacus
of Women are jointly sponsoring 2 Coasultation on Commuaity Par-
ticipation aimed at reviewing the role of village and county councils in
community participation. County consultations were held berween
March and May 1988, and 2 national consulcation, with health sector
representation, will be held in September 1988 to bring together the
recommendations made during the county discussions. It is hoped
that guidelines on community parcicipation will be forthcoming fol-

lowing the national consultation.

Management

Much attention has been paid to management, particularly ar
the county level. A programming manual was prepared in 1984 and
updated in 1986. A workshop was held in 1986 1o review information
systems 20d supply management. Personnel management and sup-
plies management manuals are in the process of being revised.

Facilities, supplies, and equipment

Health facilities, together with equipment and supplies were
listed prior to 1985. Until now, the health centers and supplies have
been adequate for the implementation of primary health care. There
is a general feeling, however, that there is 2 need to make laboratory
facilities available in a few strategic areas.

A national formulary does exist and consideration is now being
given to the prepararion of 2 list of essential drugs.

The installation of an effective supplies management system has
been addressed. In 1985.a National Hospital Management Commit-
tee, responsible for the storage and distribution of drugs and other
supplies was established. The system has improved greacly since that
time.

Manpower policy

Therte is no written documeat on manpower policy, but man-
power needs have been addressed in the national healch plan. The
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availability of manpower is very changeable, and the situation is pres-
ently being reviewed with the aim of making recommendarions on
new categories of personnel required to adequately service ti}c system.
Personnel management policies were included in 2 health infrastruc-

ture document produced in 1986.

Training programs

There have been on-going training programs for county healch
teams since before 1983, Health center staff and other persons are oc-

casionally included.

Health informatson

A health information system has been dcvclop'ed‘ but not specif-
ically for evaluation of the plan to implement primary healtch care.
The system can, however, provide information on what is happening

in chis atea.

Training

Community leaders are involved in county health team work-
shops, but there are no programs aimed specifically at the training of

these leaders.

Research

A healch research commitcee has existed since prior to 1982, and
was recently reactivated. This committee, however, is uscd_ more for
the evaluation of research proposals than for the promotion of re-
search and development of appropriate techaology.

Financing

A review is being undercaken 2t the national level of the financ-
ing of the health services.

Implementation of Action Plan for Primary Healch Care in Guyana

Porsmulation of policies and plans

No incersectoral mechanism cxists in Guyana for_thc formulation
of nacional healch policics. Within the Scerctariac of the Stace Plan-
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ning Commission, therte is a unit responsible for the health sector
which ensures the incorporation of the health plans into the national
development plans.

Intersectoral commuittees exist for the formulation of policies and
plans in specific areas of nutrition. At vartous times a food and nutsi-
tion council within the State Planning Secretariar, and an intersec-
toral committee for non-formal nutrition education under che auspi-
ces of the Ministry of Health have funcrioned.

An overall health policy in support of primary health care was
enunciated in 1982. The Ministry of Healch monitors implementation
of its health programs on a quarterly basis, and particular attention is
paid to the areas of maternal and child health, nutrition, and environ-
mental health, among others. However, this evaluation is not specifi-
cally aimed at implementation of the approved regional straregies.

A planning and programming process was developed in 1982
and instituted in 1983. This process 1s now being utilized at the
health center level.

A comprehensive health plan that was scheduled for completion
in 1987 has now been re-scheduled for completion in 1989. A health
planner has been identified and discussions abouc establishing a plan-
nIing unit is in progress.

Although the progressive shift of resources toward primary
health care started in 1982, no completion date can be given for this
accivity.

Intersectoral cooperation 1s an ongoing activity. Alchough not
specifically atmed at primarcy health care, it does take place at the re-
gional level.

Community participation

Commuaity involvement exists only in very specific areas, such as
in the selection of candidates for training as community health work-
ers, and, on an 24 boc basis, the building and refurbishing of health
facilities, Some local authorities have health committees, but many of
these are non-functional. A priority activity for 1989 is che re-estab-
lishment of local health commitcees which are to be attached to health
centers.

Although a written policy on community pacticipation exists,
there 15 still no established mechanism to facilicate it. A short-term
consultant was requested from PAHO to investigate the possibilities
of such participation.
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The examination of the existing health care system was stacted in
1978, and is considered to be an ongoing acuvity.

Management

A planning 2nd programming process has been instituted, and 2
supply management manual has been developed and put into use.
Monitosing and cvaluation of the management system is carried out
on a quarterly basis.

Health information

The health information system has been reviewed on several oc-
casions, and an atcempt is being made to streamline this system. The
possibility of setting up epidemiological statistical units in each re-
gion is under discussion.

Facilities, equipment, and supplies

The necessary facilities, equipment, and supplies to implement
primary health care in Guyana have been listed since 1984. A stan-
dard list of drugs, including essential drugs was developed in 1982.
This has been revised, and a new formulary is to be published in 1988.
Although 2 supplies management system has been in operayion stnce
1983, this has been more effective for non-drug items. Some prob-
tems still exist in che drug distribution system.

Manpower policy

Work on the development of a2 manpower policy was started in
1985, but has not yet been completed. Restructuring of ministries,
redesignation of responsibility for manpower planning, and delay in
appointment of staff have slowed completion of this activity.

Training

Training programs for personnel working in primary health care
have been ongoing for some time in both basic and continuing educa-
tion. Personnel working in other health service related agencies are
included in some of these programs. _

Since 1984 no training programs have been held for community
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lca_ders. However, in 1988 caprains of villages in malarious areas were
trained in the prevention and control of malaria.

Health development and research

Although regional health management teams exist, community
healch development teams still do not. The formation of such com-
mizcees is being encouraged, parcicularly in the hinterland areas of
Guyana.

Financing

A review of alternative methods of financing was carried oue in
1987 at the national level.

Primary Health Care in
Antigua and Barbuda and
Dominica

C. ETIENNE!

At a Primacy Health Care Seminar held ia Saing Lucia in June
1981, a stracegy and plan of action for implementation of primary

. health care in the Caribbean was adopted. Countries in che area have

since implemented this 25-point action plan to varying degrees. As-
pects of this plan were used as an evaluative tool in the following re-
view of the status of implemencation of primary healch care in Anci-
gua and Barbudz and Dominica.

Antigua and Barbuda and Dominica have several distinguishing
features which influence health care delivery. Antigua and Barbuda
have a combined area of 176 square miles and an estimated popula-
tion of 81,000. Rainfall is low, and there are frequent periods of
drought. Tourism is the mainstay of the economy. The road network
is well-developed, and while there is no organized public system, all
areas in Antigua are readily accessible by transporrt.

Dominica is 2a mountainous island covering an area of 289 square
miles. The population of 80,000 live in small villages scattered along
the coast. Rainfall is retatively high, and agriculture (mainly bananas)
ts the most important contributor to the economy. Most villages are
accessible by motor vehicles, but the rugged terrain hinders ready
transport.

Dominica suffered a major hurricane in August 1979 which de-
stroyed or damaged most health facilities. This presented a unique
opporttunity for the reocganizacion of the health system, and empha-

MHospital Medicul Dirccior, Princess Murguret Fospitud, Ministy of Healdh, Roscau, Dominica,
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sis was placed on development of the primary care sector. The budget
address in 1982 clearly stated the Government’s commitment to the
primary health care approach. Several Dominicans have been trained
at the highest level for managemenr of the primary health care
system.

The Government of Antigua defined irs health policy in 1984
with a stated commitment to primary health care. This commitmenc
is, however, not reflected in budgetary allocations or in the health
sector. The planning and managerial process is deficient, and there is
4 need for urgent assessment and reorientarion of the healch sector,

Implementation of the Action Plan in Antigua and Barbuda

In Ancigua, in March 1986, a national intersectoral workshop on
primaty health care was conducted. An outcome of thar workshop was
2 plan of action for the implementation of primacy health care in
Antigua, and a planning committee was formed. Due to the absence
of 2 health planner and lack of commitmenc on the part of the central
Ministry of Health staff, the planning committee remains nonfunc-
tional, and che action plan has not been implemented.

At the highest level, the Cabinert reviews health issues and influ-
ences health policy, but there is no established interseccoral mecha-
nism for the formulation of national health policy. In 1984 the Gov-
ernment published irs health poliey in support of primary health care,
and stated its commitmenc to all national, regional, and international
acuvities necessary to achieve health for all by the year 2000. How-
ever, there is as yet no national strategy for the implementation of che
primary health care approach. The community nursing service is well-
oriented in its thinking, and is committed to the primary healch care
approach. Regional strategies have been used to guide matecnal and
child health activities. The maternal and child health manual, which
incorporates these strategies, was introduced in late 1986.

Planning and management

There is no formalized planning process, and efforts 1o secure
PAHO technical assistance in chis acea in 1985/86 proved unsuccess-
ful. An in-depch assessment of the existing health cace syscem prelim-
tnary to the preparation of 2 health plan is needed and is scheduled
for 1989.
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The health managemenr system is rudimentary. A4 boc meet-
ings are called by che Minister with the Permanent Secretary, Chief
Medical Officer, Principal Nursing Officer, and the Matron and Su-
perintendent of District Nurses. These meetings are, however, not
specific to primary health care. There is no managerial process to en-
sure planning, programming, implementation, and evaluation.

Resource allocation

Resource allocation favors the further development of the sec-
ondary care hospitals at the expense of primary health care. Since
1976 the budgert available for primary health care has remained at an
average of 40% of the total. Capital expenditures in recent years have
been mainly centered at Holberton Hospital. Pessonnel and supply
allocation also favor hospital services.

Community participation

Neither a written policy on community participation nor na-
tional guidelines have been prepared. Health committees have been
accepted as the main mechanism to foster community participation.
Several health committees were formed as early as 1981, but only four
are now functioning effectively. It is hoped that with the establish-
ment in 1988 of district councils, community participation in health,
and intersectoral coordination at the peripheral level can be en-
hanced. Programs for the training of community leaders have noc
been initiated and need to be considered.

Manpower

There is no manpower policy, stated or otherwise. An urgenc
need exists for personnel trained at the management level of primary
health care. Commuanity nurses have benefited most from training
programs at both the local and regional levels and such programs, de-
signed to meer the needs of primary health care, are ongoing. The
regional craining coursses for community nurses have been atrended by
family nurse practitioners, public health nurses, community nurses,
public health inspectors, and dental auxdiacies.

There has been no training for discrice medical officers. Follow-
ing the cstablishment of the modcel health district in 1988, the fiest
healeh ceam was formed. Difficulty was experienced in inducing other
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health workers to meet regularly with nurses and to form a cohesive
team. Attempts to incorporate representatives from other sectors were
unsuccessful. At present, health teams are principally nursing teams.

Facilities and supplies

 The island has been divided into six nursing and medical health
districrs, each comprised of 2 main health center and satellite clinics,
There has been no inventory of facilities needed for the effective de-
livery of primary health care. New facilities have been provided
largely in response to demands by political represencatives. Healch fa-
cility needs for St. John require urgent assessment.

A list of necessary supplies and equipment for the functioning of
the model health district was prepared in 1984. In each health dis-
trict, the public health nurse updates equipment and supply needs for
nursing activities.

In August 1988 a list of drugs, representing an initial cautious
attempt at rationalization, was completed. The list is very liberal and
drugs ace listed as vital, essential, or necessary. Further rationalization
of a drug formulary is expected to take place, but no target date has
been set for this activity.

The drug and supply management system can be immensely im-
proved in cerms of inventory control, purchasing practices, financing,
and disttibucion. Cencral purchasing was introduced in 1985. A man-
agement committee, consisting of the Permanent Secretary, Chief
Medical Officer, Purchasing Officer, Accountant General, and Ac-
counts Officer, was appointed to control expenditures on drugs and
supplies in 1988, but is now nonfunctional. Consideration is now be-
Ing given to participation in the Organization of Eastern Caribbean
States drug service, which would foster rationalized drug selection,
tmprove purchasing practices, and strengthen the local drug manage-
ment system,

Health information system

A health information system to support the implementation of
primaty health care is being developed. This process was initiaced in
1986, and data forms, supported by a manual, were introduced in all
health centers in 1988. The first quarterly repore utilizing data col-
lected from the system is currently being compiled. The syscem is as
yet geared only to the support of maternal and child health activities,
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clinic activittes for adults and the elderly, and chronic diseases. The
system benefits from the services of a well-trained health stauiscician
and from PAHO assistance.

Legislation

Health laws and regulations date back to colonial days 1n Anti-
gua and Barbuda. A program for their update is necessary.

Research and appropriate technology

There is no established committee o promote research and ap-
propsiate technology. Individuals such as the Principal Nursing Offi-
cer and Healch Statistician have stated cheir interest in research, In
1983 Antigua participated in the regional community bases survey in
health services utilization.

Regional cooperation

The Ministry of Healch supports and attends regional workshops,
meetings, and seminars which are aimed at the review of alternacive
methods of financing the health sector.

Implementation of the Action Plan in Dominica

The implementation of the primary health care approach in
Dominica was facilitated by a hurricane in 1979, which severely dam-
aged all healch facilities and affected health care delivery. This pre-
sented a unique opportunity for Dominican nationals and aid agen-
cies to restructure the health delivery sysrem. A rehabilitation
committee was formed in 1979, following the hucricane, and was later
broadened o include heads of departments and to function as a plan-
ning commictee.

A hcalth sector assessment was commissioned in 1980 with
PAHO cechnical advice. The deficiencies in the system were high-
lighted. These included the maldistribution of resources, fragmenta-
tion at the discrict level as a resule of vercical lines of command, and
the ill-definition of discrict boundarics. The decision was made by the
planning committee to adopr the primacy healrh care approach, and
the drafting of plans (or rescructuring began. Healeh districes were de-
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fined, and levels of care established. The health team concepr was
accepted, and composition and functioning of health teams were de-
termined. The first health team was formed in 1981, and by the fol-
lowing year, all district teams had been formed. These teams were
comprised of all health workers assigned to, and working within, a
hf:alth district (including the driver, cleaner, and yardman). Commu-
nity organizations and other sectors were not given representarion on
the team, but they worked closely with health teams.

The Cabinet of Ministers was involved in the process and kepr
adequately informed by the Minister of Health and the planning
committee. Health policy determination and plan formulation oc-
curred simultaneously.

A derailed inventory of facilities, supplies, and equipment was
taken with PAHO assistance in 1981, Location and distribution of fa-
cilities in each district, including staffing and equipment, were
determined.

Intenstve plaaning activities occucred in the fiscal year 1980/81.
Overall health policy in support of primary health care was finalized
in 1982 and presenced in the Prime Minister’s budget address for that
yeat. A nartonal intersectoral workshop was conducted in November
1982 during which the draft health plan was presented. This three-
day workshop was attended by community workers and representa-
tives of local organizations, government sectors, and nongovernment
agencies, along with foreign aid donors and agencies. The health plan
was adopted with few amendments to cover the period 1982-1987.
Objectives were clearly defined and priorities stared, buc the required
financial resources for implementarion were not computed.

Strategy

The focal strategy for implementation of primary health care in
Dominica was decentralization. This was introduced in 1982, and
continues to be developed. Health care delivery was guided by man-
uals on environmental healch 2nd maternal and child health that were
distributed in 1981. These manuals incorporated approved regional
strategies and approaches. '

Management

With reorganization, vertical lines of command were removed,
and a management team was established in each district, consisting of
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the District Medical Officer, Family Nurse Practitioner, Public Health
Nusse, and either the Environmental Health Officer or Pharmacist.
The District Medical Officer was the designated leader. Local pro-
gramming was established in all districts by 1983,

Technical supervisors were included in a central technical com-
mittee with responsibilities for program formulation and for the pro-
vision of management support to the newly formed teams. Monitor-
ing programs is the day-to-day acrivity of technical heads of
departments, and is supported by in-depth quarterly evaluative re-
ports. Annual assessmenr and evaluation commenced in 1983 wich
participation from peripheral workers and the central technical com-
mittee for cthe review and reestablishment of norms, standards, and
goals.

Resource allocation

Significant maldistetbution of financial resources, manpower,
supplies, and drugs existed prior to 1981. Capital expendituces from
1981-1987 were largely focused on primary healch care. Following de-
centralization, districe health budgets were established in 1983, aand
district teams were allowed some control of these budgers.

Community participation and intersectoral coordination

Community participation and interseccoral coordination compo-
nents of the primary health care approach have been the least ex-
plored and least implemented in Dominica. At the highest level, the
Cabinet reviews and approves health policy. The Ministry of Health
has worked closely with the Economic Development Unit since 1981,
with an officer of that deparement participating in planning activities.
Workshops held in 1982 and 1988 to review plans were attended by
MOSt SeCEors. :

The Food and Nutrition Council is the best working example of
intersectoral coordination. Intersectoral cooperation is informal, but
well-developed on the periphery.

Struccured community involvement and participation com-
menced in 1981 n the village of Laplaine with the formulation of the
modecl health district. A detailed policy on community participation
with guidelines for implemencation was included in the 1982-1988
Healch Plan. Formation of health commirteces was the mechanism es-
tablished to facilicate and foster community involvemenr and partici-
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pation, The health education unir was given the responsibility of sup-
porting this activity. A total of 36 health committees have been
formed.

A review of the status and functioning of health commitrees was
conducted in 1984. This included an islandwide survey of health com-
mittee members, health professionals, and community members. The
results of the study were presented at 2 two-day intersectoral workshop
in 1985. The recommendations made there have not been
tmplemented.

Extensive training of community leaders was conducted at the
local level, with funding from the International Planned Parenthood
Federation. Parricipants included village councilloss, ceachers, agri-
cultura] extension officers, and leaders of sporting, cultural, religious,
and other local organizations.

Drugs and supplies

Efforts to decide on a list of essential drugs commenced in 1980.
Drugs were categorized by first- and second-line. A list of drugs and
supplies for use by each district nurse was finalized in 1981, The ini-
tial list was subjected to further rationalization by the Central Drug
Committee, which was formed in 1981. The ficsc formulacy was pub-
lished in 1984 and is continually updated. A reprinc is expected in
1989.

The management system at Centeal Medical Srores, the central
purchasing unit, was strengthened by the appointments of a chief
pharmacist and a supply manager in 1982. Utilizing USAID funds
and the expertise of management sciences for healch, the manage-
ment system was revolutionized. This resulted in improved purchas-
ing practices, stock control, and peripheral discribution.

To facilitate purchasing and the prompt reimbursement of sup-
plies, a revolving drug fund was established in 1983. District facilities
and hospitals were allocated drug budgets in 1984 from which drugs
weee purchased from the Central Medical Stores. Compurterization of
the system in 1983 facilitared scock control and purchasing.

Manpower

A manpower policy has yet o be developed within the Ministry
of Health. An evaluation exercise was conducted in December 1987.
A new category of worker, the primary care nurse, was introduced and
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erained specifically to deliver primary health care. Innumerable work-
shops and seminars were organized throughout the healch districes for
all categories of workets. These supported the developments within
the systemn, including team-building exercises, management, and
supervisiofi.

Health information system

With PAHO assistance, the development of a health informa-
tion system commenced in 1981 and was fully incrqduccd in all hc?lth
districts in 1982. It supports the function of planning, programming,
implemencation, and sesvice delivery in monitoring and evaluarion.
A revision of the system was conducted in 1987, also with PAHO

assistance. o _ SN
A major weakness of the system lies in the non-inclusion of the

secondary care level.

Research and appropriate technology

No commuittee has been designated to promote this acuvity.
However, operations research and community surveys are frequently

conducted.

Legislation

Legislation is generally outdated and irrelevant to the present
system. Regulations to allow the ful} functioning of nurse practition-
ers and dental auxiliaries were passed in 1983. A'new Mental Hcalt_h
Act was passed, and an AIDS bill was approved in 1987. The Public
Health Act is currently under review.

Health care financing

Dominica participates in regional reviews of alternative methods
of financing the health seccor. A cost-sharing scheme was introduced
in 1985, invelving Social Security and individual patients.

Regional cooperation

The Ministry of Healch cooperates with other Ministcies of
Mealth and agencics to promote the implementarion of primary
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health care. The Certificate Course in Community Health was hosted
in Dominica in 1985, utilizing expertise from the Ministry of Healch
and the primary care system for field experience. Regiona) training
workshops have been hosted on topics including drugs and medical
supplies, supervision and management, and family planning man-
agement. Dominican health workers assist other countries wichin the
Region in health team development, family planning training, evalu-
ations, and reviews. Dominica is an active member of the Organiza-
tion of East Caribbean States drug service.

Primary Health Care in the
British Virgin Islands and
Mouwntserrat

LOoWELL 1LEWIS’

Status of Implementcation of Primary Healch Carce in the
British Virgin Islaads

The British Virgin Islands is one of the four dependent tetritories
of the United Kingdom in the Casibbean. About 12,000 people live
on this archipelago of islands, cocks, and cays, which cover a total of
59 square miles and lie about 60 miles to the cast of Puerto Rico. The
healchy subrropical climate and maay sheltered beaches have helped
to make the British Virgin Islands a major tourist resort.

The Minister of Healch is responsible for all matcers relating to
health services. He is one of four elected Ministers who make up the
local goverament, sesponsible for policy and the general direction of
the nation.

The health status of the Bricish Virgin Islands is relatively good.
In 1986 the neonartal mortality rate was 20 per 1,000 live bicths, and
the crude deach rare was 6.25 per 1,000 population. The major causes
of death were heart disease, cerebrovascular illness, and carcinoma.

In addition to the hospiral and government clinics, a private hos-
pital and seven private medical practices serve the population. In 1986
there were 1,014 persons treated as inpatients. The six leading causes
for hospitalization were: complications from pregnancy; diabetes
mellitus; arthropathies; diseases of the esophagus, stomach, and duo-
denum; hypertensive discase; and diseases of the urinary tract,

Dirccror of Ulealth Servives, Mitiary of Yieuhd, Plymoudh, Montsereat,
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Recruitment of trained health personnel has become a problem
due to the continuing migration of young British Virgin Islanders to
the United States. Most foreign staff come from Jamaica and the other
East Caribbean Istands, but several vacancies in the health system usu-
ally rernain unfilled.

A good infrastructure has been established, with good roads, im-
proving water, sewage and refuse disposal services, and readily avail-
able sea and air transport to and from the Bricish Virgin Islands.

Primary health care programs are considered a priority by the
Ministry of Health, but there are reservations by some staff who are of
the opinion that emphasis on primary health care distracts from 2 to-
tal development of health care services, and that the primary healch
care strategy may not be the most appropriate for the British Virgin
Islands.

Not many persons interviewed were familiar with the 25-point
action plan developed at the 1981 primary health care workshop 1
Saint Lucia, but the process of development of health services chat has
taken place over the last 10 years coincides closely with the strategies
set out in that plan. :

A national intersectoral workshop was conducted in the early
1980s, but no intersectoral mechanism for che formulation of national
health policies and plans has been established. The Minister of Health
is eagec for input from the Deparcments of Agriculture, Social Set-
vices, Tourism, and Labor, and supports the idez of intersectoral co-
operation of health planning.

The anaual health reports for 1980 to 1985 presented policy
statements in support of primary health care. The priorities in health
care coincide with the regional priorities of environmental health,
maternal and child health, food and nutrition, and dental health.
Some effort is being made to incorporate the planning process at all
levels of the health service. A detailed five-year healch plan was pre-
pared in 1983, and most of the objectives of this plan have been
achieved. The health department has begun preparation of a noew
five-year plan.

Several of the health officials interviewed were of the opinion
that there has been no shift of resoucces in the direction of primary
health care, and that there has been no restructuring prompted by the
regional primary health care plan. However, the exisring district clinic
service and healch education program ensure that a significant pro-
portion of resources have traditionally been allocated to the primary
health program,
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The existing managemenct system allows a satisfactory level of
planning, program implementation, and monitoring of health ser-
vices. However, evaluating mechanisms were not identified.

The facilities necessary to allow the implementation of primary
health care have been present in the Brirish Virgin Islands since before
1980.

The British Virgin Islands has joined the East Caribbean drug
service, and has accepted their new formulary for regular use. The
supplies management system is good. ‘

A manpower policy is tepresented by the approved list of estab-
fished and non-established workers.

There are no specific programs for the training of community
leaders, and no primary health care community health development
teams. However, much of the training of health personnel encom-
passes aspects of the regional primary health program.

Although there are neither written policy nor guidelines on com-
munity participation, 2 high level of volunteer activity by the Red
Cross, the Menral Health Association, and church groups ensure that
community participation in health care rakes place.

There is no committee to promote the development of research
and approptiate technology.

The British Virgin Islands has undeftaken a crirical review of the
financing of health services, and most of the existing health legisla-
rion is being reviewed and updated.

The British Virgin Islands actively participates and supports the
primary health case activities of the CARICOM States and Secrerariat,
and the primary health program of PAHO/WHO. The healch cace
system of the Brirish Virgin Islands has been developed appropriately.
The imminent establishment of an intersectoral group and increased
community participation is expected to allow furrher progress toward
achieving the objectives of the primary health care concept.

Status of Implementation of Primary Health Care on Montserrat

Montscrrat is one of four United Kingdom dependencies in the
Caribbean. It is 39.5 square miles in size, and situated 26 miles to the
souchwest of Antigua. Jusc under 12,000 people live on this rugged,
mouncainous, volcanic island. The major industrial activities are cen-
tered around agriculture, tourism, and construction. In addidon,
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there ate small-scale operations involving electronics assembly, gar-
ment manufacrure, woodworking, and handicrafts.

Internal affairs of the Government are the responsibility of the
elected Executive and Legislative Councils, while external affairs and
defense are conducted by the Governmenc of the United Kingdom.

The health of the population of Montsesrac is relatively good. In
1987 the infant mortality rate was 28.2 per 1.000 live births (the mean
rate for 1983-1987 was 17.0); the crude death rate was 10.5 per 1,000
population. The principal causes of mortality were cerebrovascular ac-
cident, hearr disease, hypertension, malignant neoplasms, pneumo-
nia, and other respiratory diseases. Hypertension and diabetes melli-
tus afe very prevalent.

Most activities of the Ministry of Health are organized through
working committees, and there is an attempt to incorporate the plan-
ning process at all levels of cthe health secvices. A draft list of health
programs has been in circulation since 1985, but no comprehensive
health plan has ever been prepared. District clinic services, health ed-
ucation, and encouraging community participation are priorities of
the Health Department. The management system allows planning,
programming, implementation, monitoring, and evaluation of ser-
vices. However, staff shortages do not 2llow these activities to be done
as promptly and as efficiently as desired.

The facilities needed for the implementation of public health
care are present, and 2 national drug formulary has been in use since
1986. The supplies management systern requires more staff and more
money in order to function more effectively.

While there is no written policy of guidelines, community partic-
ipation does occur throughout the island. There ace primary health
care committees in each of che three districts. Activities of these com-
mittees are coordinated by the Public Health Nurse for each area. Nu-
merous health-related activities ate organized by the Red Cross, Old
People’s Welfare Association, Family Planning Association, St

John's Ambulance Brigade, church groups, and service clubs. There
have been weekend camps and workshops for the training of commu-
nity leaders.

Research committees supervise theee ongoing research projects tn
the areas of intestinal parasite control, developmentcal screening, and
mosquito transmission of diseases.

The Miniscry of Health is presently planning a change in the fi-
nancing of health services. New legislacion includes reguladions for

districe health services, and for the control of food, drugs, and
cosmetics. ‘

Montserrat acrively participates in and supports the primary
health care activities of the CARICOM States and Secreranat, and the
primary healch care programs of PAHO/ WHO.

The Health Department and Ministry of Health are fully corn-
mitted to primary health care and have made every effort to imple-
ment all the components of the regional 25-point action plan. A
multisectoral workshop in 1985 was promptly followed by establish-
ing an interseccosal Nartional Primary Health Care Commuittee, which
was chaired by the Minister of Health. ' N

The current drafc health plan lists the following policies:

1. To further organize the health care system utilizing the pri-
mary health care approach; . _

2. To provide comprehensive integrated services which are affor-
dable, which allow for active community pacucipanon, and
which urilize multidisciplinary approaches;

3. To refine current strategies for health care delivery.

Primary health care is a priority of the Government of Montser-
rat, but chere is a2 need for more public education and community
participation. An increased input of resources and 2 slowing of the
¢migration of trained petsons are also needed o zllow full implemen-
tation of an effective primary health care program.
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Health Systems



Current PAHO/WHO Policies
and Strategies to Achieve
Health for All—Local Health

Systems

JOSE MARIA PAGANINT!

The current policies and strategies of the World Health Organi-
zation (WHO) and the Pan American Health Orcganization (PAHO)
for achieving the goal of health for all by the year 2000 have come
about as a result of a series of decistons made in che Region of the
Americas beginning in the 1960s.

Intecnational Participation in Establishment of Primary Care
Strategies

In 1961 the First Health Plan for the Americas was defined,
wherein the Punta del Este Agreement identifies the health sector as
both the object and the subject of development. The governments of
the Regton set their objectives and goals for the decade by adopting
the Ten-Year Health Plan for the Americas in 1972. In 1977 the
World Health Assembly (WHA) defined thé goal known as ‘‘Health
for All by the Year 2000,”" which is to achieve for all world citizens a
health level that would allow them to Jead socially and economically
productive lives. In that same year, the Meeting of Ministers of Health
of the Amecricas identified primacy care as the basic strategy for
achicving healch for all.

Y Proginm Cuordhinator, Tealih Scevices Developmene, Pan American flealih Organizaiion,

Washingon, 1.C,
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' [n 1978 in Alma-Ara, USSR, the International Conference on
Primary Health Care was convened under rhe sponsorship of WHO
and UNICEF. It was asserced at Alma-Ata thar primary health care, as
a central function of the national health systern and as an incegral p‘art
of social and economic development, is the key to achieving health for
all by the year 2000.

Since its first formularion, the concepe of primary health care has
progressed continually, so it is necessary to clacify its current status.
Primary care 15 a global strategy for compcehensive health system de-
vc]opmcnt._lt Is a strategy which, when applied to the present health
systern and its futuce development, leads o very important struccural
changes.

The strategy includes the following components:

¢ The health system is viewed as a componcent of social develop-
ment and an instrument of social justice.

* All populations are covered with no restrictions whartsoever;
that is, che principle of universality is applied. ‘

® The issues of the economic, cultural, and geographical accessi-
bilicy of the most needy are addressed. applying the principle
of equity.

¢ The community plays a fundamental role in decision making
rcggrdmg 1ts own health care and its active participation in the
eatire system.

* Extension of health services coverage and environmental im-
provement are considered to be fundamental. These include:
developmeant of intersectoral articularion: development of re-
scaltch z}r}d appropriate technology, human resources, and the
availability and production of supplies and equipment; estab-
!1shm§nt of national financing systems for the sector; ar;d reor-
tentaton of international cooperation.

X Oance the basic components of the strategy of primary care have
cen defined, the following nine essential elements of action can also
be specified:

Healch education :

Promotion of food supply and proper nutcition
Adequate supplies of pure water and basic sanitation
Maternal and child care, including family planning
Immunization

Prevention and control of endemic diseases
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7. Appropriate treatment of chronic diseases and accidents
8. Promotion of mental health
9. Provision of essential drugs

The strategic components of primary care and the essential ele-
ments listed above exemplify the new approach and change in the
structure of the health system.

In 1979, the world’s govesnments approved the Alma-Ata Dec-
Jaration and the Straregy of Health for All by the Year 2000. In 1980,
with the participation of the governments of the Americas, PAHO
defined the Regional Strategies for Health for All by the Year 2000.

In 1981, the Directing Council of PAHO adopted the Plan of
Action for Implementation of the Regional Scrategies. This plan in-
cludes the minimum goals and the regional objectives, as well as the
actions that the Goveraments of the Americas and PAHO should
carry out in order to achieve health for all by the year 2000. Agencies
such as the Organization of American States (OAS) and the Economic
Commission on Latin America and the Caribbean (ECLAC) have
adopted this proposal and included it in their plans of work.

In September 1986, the XXII Pan American Sanitary Confer-
ence, made up of health authorities from all the countries of che Re-
%ion of the Americas, emphasized the need for all countries of che
Regioa as well as for PAHO to give priority to health infrascructure
development through decencralization. Three programming priori-
tics wete defined in the document ‘‘Orientation and Program Priori-
tics for PAHO Duting the Quadrennium 1987-1990"":

* Developmenc of the health services infrastcucture wich empha-
sis on primary health care;

* Attention to health problems present in vulnerable human
groups with specific programs implemented through the
health services system; and .

¢ Management of the necessary knowledge to accomplish the
two preceding priorities, in accordance with a management
strategy fot optimum utilization of PAHO/WHO resources.

[0 addressing the development of healch infrastruccure, the
above-mentioned documenc on programming priosities staces that in
ordes o achicve equity, efficiency, and cffectiveness in health actions,
and to ensure thac services are available for the entire popularion
through broad application of the strategy of primary health care, it
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will be necessary to implement more effective planning methods to
develop the services, and to improve their management to reflect local
programming needs. These are objectives that can be achieved
through effective political and adminiscrative decentralization.

Ac its September 1988 meeting, the ¥XXXIII PAHO Directing
Council approved Resolution XV and Document CD33/ 14, which es-
tablish the need to support the development of local health systems as
a basis for the reorganization and reorientation of the health sector.

Social and Economic Impact on Health Systems

What is the reason for this renewed interest in decentralization
and local health systems? It is possible to mention some factocs that
might explain renewed interest in finding a developmenc stracegy of
healch infrastructure based on the decentralization and local health
systems.

The economic crisis had its inception at the beginning of the
1980s and continues to affect most countries in the Region. We
should remember that from 1981 to 1986, per capita GNP in the Re-
gion of the Americas declined 8% (ECLAC data) to its 1977 level—a
setback of nearly 10 years. The persistence and depth of the crisis ts 2
matter of sertous concern; in 1986, 12 countries of che Region contin-
ued to show a decline in their growth rates. According to the Inter-
American Development Bank, the accumulation of capital fell from a
positive average annual rate of 7.3% during the 1970s, to a negative
average annual rate of 4.5% during the period 1981-1986. This has
resulted in a steady decline {n the creation of new employment and 2
comparable rise in the rates of unemployment and underemploy-
ment, along with an estimated 15% deterioration in rhe real value of
wages. Here, too, the figures have declined to the levels attained dut-
ing the 1970s.

The problem of the economic crisis cannot be discussed without
mentioning the external debt. The Latin American and Caribbean
nations had a debe of more than US$382 billion in 1986. To most
countries this has meant a debt service payment of between 35% and
40% of cheir export gains. This led to the paradoxical situation of
poor countries transferring resources (amounting co US$130 billion tn
1982) to rich countries.

The effects of che crisis are evident throughout cthe Region and
the social sectors are the most severely affected. The problems con-
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fronting the health sector and the health services are dependent on

the socioeconomic situation described above. Budgetary limitations,

Jlow wages, the inability of the most disadvantaged populations to pay
“for services, and che limitations of crirical investments are obvious
consequences of this crisis.

In addition to the economic crisis, the explosive inctease In popu-

lation—from 370 million in 1980 to a predicted 600 million by the

year 2000—brings 2bout problems such aslrgpid. url?a_nization_(by the
year 2000, 75% of the population will be living in cities), the tncrease
in the populacion of clderly persons and the resultant increase in
chronic diseases, the persistence of diseases specific to underdevelop-
ment, such as the infectious and the parasitic diseases, and the in-
creased demand for technologies that cannort always be justified. All
of these factors working together complete the picture of the situation
confronting most of the health services of the Region today.

Finally, there are also problems internal to the health infrascruc-

“ture itself, which may be summed up as the steady or i'ncreasing lack
‘of effectiveness and efficiency in health setvices operation. The Latin

American and the Caribbean countries invest around US$40 !Jillion
per year in the health sector (an anaual average of US$100 per inhab-

deant). It is estimated that approximately 25%, or US$10 billion, of

this amount is wasted through inefficiency ia the operation of health
services.
"It can be concluded that the health systems ate cusrently f:.zccd
with serious problems which are rooted in the SOCi0eCcoNOMIC Siua-
tion, and others which grow out of weaknesses in the organizaton and
‘administration of the health services themselves. An escimated 135
smillion people in the Region, approximaely one-third of the popula-
tion, do not have adequate services. _ ' ‘
The magnitude of the current challenge is clear. While facing 2
very difficuit external situation, the health services must _a\chlcvc cov-
crage for an estimated 135 million people, and in addition must b‘c
prepared to serve the 160 million who will be added to the Region’s
population by the end of che century.

The Challenge of Decentralization

Lt is clear chat dhe solurions for the health seccor must come from
a chanpe in the overall sociocconomic situacion of the Region. In ad-



46 Development of Local Health § ystems

dition, the health sector must contribute jis own solutions to solve

some of the sector’s internal problems and to face the cucrent crisis.

The ofganizational restrictions in the overall conduct and in the
technical-adminiscrative management of the health sector that con-
tribute to a lack of equity, efficiency, and effecciveness in the services
as well as a decline in quality, should be solved. Among these techni-
cal and adminiscrative limitations is excessive centralization in man-

agement that prevents the local health systems from developing a
level of responsibility that will allow them to resolve their popula-
tons’ health problems. Analysis of this excessive centralization has
increased due to recent democratization of several countries of che Re-
gion, and cglls for the social sectors and the health services, in particu-
lar, to provide an immediate response o the demand for increased
participation and social justice, and to find betrer solutions to the
problems of health and disease.

.. These sociopolitical, demographic, epidemiological, and finan-
cial faccors‘ justify the decision of the governments of the Region to
renew their search for an organizarional tesponse to the challenges
that curtently confront the health systems. It is in this respect thar
decqncrahgauon and local health systems become the linkage for the
feoctentation and reorganization of the sector through increased de-
velopment of the local health systems.

On this subject, Dr. Carlyle Guerra de Macedo, Director of the
Pan American Sanitary Bureau, stared:

There are common elements to any national scrategy, and outstanding
among them is decentralizacion. In fact, universal experience points to-
ward the excessive centralization and lack of coordination as fundamen-
tal facu_:ors in the inadequate operation of the health services and the
inefficiency of present syscems. It is, therefore, essential to promote the
necessaty reorganization toward an effective decentralization, thus en-
suring the required coordination. The establishment and strengthening
of the locaf health systems, secving specific populations wichin defined
geographical areas, shounld provide 2 basis for redesigning and develop-
(ng the health system at all care and adminiscration levels. Decentral-
Ization, then, does not imply the division of che healch systems, but it
encourages a cooperative interaction.-of its components which energizes
all in refation (o onc essencial objective: health for all.

A _]oml_healr_h system must bring together all the existing re-
sources 1o a given afea so chat they will be used more effectively and be
adapted o the local reality. And above all, 2 local health system must
establish a relation of mutual responsibility with the population it
sceves. This relacionship is che key to adequate and cfficient operation
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as it creates the appropriate conditions for the technical-administrative
programmiag and evaluation and for che social evaluation through true
community participation. Achieving decentralizadon is, however, 2
very complex task. Beyond its technical and adminiscrative characteris-
tics, it implies a change in the distribution and exercise of power, which
demands a firm political will and commitment without hesitation (1),

In this statement, Dr, Macedo clarifies the e¢lements of a process
thac is already underway in most countries of the Region. It is not a
question, therefore, of forgetting the past or neglecting positive expe-
riences, but rather of reviving an old concept which for a2 number of
reasons was not completely applied.

Local Health Systems

It is not possible to define all the characteristics of local health
systems, since each countsy has irs own definition, based on specific
historical, political, and administracive determinants. However, the
Regron as a whole has already identified certain characteristics chat are
basic to the development of these local health systems.

In the document entitled ‘‘Development and Strengthening of
Local Health Systems in the Transformation of National Health Sys-
tems’’ (CD 33/14), PAHO introduced the following for consider-
ation by the Member Countries:

¢ A local health systern constitutes a proposed division of the
work of the national health systems based on geographical and
population factors in urban or rural areas.

* This population and geography-based proposal is influenced
by the needs of the population defined in terms of harm and
risks. .

¢ The responsibility of the local health systems is to provide care
for individuals, families, social groups, communities, and the
enviconment, by coordinating the resources available in the
health sector as well as extrasectoral resources and by facilitat-
ing social participation.

® Local health systems can integeate health resources, including
hospitals, health cencers, and health posts, to creace 2 nerwork
of interrelated scrvices with levels of care that mect che health

needs ol the population.
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® Local health systerns are a fundamental parc of the narional
health systems, which serve to introduce vitality and indicace
new directions. Therefore, local health systems should be
viewed as the basic organizational units of a larger body that is
fully acticulated into the national healch systems.

¢ Community participation that grows out of a relationship of
mutual responsibility is of fundamental importance to the de-
velopment of the local health syscems.

® The size of local health systems varies in accordance with the
situation of each couatry, but it is desirable to atrain 2n opera-
tive level thac reaches ac least the second level of complexity,
combined with an efficient use of resources.

® Local health systems provide the setting for closer articulation
of the programs thar are developed to serve the needs of the
population within the structure and operations of the existing
installed capacity.

* In addition to the technological capaciry that will provide the
strength to resolve the health problems in their areas of opera-
tion, local health systemns should also possess adequate rechni-
cal-administrative capacity in the ateas of planning, adminis-
tration, information, and epidemiology, along with a core of
adequately trained human resources.

The following definition of the district health systern was
adopted by the WHO Global Program Committee in 1986:

A district health syscem based on peimary healch care is 2 moce or less
self-contained segment of the national health system. It comptises first
and foremost a well-defined populacion, living within a clearly deline-
ated administrative and geographical area, whether urban or rural. It
includes all institutions and individuals providing health cace in the
districe, whether governmencal, social security, non-governmental, pti-
vate, of traditional. A disceice health system, therefore, consists of a
lacge variety of incerrelated elements that contribute to health in
homes, schools, work places, and communities, through the health and
other related sectors. It includes self-care and all health care wortkers
and facilities, up to and including the hospital at the firsc referral level
and_thc appropriate laboratory, other diagnostic, and logistic support
services. Its component elements need to be well coordinated by an of-
ficer assigned 1o this function in order to draw togecher all these ele-
ments ang institurions into a fully compreheasive range of promorive,
prevenuve, curative, and rehabilicadive health activicies. (2)
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Formulation of Integrated Health Programs

In view of the above, local health systemns should therefore be
considered to be a fundamental straregy for reorganizing and reori-
enting the health sector based on che scrategy of primary care in order
to achieve equity, effectiveness, and efficiency.

Local programming using the risk approach is an essential com-
ponent of this concept. It calls for organizing and integrating pro-
grams and activities for care of individuals, families, the commuaicy,
and the environment in a coherent, harmonious, and logical fashion
so as to reflect the true needs of the population.

Implicic to any definition of local health systems and local pro-
gramming, therefore, is the attemnpt to go beyond isolated efforts.
The idea is to pursue activities aimed at specific populations, acranged
by age groups, pathologies, or particular preventive or curative
actions, in a unified effort by the entire health system to organize Its
resousces and tasks so that they answer the true needs of the popula-
tion and address its principal health risks. It is an integrating ap-
proach both conceprually and operationally.

Local programming must also be flexible so that it can respond to
continuously changing epidemiologic and social needs as evaluared in
terms of equity, effectiveness, and efficiency of the services. For this
reason, it should not be confused with certain practices in the local
services wherein, under the name of local programming, proposed ac-
tivities in the area of standards of care are carried out in isolared fash-
ion, often without any allowance for either integration or ongoing
cvaluation. Local programming, as needed for the development of lo-
cal healch systems and the reorganization and reorientacion of the sec-
tor, calls for far-reaching methodological and concepeual changes in
most curcent programming practices in the services. It will be neces-
sary to explore more global approaches with greater flexibility, such as
strategic situational planning, so that, whilg remaining operational,
there can be a qualitacive improvement in the programming strategies
in the services.

This is a priority area for research in health services; however, the
necessary changes cannot wait. Accumulaced experience makes it pos-
sible ro define certain essential conditions or prerequisites to direct
the reorganization of the sector. The first is an adequate and clear
definition of healeh policy chat does not simply establish che existence
of the local health syscems, but racher granes them real power to im-
plement government health policy.



50 Development of Local Health Systems

This definition of policy should be communicated and respected
by all levels of the health system, This will mean making some
changes, including altering the roles of the central levels, which
should support the development of local health systems withour cre-
ating parallel or *'vertical’’ organizations in each area of interest. The
tasks of producing, researching, and standardizing information
should not be organized or divided in the same way as the task of
conveying knowledge to the population. When conducting research
and producing information, it is acceptable to divide the work accord-
ing to disciplines or specializations. However, when relaying knowl-
edge, the work should be arranged according to the needs of the pop-
ulation, so that it will be possible to define comprehensive actions to
resolve the specific sets of health problems found among the most
neglected members of society. Despite the fact that these concepts
may, in principle, appear to be very simple and well-accepted, the
tasks involved constitute one of our greatest challenges. It will be nec-
essary to make substantial changes in the way that health actions are
defined, programmed, and carried out. We must move away from the
classical division of tasks according to disciplines or specializations,
and instead move toward integrated actions aimed ar specific sets of
problems.

At the same time that the political and conceprual aspects of the
role of the central levels are being redefined, the approaches to the
financing and allocation of the budgetary resources must be reformu-
lated as well. The allocation of funds at the central level according to
“'vertical programs’ or pathologies must be replaced by budgetary
allocations to the local health systems so that they may carfy out ince-
grated health activities in the populations they serve. Changing allo-
cation by pathology to allocation by population will make it possible
to set priorities in telation to the health needs and risks of the specific
populations within each local health system.

These changes in the policy as well as the technical-administra-
tive role of the central levels should be complemented by such devel-
opment in the local healch systems. Local health systems should not
be seen as the passive receivers of the health programs defined at other
levels, but rather as the true agents (n the integration of all medical
and socio-epidemiological knowledge oriented toward the actual
needs of the population. The operational and conceptual weakness of
local health systems is one of the reasons why the programs originated
at other levels are carried our at the local level without the necessary
integration,
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Local health systems, with the participation of all health person-
nel and the community, can serve to integrate this knowlcdgc..Thus
the local health system becomes a ‘‘melting pot’' that receives infor-
mation from the different disciplines and specializations and then
processes it in relation to the needs of the population, the operational
strategies, the availability and types of resources, and the epidemio-
logical profile of the population, including its main health risks. This
combined information from various fields and disciplines is then
transformed tnto comprehensive actions oriented toward health pro-
motion, disease prevention, cure, and rehabilitation, as well as to-
ward the environment.

A View of the Future

These political, conceprual, and operational definicions must be
accompanied by development in two fundamental areas. One of these
is research to evaluate ongoing experiences and co facilitate tk}e cre-
ation of new approaches and methodologies; the other is continuous
training for all health personnel and the community in order to give
them the necessary technical knowledge and awareness of their joint
responsibilities in achieving HFA/2000.

The efforts to decentralize and develop local health systems as a
scrategy for reorganization and reorientation of the sector need to be
accompanied by scientific participation to create and renew policies,
concepts, and methods.

Since research topics arise from real situations and related prob-
lems, it is possible to make a first approximation of the areas to be
addressed based on some recent documents and ongoing experiences
in the Region. o

The first topic to be considered should be the appfopriate size of
local health systems: How can equity, efficiency, and effectiveness be
achieved within a territorial unic? What units of care should be eseab-
lished and at what level of complexity? How is it possible to achieve a
balance between geographical accessibility and the minimum fe-
sources needed to ensure quality, efficiency, and regularity of care? It
is cvident chat there is no single answer to these questions since eav_ch
country is influenced by differenc political, administrative, and socio-
demographic factors. -

Proposed rescarch can facilitate decision making in chis area. To
address the above wpic as well as issucs of decentrealization and cen-
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tralization, reseatch should also be conducted on the appropriate bal-
ance between the strategies defined at the central level of the health
services, and the possibility of adopting these strategies to resolve spe-
cific problems ar the local level.

Balance and coordination between central and local strategies
should also be developed within the local health systerns. Another
important area of research should examine such questions as: How can
health care activity be achieved so as to avoid division by disciplines
and specializations? How can the quantity, type, and distribution of
existing tesoucces be adapted on a joint and coherent basis co resolve
the peiority problems of the population?

This area of research is also related to the topic of coverage of the
services. How could current concepts of coverage that measure the ac-
tivities of the services be made to reflect actual coverage, whereia each
person, family, or population group has the security of having been
allocated sufficient human and technological resousces 1o provide
comprehensive healch care? How can individuals recetve and utilize
these resources (n accordance to their needs for health promotion and
disease prevention, cure, and rehabiliracion? This new approach to
population-based and integrated coverage is telated to the issue of
equity and the establishment of priorities for populations at risk.

In addition to epidemiological and population-based health ser-
vices fresearch, there are other research areas having to do with the
specific structure and internal management of the health systems.
The various established technological approaches and care models
should be evaluated in terms of their achieved effectiveness and effi-
ciency as wel] as their capacity to resolve health problems of the popu-
lation through a network of setvices that are articulated and scructured
according to levels of complexity, and that share joint responsibility
for a given population group.

Continuous training of all the members of the health team
should be accompanied by research that develops and evaluaces meth-
ods for facilitaring the educational process. The nature and organiza-
tion of human resources in 2 decentralized decision-making situation,
as well as the level of commitment to the proposed transformations,
merit examination. '

There are cleatly many other possible research areas that could be
explored. It should be noted that health services fesearch needs to be
an essential component of any process of reorganization and reorien-
tation in the healch sector so that, in each case, the relationship be-
tween the proposed reorganization and the equity, effectivencss, and
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efficiency achieved may be evaluated. Despite its importance, re-
'search should not delay or limirt the action, but rathér should serve to
.motivate and support any urgent decisions that must be made in or-
der to solve pressing health problems.

We are challenged to act and to reflecc on these issues as we work
‘together in approaching the goal of health for all by the year 2000.
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Evaluation of the Status of
Local Health Systems
Development in Select
Caribbean Countries

CARMEN E. BOWEN-WRIGHT!

Introduccion

Local health systems may be defined as the basic organizational
units that interlock into a much broader, more comprehensive na-
tional health system. While the latter determines policy for national
health development, and coordinates the health system, the former
should be the focal point for peripheral planniag, management, and
implementation of the primary health care strategy. The develop-
ment of local health systems, with emphasis on primary healch care, 1s
expected to facilitate transformation of national health systemns in
such a way as to ensure greater equity in healch status between the
different population subgroups of countries.

The proposal to transform national health systems was initiated
at the XXII Pan American Sanitary Conference in Septrember 1986 in
Resolution XXI, which also established priority programs for the Pan
American Health Organization. If pursued, these priorities should
help the subregion meert the goals set for Health for All by the Year
2000.

This report falls within the mandate of that Resolution and sup-

Nore: This paper is 2 condensed version of Dr. Bowen-Wright's Einal Report for Evalustion of
Local Health Systems Development in the Carbbean Subregion, ptepared for the PAHO/
WHO Office of Caribbean Program Coordination, Barbades, October 1988.

' Principal Medical Offizer, Minisicy of Health, Kingston, Jamaica.
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ports the objectives of the WHO/PAHQ/CARICOM initiative for
Caribbean Cooperation in Health (CCH). The commissioning of this
cepore reflects in part the response of the CCH initiative, and particu-
larly that of the PAHO/WHO Office of Caribbean Program Coordi-
nation (CPC), 1o assist in furthering the process of local health systems
development in the countries of the Caribbean. Information derived
from chis evaluation could set the stage for further interventions,
strategies, and activities, many of which might be implemented
through CCH.

The methodology for this evaluation involved literature research
and field visits. In order to standardize data, an evaluation instrument
was designed in preparation for visits to six select Caribbean countries.
On those visits, interviews were conducted with a variety of officials of
local and national healch authoriries. The visits afforded an opporru-
nity to gather microdata on local health systems that were not always
available in national and international health documenss. The author
was able to see and experience local health systems development, and
to appreciate the difference between stated intentions and actual
implementation,

Background Informacion

Recent evaluations on progress made toward Health for All by
the Year 2000 in the Caribbean and Latin America indicate that much
needs to be done to achieve the set goals. In this Region, an estimated
700,000 deaths which occur annually could be prevented with effec-
tive public health measures and application of the primary health care
strategy. This situation underlines the urgency of implementing the
programming priorities defined by the XXII Pan American Sanirary
Conference in 1986 (1). Those priorities for 1986-1990 are:

Development of the health setvices infrastruccure with emphasis
on primary health care;

Attention to the priority health problems of vulnerable human
groups, through specific programs implemented under the
health services system;

The process of administracion of che knowledge needed in order
to carry out the two preceding activities, in accordance with the
management stracegy for optimum uulization of PAHO/WHO
resources.
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These prioricies influenced the narure of the indicators used in
this evaluation of the development of the local health systems in the
Caribbean.

The primary health care strategy

Primary health care should not be confused wich setvice delivery
of basic health care at the community level. It is an expensive, but
very cost-effective approach to maintaining health status and bringing
equity in health to all countries, but to developing countries in partic-
ulas, over the long-term.

Primaty health care must be supported by a reliable information
system which supports planning, monitoring, evaluation, and replan-
ning. More importantly, these daca are the basis for shifting and/or
redeploying resources within the national health system to promote
primary health care through development of local health systems.

Local bealth systems development

The characteristics of the local health systems will differ from
country to country as each fashions them rto suit particular demands.
However, the fundamental principles to be applied to develop such
systems will be similar. These should include: (a) a2 move away from
vertical schemes of management which will lead to decentralization
and delegation of management to the implementation at the commu-
nity level of the national health system; (b) service provided to idenct-
fied population groups or a defined geographical catchment of popu-
lation; and (¢) 2 management system at the local level. Such
management should also seek to coordinate actions (intes- and intra-
sectoral coordination) to be taken by different sectors in the promo-
tion of health for the defined population groups to be served. A local
healch system should also have structures developed to facilitate social
participation,

Based on the above, examination of an effective local health sys-
temn should demonstrate the following 10 aspects (1):

1. Reorganization of the central level to ensure cthat clear poli-
cies are in place 1o guide the local health system;

2. Decentralization of controls and delegation of actions to ap-
propriate local levels;

3. Suengthening of adminiscracive capacity at the local level 1o
support (2) above;
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4. Intrasectoral cooperation within the health sector and incer-
sectoral interaction with other sectors, e.g. education, agfi-
culture, and water agencies;

5. Development of a network of local health facilities, well
linked to the central and higher levels of care, wich interac-
tion between different levels;

6. Adjustment of financing mechanisms to give some financial
autonomy at the local level,

7. Presence of structures to support social participation—cthese
could be formal and/or informal;

8. Integration at the local health system level of preventive and
control programs;

9. Training of the work force in healch (not only in medical
care);

10. Ongoing fesearch to promote changes in approach and in-
tervention for bereer health care delivery.

Current Stacus of Local Healch Systems in Select Caribbean
Countries

Evaluation process

The evaluation process, a valuable management tool, should be
based on careful assessment and cricical appraisal of given situations
which should give rise to sensible conclusions and usefu/ proposals for
future action. The process is never intended to pass judgment on
those responsible for policy and implementation.

Throughout the process, suirable indicators—preferably measus-
able—should be used. It must be realized, however, that some health
acuvities have no suitable or measurable indicators. Hence, pertinent
questions need to be asked concerning the activities to be evaluated.
These considerations guided the approach to evaluating and compat-
ing health systems development.

Objective indicators

Table 1 reveals that che availability of recent, well-standardized
information is gencrally lacking, making comparisons within the
Caribbean subregion difficult. Sccond, wich the exception of life ex-
pectancy, some countrics will not mect the goals set for the year 2000.
Finally, the dati on neonawl dearh races, stillbicth races, and macer-
nal moreality rues, which are very sensitive indicacors, are even more
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TABLE 2. Pcevalence of diseases preventable by immunization per 1,000 population
in selected Carbbean couatries, 1985-1986

Mcasles

Country Polio Diphthcria Pertussis Tetanus (rubeola) Tuberculosis
Jamaica 0 .003 .008 0 .01 .004
Cayman Islands 0 0 0 0 0 0
Bahamas 0 0 0 0 NR NR
Turcks and

Caicos Islands 0 NR NR NR NR NR
Belize 1 NR NR NR NR NR
St. Kitts and Nevis 0 0 0 0 5 0

Nove: Field visits 1o Bahamas and Turks and Caicos Islands may have yielded mote data since
examination of mornality and morbidity statiscics at local level often yiclded information not
available in national and intecnational documents of the countiies included in this table.

breaks of some EPI diseases have occurred over the last decade (1978-
1988), and, as indicated in Table 2, occasional outbreaks of poliomye-
litis and measles were still occurring in 1985 and 1986 despite
improvement in coverage of the target population.

Subjective indicators

In an attempt o evaluate developments at the local level, certain
non-objective indicators were used. These were not measuring a spe-
cific level of performance but could substitute for a more objective
type of measurement. For example, the continuing occurrence of ty-
phoid may be a proxy for water quality and/or excrera disposal facili-
ties. Using this approach, correlations were made and conclusions
drawn. Daca regarding integral elements of the local health systems
are presented in Table 3.

When national daca of selece countries are examined, the high
prevalence rates for some communicable diseases such as leprospicosis
suggest an unsatisfactory status of solid waste disposal and animal
health. In four countries visited, this situation was observed. Similar
reports have been received from other country officials interviewed.
This is 2n area thac CCH might seek to address though a subregional
project, as it seems to be a problem in almost all local health systems.
In the countries visited, there was no evidence to support the existence
of infrastrucrure (either in terms of equipment or enough trained per-
sonnel) to execute efficient and effecuve solid waste management.
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TABLE 3. Occurcence of select communicable diseases in dara ceviewed for 18 Carib-
bean countries (1982-1986)

Number of Pcscentage of

Discasc countries countries Remarks
Typhoid 4 22 Many countcries bave noc had any cases
in the past 10 years
Dysentery 0 0 This should be viewed with caucion, as
it may be recorded as a diartheal dis-
ease
Leptospirosis 10 55 Suggests need for rodenticide program
and surveillance of animal vectors
Dengue 5 27 The figure should be viewed cauriously
as based only on virology confirmartion
Diarrheal diseases 18 100 This suggests that more research needs
(excluding to be done on the pathophysiology of
dysencery) the disease to be able to improve inter-
0-5 years old vention
Hepatitis 6 33 Typhoid is being eradicated, so Hepa-
titis A may be the new indicator for wa-
ter quality

The health information system ar the local Jevel must be
sirengthened. Many data are being collected at the local level, some
accurate and very meticulous. However, at the local level health work-
ers need more traintng to use the dara. This would motivate them to
ucilize data collected for planning, monitoring, and evaluating at che
local level. More importtantly, the skill would help them to develop a
more critical eye for data and improve capability for analysis.

.

Comparative Performance of Caribbean Countries in Local Health
Systems Development (1981-1987)

As mentioned previously, there are 10 basic aspects of an effec-
tive local health system. In her evaluation of development in 1981,
Moody focused on whart she termed infrasteucture (2). She summa-
rizes as follows: *‘Infrastructure involves the identification of the lev-
¢ls of car¢ co be given, the places from which it will be given, the
people who will give it and the support services required.’” The indi-
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cators she used to assess infrastrucrure development, and which will
be used here to facilirate comparison, were:

(a) Coverage

(b) Population ratio

(c) Accessibility

(d) Levels of care

(e) Personnel

(fy Communication and transport
(g) Support (management) systemns
(h) Finance

Indicators for infrastructure development
(a) Coverage

While not alt 18 of the Caribbean countries studied were visited,
tndications from documentation suggest that in over 75% of coun-
tries, coverage of the population approaches 100%. In those not
achieving 100%, the problem lies-in inadequate supporr systems to
execute coverage. For example, in two countries studied in decail,
technology reminiscenc of developed countries exists on the main is-
lands and tn main urban centers, but indicacors such as infant mortal-
ity rate and maternal morrality were vasdy different in the rural areas.
This was a direct result of inadequate transport, communication, and
capability to deploy personnel to the rural areas/istands. Unfortu-
nately, in the seven years since Moody’s evaluarion, changes have
been only modest and even very marginal in some countries. Ade-
quate physical facilities exist and levels of care have been derermined
in almost all councries of the subregion.

(b) Population ratios

More than half of the countries scudied have given consideration
to the popularion size that each category of personnel should serve.
Consequent to the critical manpower shortage being experienced in
some territories, ratios developed in 1981 have had to be revised and
manpower is still Jacking. Consideration needs to be given to the
wider use of auxiliary health workers where necessary, and especially
ar the periphery.

(¢) Accessibility

As Moody said in 1981, ‘‘our countries are not flat pieces of pa-
per—there are hills, valleys, rivers, seas, and bush.’’ This has limited
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the accessibility to care, although sufficient facilities exist and at rela-
tively short distances. It is not surpeising that the small flat islands
tend to have the best coverage figures. The second constraint to use of
the local health system is ignorance, for whatever reason. Hence, over
75% of countries scill have not realized che goal of most pregnant
women presenting for care in the first trimester, Support for health
education and health promotion to improve access to local health sys-
tems is still desirable for almost 100% of countries,

() Levels of care

In over 75% of the countries, levels of care have been deter-
mined. In some countries, especially the latgest (both geographically
and demographically), more than one level exists within the local
healch system.

Primary care is as good as the supports available at the secondary/
tertiary level. Therefore, these levels of care also need 1o be deter-
mined and must interlock with the appropriate level in primary care.

Difficuleies still experieaced at specific levels relate to inadequate
referral systems, records, and transfer of information between levels.
Also, clear definition of activities to be executed at the different levels
with supporting protocols is lacking in many countries.

(¢) Personnel

Three areas of deficit in personnel that represeat constraints to
development of the local and national health system are as follows:

¢ Span of control of an estimated 75% of nacional administra-
tors Is too wide; they have no time to guide the development
of the local and national system:s;

* Manpower is not consistently being developed to meet the
needs and to match resources of the country;

* Career struccures for all categories of primary care workers have
still not improved markedly since Moody's assessment in 1981.

(f) Communication and transport

Only an estimaced 5% of countries did not have communica-
tion/transport difficultics; of the remaining 95% some had major
problems with the above systems. This may not improve until sectoral
finks screnpchen, and/or alternative financing for health becomes a
tealicy in che Caribbenn,
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(g) Support system

Drugs, sundcies, and stationery supplies as well as maincenance
of equipment and facilities were lisced in this categocy by Moody. Es-
sential drug lists, international assistance, change in attitude regard-
ing care of equipment, and appropriate drug prescription habits were
proposed in her assessment (2). Some strides have been made in this
area—an estimated 70% of countries have drug lists. But basic equip-
ment is still lacking or inadequately maintained in many countries.
The issue of systems will have ro be tackled at the subregional level,
pechaps through CCH.

(h) Finance

The capical and recurrent costs of establishing local health sys-
tems are not modest. Many countries have not been able to afford the
minimum of US$100 per captca per year as cecommended by WHO.
Situational analysis in the few countries to which field visits were
made suggests that with becter management structures and systems in
place, greater benefits could be derived for the money being spent on
health care in the Caribbean.

Major Issues and Implications for Development

The short- to medium-term success of local health systems devel-
opment, and its subsequent impact on ptimary health care and im-
proved health status, will be directly celated to the expediency with
which cectain issues are addressed. These issues revolve acound health
policies, program planning at che local level, strengthening infra-
structuce, and developing more effective structures for social
participation.

A demographic review of the region showed a situacion generally
stmilar to that tn 1978 (with some changes in the 65 + age group).
The Caribbean population still tends to be young, with high depen-
dency ratios. This suggests that programs under primary health care
such as macernal and child health, autrition, and family planning will
remain priorities for at least the next decade.

The change in the elderly population may appear small percenc-
age wise, but when expressed in absolute numbers, the burden 1o che
individual rerritories will be great and costly. Except for new emphasis
on chronic disease services, neither literature research nor fictd visics
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yielded information to suggest that the Caribbean is sefiously prepat-
ing geriatric supports for the elderly.

Women are emerging as a very vulnerable group (3). Relative to
developments in other programs, however, little seems to be taking
place for women outside of programs for maternal and child health
and the elderly. This issue must be addressed as women's life-styles
are changing drastically and rapidly.

Management systems

Management is used here in the widest sense to include opera-
tional tactics and administracion. For management to be more effec-
tive, and for a maximum use of resources in a period of low per capita
expenditure on health in many Caribbean territories, systems need to
be in place. This issue must be urgeatly addressed and given equal
attention to that being given to the clinical aspects of service delivery.

Manpower development

Literature research indicated that not more than an estimated
50% of countries had clear policies for manpower planning and devel-
opment. Where policies did exist, they were sometimes inappropriate
for che situation of the 1980s. Hencc‘ in some of the larger territories
there was a gross undessupply of nurses, who are the backbone of pri-
macy health cace. On the other hand, some of the small territories
facked the expertise of a resident pediatrician and/or mental health
specialise, but sometimes did have one or more of another category of
specialist for a very small population, or specialists in areas not identi-
fied as high priority (such as general surgeons).

Resource mobtlization

The capability o access external funding was found to be lacking
or minimal in many tercitories. In at least two territories GNP had
declined between 1978 and 1988, and per capica spending on health
was reduced. It will, in some cases, take political will to institute cost
recovery schemes, an issue that cannot be ignored for much longer.

Social participation

Social participation can be a powerful tool for resource mobiliza-
tion ac the local level, T enn also be an adjunce co improve service
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delivery where community members volunteer cheir skills n areas
such as record-keeping, simple tasks such as infant weighing, infant
feeding, and ORS programs. Vector control, chronic disease contol,
and the EPI can be community-based if people are empowered wich
knowledge regarding actions to take. The impression of this consul-
tant was that as a strategy for improved health status, social participa-
tion is being only minimally explored.

Research

Traditionally, research has been conducted at the level of the ter-
tiary institutions of the subregion and/or through special agencies
such as the Caribbean Epidemiology Center (CAREC) and Caribbean
Food and Nutririon Institute (CFNI). Such research has been more
basic or academic. However, much more health service or operarional
research is needed to address problems in health services develop-
ment, especially at the local level.

It was noted chat in the larger, more developed countries (partic-
ularly Barbados and Jamaica), much research was in progress or had
been accomplished. This has resulted in interventions that impacted
positively on worker productivity, optimal benefits from expensive
drugs, and other such areas of health services development.

Conclusions, Recommendations, and Scracegies for Further
Development of Local Health Systems

The consultant recognizes that it was difficult to make objective
judgments in all areas, so some subjectivity enters inro these conclu-
sions. Difficulty was experienced in assessing the impact of CCH on
programs and priorities in the are2, and in determining how CCH had
provided support ot had an impact on the countries. It was only evi-
dent in two areas, those being essential drugs, and marternal and child
health programs. This may be due to the design of the evaluarive in-
strument and/or due to the persons interviewed and to the lack of
specific information in the literature. Notwithstanding, it is hoped
that this section will prove useful to PAHO (and CPC in particular) in
programming fot the quadrennium 1990-1993.
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While know-how in maternal and chifd health, nutrition, and
vector control will certainly be in demand 1n the coming decade, new
types of expertise are needed. For example, computer specialists,
health economists, and management specialists (including financial
systems personnel) will be required.

PAHO tends to use large numbers of physicians as administrators
of country programs. If physicians will continue to be used, they must
also be management specialists or have management specialists on
their staff. Such managers should be systems oriented rather than hav-
ing only traditional ‘‘administration experience."’’

The computer has come of age and with this has come 2 widen-
ing interest by the health scientist in policy problems and systems.
This “‘systems-approach’ allows for decision making in a coherent
fashion without generalizations based on limited experience (4).
Wherte resources are dwiadling, it 1s this approach that will facilitate
greater output from the same dollar, which sometimes has less pur-
chasing power.

Recommendations

Management infrastructure. Strengthen management at the
level of local health systems by institutionalization of systems which
should include: personnel managemenc; supplies management (in-
clusive of drugs and all sundries); maintenance management (both
for physical facilities and equipment); financial management (inclu-
sive of performance, rather than consumptive type, budgeting initia-
tives); transport management; health information management; and
tnter- and intrasectoral linkages (inclusive of effecrive referral
system),

Manpower development. A rational manpower development
and utilization policy should be pursued for the subregion, including
incentives to agtract crainees and to curb attrition where it exists,

Resources. More resources need to be made available to the
healch sector, especially for local health systems.

Social participation. Such participation needs to be developed
in an organized fashion vis 4 vis the preseat @4 Aoc initiatives.

Research.  Case loads of healch professionals at the service deliv-
cry points should be reduced by more rational uses of manpower to
allow rescarch mitiatives where healch professionals are so inclined.
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Subregional strategies

Because of the similarities of needs and deficiencies in the many
territories, strategies should address problems common to subgroups
within the subregion.

Resource mobilization strategies. Collective resource mobiliza-
tion through strategies such as CCH will address the need for added
resources in the sector. External assistance through bilateral and mul-
titateral schemes is also an alternative. Finally, governments of the
subregion must now consider cost recovery schemes within the health
sector to supplement inputs from general revenue.

Training sérategies. The PAHO Fellowship scheme can be used
to address the imbalances in manpower availability. It could support
in-country training as well as external training, and address prioricy
needs as well as supporting auxiliary training schemes.

Health promotion strategies. More aggressive pursuit of these
strategies could be accelerated by incorporating nongovernmental and
private voluntary organizations.

Community mobilization sirategies. This strategy could be
used to support resource mobilization, to facilitate social parricipa-
tion, and to promote health education.

Operational research strategy for service delivery. Such a strat-
egy would address vulnerable groups such as women, and improve
continuing problem areas such as high perinatal morrality.

References

1. Pan American Health Organization. 101st Meeting of the Executive Commitrtee,
Washington, D.C. Development and sirengthening of the local health systems in
vhe transformation of national health systems (Documenc CE101/25).

2. Moody, C. *'Overview of che cxisting situation in PHC in the Caribbean on policy
definition, plan formulation and implemencacion.’” Report prepared for PAHO/
WHO/CPC, Barbados, 1981.

3. Scott, G. L. ““Women, health and development (WHD) in the Caribbean Re-
gion." (Unpubtished document.) January 1988.

4. Churchman, C. W. ‘“The Systems Approach.”’ Paper presented at Social Scicnce
Seminar of the Space Sciences Laboratory ac the University of California, Berkeley,
1968.

Intersectoral Coordination for
Primary Health Care

G. NORRIS MELVILLE!

All countries of the Caribbean accepted cthe Alma-Ara Declara-
tion (1978) of Healch for All by the Year 2000. In order to operationa-
lize cthe tenets of Alma-Ara, certain of the following assumptions
must be made:

e Health for All by the Year 2000 1s an achievable goal;

¢ Primary health care is the strategy for achieving this goal;

® The inter-disciplinary, inter-sectoral, community-oriented ap-
proach is the medium.

At the Primary Health Care Workshop in Saint Lucia in 1981,
primary health care in the Caribbean context was seen to include
“‘those services that can be provided to all the population at cthe most
peripheral community and practical levels. It is the entry poiat into
the health care delivery system.””’

At the community level, primary health care integrates promo-
tion, prevencion, early detection, healing, reduction of disabilities,
rehabilitation, and community development activities. It should en-
compass the totality of humans in cheir environment, taking into ac-
count their social, economic, and political well-being.

Primary health care requises the mobilizarion of available com-
munity resources. It forms an integral part of any country's healch care
system and of overall social and economic development. It must be
at a cost that the country and community can afford with full
pﬂrnc:pa(lon.

Onc of the objectives stated at the Saint Lucia Workshop in 1981

' Mrofessor of Physiology uad Tleulth Programx Adviscr, CARICOM Sccrewariae, Georgetown,
Guyana,
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was ‘‘to provide coordination with other sectors of the development
strategy such as central planning, education, agricultuce, water sup-
plies, community development and communication. . . The need for
devising a system for the coordination of these activities at the com-
munity level was also recognized.”

Thus, there is the realization that health cannot be achieved by
the health sector alone, but that there must be systematic inter-
dependence fuelled by national political will, and by coordination of
the health sector with relevanc activities of other social and economic
development sectors.

In 1980, the PAHO/WHO Caribbean Program Coordinator
supported cootdination when he stated that primary health care must
be an integral part not only of the health system, burt of overall social
and economic development,

There is general agreement that primarcy health care represents a
multidisciplinary approach by health and other sectors, and iavolves
active participation of members of the community in determining
their health care needs and priorities, and in solving these needs. Fur-
ther, it refers to a social strategy that-has implications for linkages and
resource allocation between the several areas required to improve the
community’s standard of living. Development of health can no
longer be viewed as a result of pucely medical measures. It is an essea-
tial component of the socio-economic system, and combines a num-
ber of political, social, economic, and other measures.

The major thrust of health providers is that health delivery must
be equitable, efficient, and effective, and should reach those most in
need. Hence, the primary health care approach, with the community
deciding on their own health, ts 2 desirable scrategy.

The intersectoral approach must therefore involve coordination
of policy, planning, technical/institutional and community activities.
A listing of various sectors that age involved are listed below:

Ministry of Health (lead sector)
Planning and development
Environment

Agriculture

Housing

Education

Commuanity development
Women's affairs

Foreign affairs

Melville 71

In addressing intersectoral coordination at the 1981 Workshop,
Philip Boyd noted “‘that the coordination of the work of the numer-
ous contributing sectors was the inescapable responsibility of the Min-
istry of Health.”' To be effective, political goodwill and commitment
are essential to any atrempec at operationalizing primary health care
and intersectoral coordination. This commitment should not, how-
ever, stop at the level of the Ministries of Healch of Member States or
the Pan American Health Organizacion Directing Councils, but
should be agreed to, at 2 minimum, by National Cabinets and, if
possible, at the parliamentary level in countries of the Caribbean.

Primary health care strategy envisages a system in which activities
undertaken by each component are fully coordinated with cthe others.
Achieving this would require effective planning and efficient man-
agement. Having obtained political commitment, appropriate poli-
cies should be prepared for the national governmencs and should seek
to include activities of the Carribbean that impact not only on peoples
of one country, but of the entire Caribbean. Accordingly, the 1981
Wotkshop in Saint Lucia saw the planning process as one of develop-
ing policies that would reflect the following fundamencals of the pri-
mary health care approach:

(a) Extension of coverage of health services to rhe entire
population;

(b) Intersectoral coordinartion;

(c¢) Community participation;

(d) Progressive shift of resources in the direction of primary
health care.

The Final Report of the Workshop, 10 noting that implementa-
tion would not be easy, stated that each country would have to de-
velop strategies that take into account conscraints and obscacles as well
as factors facilitating implementation.

Recogmzmg that a hcalthy population is indispensable to social
and economic development, it is essential that planning components
of intersectoral coordination include the widest representation by
planning sections/ divisions.

Writing in 1987, Robert M. Solow, the Nobel Laureate in Eco-
nomics, saw the role of science in creating wezlth by providing a foun-
dation for technology and industry. ln rhe same way, science and
technology could facilitate health development and improvement of
the cconomic scctor, The involvement of planning divisions would
ensure the imegration of the healdh plan within cthe overall plan of the
government of region,
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The finance deparements should ensure that health, which in
terms of allocation of resources s regarded as the stepchild of most
governments, receive adequate finances since it provides the fuel, chat
is, the human resources, for economic development.

Environmental portfolios must ensure that a sustainable environ-
ment is maintained and that proper sanitation, waste management,
and potable water supplies are provided for all levels of the
population.

The agriculture departments in many countries have already be-
gun implementing the activities of the Regional Food and Nutrition
Strategy (1980) which has as its objectives, inrer alia:

(1) Increased production in che food sector;

(2) Improved distribution of appropriate food to nutririonally
at-risk groups;

(3) Reduced incidence of nutricion-related diseases;

(4) Improved maternal and child health starus.

Provision of basic shelter is an inelucrable component of primary
healch care. It is recognized that more than 50% of the world's popu-
lation live in inadequate shelters—a figure chat is close to the regional
situation. It is thus mandatory that planning and coordination pro-
cesses address this area of priority.

Health education and health promotion must be constanc
themes in public policy since both are concerned with improving the
quality of peoples’ lives. People must be given the cesources and 1in-
formation to make healthy choices. This involves an understanding of
the responses of different social groups.

The Liverpool Declaration on the Right to Health (1988) staces
“‘that the starting point in changing life-styles is to recognize thatto a
considerable extent health depends on the political, social, cultural,
economic and physical environment."” The Declaration affirms chat it
is first necessary to ‘‘provide opportunities and develop capacities for
adopting healthy life-styles.”’

The integration of women inro this process is crucial for its suc-
cess since mothers are important in inculcating proper behavior in
their children, in modulacing their behavior, providing for their nu-
trition, and in control of their enviconment. In short, their influence
on the social, political, enviconmental, and planoing spheres of the
nation is immense.

Health for all cannot be achieved without participation of all. An
important element in becoming healthy 1s taking control over onc's
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life. This has to be done by empowering people with a voice in the
decisions that affect their health. Modalities for achieving this would
include:

(1) Opening up the membership of all bodies and at all levels
that rake decisions within the public sector. This may neces-
sitate passage of legislation 1o involve full participation;

(11) Decentralizing management structures.

Not least among the coordinating division is thac of foreign af-
fairs, which should seek international cooperation by opposing che
export of unhealthy products and by resisting the import of practices,
goods, and services harmful to the health of the people.

Regional institutions, namely, the Untiversicy of che West Indies,
the University of Guyana, the Caribbean Agriculcural Research and
Development Institute (CARDI), the Caribbean Agricultural and Ru-
ral Development Advisory and Training Service (CARDATS), and the
CARICOM Secretariat must encourage relevant research to achieve
health for all.

As the Caribbean area adjusts to the impace of structural adjust-
ment, and seeks to work within che framework of the new interna-
tional economic order and technical co-operarion, the need for the
community to be pro-active tn planning for their own health is
heightened. The call for decentralization of health systems and wide
representation from sectors such as education, agriculture, health,
planning, and finance, and from agencies that train health workers,
becomes more urgear.

Given goodwill and commitment, health for all, utilizing as its
strategy primary health care, is achievable by the year 2000.



New Models in Health Care

CAROL COLLADO'!

Introduction

When one is thinking of creating something that will change the
status quo, it is well to ask why.

The search for new models in health case responds to various in-
fluences of the present situation.

The economic crisis which affects the majority of the countries
affects all seccors, but in particular the social sectors, and amongst
them, health. Having ‘‘to do more with less’” has become the cule of
thumb, not the exception in the health sector. When combined with
the increasing population in the majority of countries, the problems
of providing safe, efficient, and accessible care to all become
staggering.

In view of this challenge faced by health providers, in 1978 the
governments of the world united to approve the goal of Health for All
in the Year 2000. Revisions of accomplishments since then have dem-
onstrated the mobilizing power of this idea, although they have also
shown that progress has not been all that was originally hoped.

Primary health care was adopted as the strategy to implement
health for all and defined as follows:

. .essential health care based on practical, scientiftcally sound and so-
cially acceptable methods and technology made universally accessible to
individuals and families in the community through their full participa-
tion and at a cost that the community and country can afford to main-
tain ac every stage of cheir development in che spirit of self-reliance and
self-deteemination. It forms 2n integral part both of the country’s
health system, of which it is the centrat function and main focus, and of

! Consultant, PAHO/WHO, Washingeon, D.C., U.S.A.
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the overall social and economic development of the communicy. It is
the firse level of contact of individuals, the family and community with
the national health system beinging healch care as close as possible to
whete people live and wotk, and constinutes the firse element of a con-
tinuing healch care process. (1)

Unfortunately, in many areas primary health care was inter-
preted only as an extension of services at the firsc level of atrention.
This resulted in an attempt to allocate resousces at a peripheral level
while allowing the quality of care to worsen in the secondary and tet-
tiary care centers. Paradoxically, the hoped for effect at the primary
level also fel} short of expecrations so that presently we find health
care delivery which is inefficient at best and in many cases deficient.
This calls for a new plan—one which will help to define goals and
then to choose amongst alternacives and manage the processes of
change involved.

Local health systems have been conceived as a way in which che
primary health care concept can be operationalized. The primary
health care 1deas as implemented through local health systems should
include all of the aspecrs necessary to put this idea into practice. They
have been identified as follows:

® Reorganization of the central level in order to ensure the guid-
ance of the sector and the development of local health
systems;

Decentralization and deconcentration;

Social participation;

Intersectoral action;

Adjustmenc of financing mechanism;

Development of a new health care model;

Integration of prevention and control programs;
Strengthening of administrative capacity,

Training of the work force; and

Research (2).

In particular, this presencacion will discuss the aspect of ‘‘new
models’’; however, it will be evident chat there exists an interrelated-
ness within all of the elements.

Before discussing some different issues, elemencs, possible
results, and evaluation questions that local health systems provoke, it
i$ helpful to statc two important underlying assumpcions which exer-
cse an nfluence in the developmentcal possibilities of local health
systems:
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® The idea of local health systems is based on 2 concept of health
which is amplified and goes beyond the absence of illaess as its
basis to include other facets of human development and well-
being;

® Local health systems are based on a firm belief in the appropri-
ateness of the democratization of health, a concept which 1n-
cludes the demystification of knowledge surrounding health as
well as participative leadership development with shared ce-
sponsibilities. This of course implies the elimination of the de-
pendency role of the user/client/community.

Planning Local Health Systems—Issues

Due to the different historical, political, technical, administra-
tive, geographical, demographical, and cultural characreristics of each
country/region as well as the resources that may be available, it is evi-
dent that the development of new models of health care systems will
mobilize all of the crearive poreatial of the persons involved. Deci-
sions will be made according to local realities and the appropriateness
of the elements being examined to the overall goals.

That is to say: there are no formulas, no absolute answers, no
boxes to fill in order to develop new models. Each new system will be
a product of the particular sitvation in which it is being developed, as
well as the needs of the population and the number, type, and capa-
bilities of the resources available. That haviag been said, there are,
however, a number of issues which must be examined, positions
raken, and conflicts resolved in order to establish the foundations of
this new model.

1. What type or degree of autonomy will this local health system
enfoy?

Evidencly, the structure of the situation vis-i-vis cthe overall
health sector, and the predominant mode of governance will be im-
portant to consider here. Also coming into play would be the possibil-
ities of this local health system to mobilize fipancial aid and other
resources from ourside sousces (e.g., extrabudgetary funds for special
programs, the incorporation of nongovernmental agencies into the
work plan, the use of volunrteer groups). At stake in the discussion of
autonomy is the question of leadership and decision making; Who
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will control the financial process? Who will dictate the program priot-
ities and norms? How will the locally made decisions interface with
the central structuce and other local healch systems?

2. What balance can be brought about between the curative focus
and prevention and health promotion?

Beginning with a concept of health which is amplified, illness
cannot be the only concern of the health system. Presently, the popu-
lation uses the health service based on illness, and even the prevenra-
tive aspects such as environmental sanitation and vaccines ace consid-
eced as less important by the community and oftea also by the health
providers. New relations of cooperation will need to be designed and
experimented with to permit an integtal view of healch which expands
to include life-style and cultural influences on health behaviors and
social determinants of health, amongst others.

3. Wil this system have a passive or an active role in terms of
providing services?

Present practices for initiation of contact between the population
and the system place the responsibility principally on the shoulders of
the community. Conract is made because the person seeks assistance
due to a healch problem. Local health systerns must decide on this
issue as services are planned. Will activities be developed “‘in house”’
for those who seek artention or will they occur in various diffecent
scerings with the system seeking out nontraditional and potential us-
ess in different sites, such as the workplace?

4. Will the focus of the health care sysiem be predominantly indivi-
dual, or will 1t concentrate on a broader base for its design?

In che majority of the health care syscems today, including those
which are more directly involved wich the community, an individual-
bascd focus predominates. Care organized in this form often fails to
create an impace in cerms of overall population health status. Without
losing the potencial for humanistic care which individually focused
attention has, how can the local healech system be focused so chat a
change is noted? Answers may be found in differenc approaches to
planning goals and orpanizing services such as the risk-based ap-
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proach, or through other means that fir the local situation and its
population.

5. How will community particspation be achreved?

Entire treatises have been written on this question. Old habits
are difficult to break, however, and if localized health systems are to
include community participation, much will be needed in the area c%f
changing the relations between the population and the system. Suf-
fice it to say that the search for adequate participation of the base
community is a fundamental part in the dcs1gn‘of any lqcal health
system. It might be added that the idea in theory Is not 2 difficulrone
to embrace but that operationalization of this concept 1s difficule. All
the more reason that it becomes an issue to be discussed and approxi-
mated in the development of local health systems.

: . s 1 .
6. What measures must be incorporated in this ‘new’’ design 1o
assure intersectoral cooperation?

A basic element of putting into practice an amplified version of
health is that the health sector alone cannot resolve the situation. Tis
therefore fundamental to incorporate ways in which education, sct-
ence and technology, and local governmental and nongqvemmental
organizations will participate in the search for ways to 1mprove the
health of the population. Means must be found for both fluid com-

munication and shared development.

9. What will be the role of the hospital in the system?

Ac the very least, in the development of local health systems an
adequate and efficient system of referral and cox_mtcr-rcfcrral must be
designed. In many situations, however, depending on the availability
of other facilities, the hospiral may be the most adequate base for
community outreach programs, ot for the }?calth education base. An-r
swering this question iavolves the rethinking not only of the rolcdo
the hospital but the reevaluation of the system’s goals and an 2 e
quate distribution/redistribution of resousces according to priorinics
and choices made.
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8. What part will technology play in the system; will it be determi-
nant, will it be developed in a paralle! form with the system, or will it
be developed in response to the system's needs?

The role of technology is often underestimated or seen as being
outside of the system. However, in many instances it is a determining
factor in the development of new services and the distribution of re-
sources. There ace three possibilities open to a developing local health
system. One would be 10 allow technology to be a driving force in the
design of che system. Another would be to isolate technology from
the system and to allow it to develop separately. It can be noted that
when this has been attempted, rechnology often enters the syscem in a
back-door fashion. The third and most rational, but often most diffi-
cult as well, would be to utilize or develop appropriate technology
along with the design and development of the system as a whole.

9. How will work be divided? What are the most appropriate roles
Jor the different members of the health care ream?

Evidently, a new concept of healch, along with new systems of
managing services in local health systems, will have effects on the per-
sonnel involved. Distribution, utilization, and development of per-
sonnel must be taken into consideration as well, An important aspect
to be considered is how to effectively design a system which encous-
ages health personnel 1o work effectively as a team—internally and
with the community.

Elements of Health Care Models

After having examined the issues above which give rise to some
philosophical and policy decisions, one canr look more closely at the
operational questions of the design of local health systems. For pur-
poses of further discussion the elements of health cace models can be
grouped under three broad headings: organization (structure), deliv-
cry (the functional process of developing services), and resources.

Once again, there are more questions to be asked in this process
of development of new models than ready answers. Those must come
as a result of local planning and design. The following is only a partial
listing of some questions regarding cach element that could provide a
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point of entry into the changes toward new models of health care sys-
tems in accordance with the goals of health for all.

Structure/organization

What is to be the degree of autonomy enjoyed ac each level (of
care, of services, and of the system)? The question of auconomy has
been examined in terms of the system in general in a previous section
of this paper. It is, however, valid at each level of the system, and
should be foreseea in the design.

How can meaningful communication be ensured among the dif-
ferent elements of the health care system? In order for a system to
function as such, means must be developed to provide for sharing of
information and feedback on developments, as well as ocher aspecrs
that permic fluidity and provide conrtinuity of care.

Can a system be devised in which administration becomes a
means to an end and not the end itself? Unfortunately, bureaucracy
has a habit of being self-perpetuating, often to the point of obscuring
the original intent of the system. In many health secvices today, for
example, the paperwork and not the client has become the most im-
portaat aspect of the health worker's functions. Management of the
system must be designed in such a way so as to keep in mind the even-
tual goals of better health.

How can the productive sector for health manpower be incorpo-
rated into efforts to increase health for the population? Over the past
century, the separation of education from service in the health sector
has become an institution. The unfortunate result of this is that the
formative centers have become isolated and in many instances ex-
tremely theoretical and removed from reality. This results in the pro-
duction of personnel who, only with difficulty, find their places in the
system. Another problem that the lack of coordination between the
two sectors produces is the concentration of the educational insticu-
tion in the production of personnel only, without harnessing its po-
tential and resources toward the development of new answers to deliv-
ery of care and the design of appropriate systems.

Are we using the available demographic and epidemiological
data appropriately to structure the system? Alchough often the infor-
mation available is not of che quality desired, it does provide a start-
ing point. However, even the information available is not being uti-
lized as a basis for programmmg Pohcy decisions and autonomy arc
related to programming, bue it is also imperative to develop the habic
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of investigation and local information utilization if local health sys-
tems ace to achieve success.

Can a team approach to health care be implemented? While
much has been written in suppost of 2 team approach to health care, it
is the exception to find a group well integrated and functioning in the
health sector. Much less is the possibility of finding such a group
which has been able to incorporate the community into its decision
making, implementation, and evaluation. It is important to assess lo-
cal possibilities and build this element into the structure of new sys-
tems so that functioning becomes easier.

Function/dekvery

By what process will policy be decided? Since policy will deter-
mine in large measure what priorities will be, and the way 1n which
the system will function, one of the fundamental questions will be
regarding the policy process. Who will pasticipate and from which
levels and disciplines? What will be the participation of the commu-
nity? How will che policies be communicated and how will these poli-
cies be translated into quality care? These are but a few of the ques-
tions that must be asked.

Who defines the local health system priorities? Although general
policies will give certain ideas regacding program implementation, a
time will come in which more specific and individualized decisions
will have to be made to assure thar the system remains relevant to the
needs of its population. Who will be involved in this?

Can continuity of care be guaranteed within the system's func-
tioning? One of the unfortunate effects of present delivery systems is
the atomizacton of care and its episodic nature. As new systems
evolve, decisions will be made regarding their mode of functioning.
In order to supporr the goal of health for all, continuity must be
implemented.

Are reasonable goals and priorities established as 2 means of de-
signing health care delivery systems? The key question here is *‘rea-
sonable.’” It is easy when attempting to implement new models to fall
into the trap of illusion that everything can be ideal. The planning
process s very important in the setting of goals and priorities which
can be met. Otherwise, che pecsonnel and community will become
disillusioned and frusteated, causing a backlash against the system.

What role will international resoutce organizations play in defin-
ing policy and functions of local healch systems? This elemenct is once
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again related to the question of autonomy. If local health systems de-
fine priorities, and adapt or define policies with the population’s
needs in mind, then resources are sought in light of their programs.
If, on the other hand, resources ace implemented without a mastes-
plan, the availability of resources is often what determines policy and
priority, and not the population’s needs.

How can health education, operational research, and informa-
tion management be incocporated in the local health systems? The
three activities listed are fundamental for the effective and efficient
operation of any system. Whether responsibilities will be integrated
into those of all personnel and programs, or managed by specialized
persons, is a local decision. In either case provisions must be made so
that these functions are seen as important elements.

What quality controls are inherent o the system’s functioning?
This is almost 2 self-evidenc element of cthe design of any system. Eval-
uation has always been considered importanc. It is necessary, how-
ever, in the development and implementation of new models based
on a new amplified concept of health, to give thought to the design of
new indicators. These will assist in.the evaluation of impact, behav-
ioral changes, and other aspects of health which are not readily appar-
ent in che morbidity and morrality statistics cucrently in use.

What is the function of supervision within the system? Here,
there are two aspects to considet: one is the role which supervision is
seen to play wichin the system, and the other is how to facilitate the
inclusion of that role in the functional design. Although much lip
service has been given to the need for supervision, many times this
activity has been given low priority in the allocation of resources
(time, transporration, etc.). In other cases it has become an exercise 1n
control without the corresponding activities in development which are
patt of supervision.

Who is accountable? This is an obvious but difficulc question.
Bureaucracies are famous for creating elaborate mechanisms where ac-
countability falls through the cracks. In order for personnel to take
pride in what they do, it is important for them to be accountable for
their portion of the system. Impersonalization of the system which is
the antithesis of accountability is a danger. In assigning functions,
this must be an element of consideration.

Resources

When, how, and to what degree will the community assume sel{-
reliance in health? The question of how to mobilize the community
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and its resources to achieve a positive valorarion for health is complex.
It involves situating the local healch system in the particular socio-
economic, political, and cultural concext or contexts that operate. As
with other elements discussed, there is no one answer. Even within a
local health system one community may be more disposed to assume
responsibility and mobilize their resources than others. In either case,

the design of a new model of healch delivery—called local health sys-
tems—must provide for community parcicipation growing toward
self-reltance.

How is the organization/concentration of resources to be de-
cided? The answer to this question evidently lies wich the policies and
priorities of the Jocal healch system and the social context in which it 1s
immersed. There may be pressing cultural, technical, economic, or
political reasons, however, that require adaprations of general policies
within local health systems. The deployment of personnel to cover 2
health post in a rural area, for example, will not make the system work
unless the infrastructure permicting adequate provision of supplies
and supervision is established. Transportacion questions may influ-
ence chis deployment as well.

What is integration of teaching and service? As stated before,
educational institutions have a grand potential which has not been
harnessed in improving services. Services likewise can contribute
greatly to making education more relevant. The combined efforts of
both sectors can be put in motion to benefit both education and ser-
vice. Exploring possibilities for collaboration locally may lead to inno-
vations in the design of local healch services.

How is technology utilized? Technology can be examined not in
terms of its basic relation to the system, as was discussed previously,
but in terms of its relationship to the people of the system, both the
caregivers and the users. Is technology to be used to supplement or
substitute personnel? What effects will that have on usage of services?
Are provisions adequate for personnel development when new tech-
nology is introduced? These and other questions must be answered
and the decisions foreseen in any planning for local health systems.

Are there rewards within the systern which stimulate the concri-
bution of all participants? This question has to do with aspects such as
fait pay for work, adequate working conditions and incentives for a
job well done, among others. Stimulated workers produce far berter
rcsules than those who are often absent or who, when they come, pet-
form as mcre robots without being inspired to participate in the
change process.

To which scetor of the population docs che syscem cespond in
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terms of resolving health problems? This perhaps delicate question is
one that has aumerous implications. If, for example, theAlocal heallth
system tries to compete with the private sector in the provision of high
technology attention, then the obvious conclusion is that it is direct-
ing its services toward a small percentage of the overall population.
Given the fact thar few, if any, local health systems can count on un-
limired resousces, weighing the scale in favor of some programs and
prioritics will almost inevitably take some resources away from an-
other sector.

By what means is leadership incorporated into the system’s func-
tioning? By whom may it be exercised? One of the ficst questions that
would have to be answered in this respect is; What is leadership? Does
it depend on authority given by position, by competence, or by other
factors? Studying this question can lead to new possibilities for en-
hancing the system’s functioning. ‘

What is the orientation of a continuing/permanent educational
plan for personnel? Is there an educational plan in place for the sys-
tem and for what purpose is it used? Can it be designed so that it
fuschers the aims of improving services, assiscs in the development of
the individual worcker, and promotes community maturation (n
health?

What Can Be Achieved

Planning new models is evidently an all-encompassing venture
but the results can be exciting. The goal of health for all can be closer
with equity, effectiveness, efficiency, and community participation!
Although different, the models would have certain common
characteristics:

» The creation of a “‘culture’’ of primary health case (values,
attitudes);

e An increase in self-responsibility for health;

e A positive impact on the social change required for reaching
health for all: .

e The production, exchange, and utilization of locally gachered
information as a basis for decision making;

e Instruments that facilitate quality, integral, community-based
care;

e Programming/planning and strategy development based on

Collado 85

priorities and policies formulacted and/or adapted at the local
level;

e The rational distribution and maximum utilization of
resources;

& Adaptability; and

¢ The democratizacion of health.

Evaluation

Just as the models themselves ate “‘new’’ with a "‘new’’ health
focus, it is important to recognize that measures for evaluation will
also need to enter into the change process. Traditional indicavors will
be able to tell only pare of the picture of the communities’ healch.
New ways of looking at the impact of the local health care system will
have to be developed. New concepts of health and community partici-
pation will demand their inclusion in evaluative efforts. It is through
the process of developing criteria, examining resules, and using this
information to modify and improve, that the “‘new’’ models will
grow and truly move toward the achievement of health for all.

Examples of Some Models

The following examples of models that have been initiated from
different starting points may be useful:

A political decision to decentralize decision making 1n one coun-
try (Guyana) led each region to form a locally elected council. This
council has autonomy for budget preparation, management of re-
sources, serting of priorities, and tntersectoral coordination, among
othec activities. In health, the use of locally produced information has
led to adapration of norms, redistribution of resources, and motiva-
tion of personne!, and has had a measurable impact on identified
hcalth problems in the area.

A restructuring of organization, function, and personnel oc-
curred as a result of a project in Palmatitla, Mexico, that was designed
10 incorporate research as a key element in the local health syscem.
Results included motivation of personnel, increased utilization of ser-
vices by the community, community involvement in health activities,
and a high degree of accountability.

A hospital in San Ramén, Costa Rica, became 2 focal point for
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the development of a local health system after a national reorganiza-
tion which separated hospital and community services. An organized
community protest created a specizl situation in which hospital and
community services in this instance became one system.

The redistribution of personne/ and functions in the system in an
effort 1o provide continuity of care from the community to tertiary
level initiated the change process in Maribor, Yugoslavia. Commu-
nity nurses, who are the first level personnel, were assigned vo assist 2-
3 days each week in oucpatieat consuleations and to visit hospitalized
persons from their assigned areas. Individuals and families are given
appointments except in emergencies, when they can be seen as out-
patients by their neighborhood nurse. Results included increase to
95% coverage in immunizations, fewer missed appotatments, better
coverage of priority programs, and others. The implementation of
this system brought out the importance of refesral-counter-referral
activities.

A untversity-based research initative in Santander, Colombia,
stimulated the priority of programs over ownership. In this local
health system at least four different health providers, each with its
own policies and norms, attended certain sections of the community.
A political agreement was reached which permitted the integration of
the different providers into one model that was able to cover a much
greater propostion of the community. As might be imagined the po-
litical, economical, and technical difficulties were staggering, but in
the interest of quality care they were overcome and the results have
been impsessive.

There are many more examples. Most demonstrate that the hard-
est part is beginning. There are, however, many ways to begin. As
these examples have shown, the element of leadership is important.

Challenge of the Future

One of the essential elements in the development of models is
the human factor. It has been said that health workers are disen-
chanted and even demoralized. Ways must be found to increase moti-
vation within this group. Internal motivation, derived from responsi-
bilities executed, from excellence and pride in 2 job well-done, and
from che feeling of satisfaction that comes from ful) vtilization of
skills, must be cultivated at all levels. Means for excernally reinforcing
mottvation must be looked at as well. Work conditions, praisc from
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others, job classifications, and promotions are just a few. If the system
ts to be developed as ‘new,’’ then irs health personnel must be moti-
vated and committed to it—the challenge is there.

Itis vitally important to examine the role of the health care work-
ets as leaders in cacalyzing this process of change. They must be able
to comprehend and communicate this new vision of health and of the
local health systems as means to achieving health for all. They have
rolesin the definition and applicarion of policy, management of data
identification of critical areas, the motivation of others, and in thé
management of change. They have made a commitment to the com-

rm;?ity in the search for well-being, and they are willing to take the
risk!
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Part III. Economic and Social
Determinants of Health Status



Economic Crisis in the
Caribbean and Its Implications
for Social Services

COMPTON BOURNE!

All signs indicate that the English-speaking Caribbean is at a crit-
ical point ta its post-independence history. One detects this not only
from economic indicators, migration statistics, and evidence of social
disorder, but also from 2 widening atmosphere of confusion, uncer-
wtainty, and even despaic among much of the area’s population. The
thoughts and energies of every segment of the population need to be
directed to the task of national revitalization and development. It is
therefore encouraging chat this body of health officials and medical
practitioners has sought to acquaint itself with the nature, extent, and
implications of the current economic crisis in the Catibbean.

The Economic Crisis

With few exceptions, CARICOM economies have performed
poorly thus far in the 1980s. In seven countries, real economic growth
as measured by the average annual percentage change in inflation-
adjusced gross domestic product per capita was negative between 1980
and 1985. In four other countries, economic growth rates were less
than 2% . The member countries of the Organizacion of East Carib-
bean States (OECS) appear to be somewhar of an exception, with pos-
itive economic growth rates of 2.7%, 4%, and 6% being recorded for
Dominica, St. Vincent and the Grenadines, and Antigua and Bar-

* Professor of Economics, Unlvenhy of the Wes Indies, S1. Augusdine, Trinidad.
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buda, respectively. However, there is a fragilicy to the recent eco-
nomic prosperity of those economies, resting as it does on the weak-
ness of the U.S. dollar relative to the pound sterling (in which banana
export prices are denominated) and on capirtal inflows of questionable
stability. A strengthening of che U.S. dollar, or tlghter'contr.ols on
capital oucflows from the main source countries, can quickly impatr
their balance of payments and economic growth pecformance.

The economic crisis is also manifest in much higher rartes of un-
employment now than during the first half of the 1970s. In 1985, for
instance, open unemployment rates wece between 15 % and 25% i
several CARICOM countries. The incidence of unemploymeat 1s pa-
ticularly acute among females and among persons of both sexes 1n the
15- to 25-year categosy.

One consequence of high levels of unemployment and slow or
negative economic growth is a substantial reduction in living stan-
dacds. The well-being of Caribbean peoples has also been compro-
mised by substantial emigration of highly skilled and educated
persons. . o o
An evident feature of deep economic recession is the rise 1n 10~
equality of income opportunities and wealth, and unequal access to

those commodirties and services provided on 2 commercial basis. In’

cases where public provision of those items or public subsidies of pri-
vate supply have been severely reduced in response to fiscal stress, per-
sons with low income bear the brunt of the system-wide deterioration
in che standard of living. .

There is no question, therefore, that CARICOM countries are
confronted by a major development problem. The urgency of the
problem is intensified by projected labor force growth well in excess of
incremental labor demand on recent best-case scenarios and present
production technology. In effect, *‘business as usual”’ policies will not
be sufficient to avert an unemployment problem of major
proportions.

Contributory factors

Much of the current crisis is due to scructural changes in the
world economy and to global economic recession, Caribbean adapta-
tion to which has been minimal and slow. The following structural
factors are likely to be of lasting significance. First, changes in produc-
tion technology and in the nature of commodities etode the long-
cerm international demand for the traditional agricultural and min-
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eral producr exports from the Caribbean. Ready examples are the
development of synthetic raw materials, energy-substitution, and
corn-based sweeteners. Second, international consumption patterns
have been changing in ways thar necessitate the production of new
commodittes and services and the cessation of production in declining
areas. Third, shifts in the geographical distribution of income and
wealth have altered the relative importance of craditional export mar-
kets and signal the need to penetrate new ones, especially in the Pa-
cific and Latin America. Fourth, the development and spread of elec-
tronics-based production technology, such as compucer-aided design
and management, has globalized production and reduced the appeal
of low wage rates to foreign investors. Fifth, the trends in interna-
tional financial markets are adverse to developing councries, particu-
larly in relation to their access to concessionary financing.

While not downplaying the impact of international economic
conditions, it should be appreciated that Caribbean economic policies
and economic management are a large part of the problem. Fiscal op-
erations resulting in chronically large deficits and high average races of
personal income taxation have undermined financial stability, espe-
cially with respect to foreign exchange and the foreign exchange rate,
and have discouraged private initiative. There (s widespread misallo-
cation of resources, and resoursce inefficiency in both private and pub-
lic sectors. Countries have persisced too long and oo zealously wicth
inward-looking strategies that recognize the importance of interna-
tional trade, finance, and technology transfers. At the regional level,
policies have been competitive rather than complementary and mutu-
ally supportive. Economic weaknesses have also been aggravated by a
marked detetioration in political values and political practices which
have had alienating and demoralizing effects on the peoples of several
Caribbean countries.

.

Social Sector Implications

An appropriate development strategy for CARICOM countries
would tnvolve attention to the achievement of internarional comperi-
tiveness. It would include the establishment of new trade and finance
relationships, and the strengthening of existing ones. It would also
require improvements (n export marketing and export financing
systems,

The social sector should be a central element in this development
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strategy, for human resources is the key to successful development.
Scientific skills for technology acquisition and development, interna-
tional marketing capability, entrepreneurial skills in commodity pro-
duction and service industries, and work efforc and productivity, ate
all facets of human resource availability and quality. The social sector
makes its contribution to economic development through improve-
ment of human resources in several ways: health care and nutricion
affect physical capacity; education and training develop intellectual
and technical attributes; and the provision of the mix of services bears
directly on the psychological dimension of human beings.

There is considerable cause for concern regarding trends in the
social sector. Government expenditures in constant prices (i.e. (n real
terms) have slackened in most countries and have even decreased in a
few countries. Of particular interest to this audience would be illustra-
tions about the trend in recurrent expenditures on health secvices in
two cases. In Barbados, expenditures in curtent prices increased from
Bds$50.1 million in 1980 to Bds$92.2 million in 1987. However, ex-
penditures actually stagnated (still in curtenr prices) in the vicinity of
Bds$90 million between 1985 and 1987. Adjusting for inflation,
health expenditvures in real terms rose by 20% berween 1980 and
1987, and have declined by 5% during the last three years. In Trini-
dad and Tobago, recurrent expenditures on health increased from
TT$523.6 mullion in 1983 to TT$563 million in 1987 in current
prices, t.e. by 2 mere 7%. In real terms there was 2 26% decrease in
recurrent health expenditures.

The trends in real expenditures may be used as a rough indicator
of trends in supply, allowing, of course, for improvement in efficiency
and for qualirative changes. These trends indicate that public provi-
sion of social secvices has decreased. Since the State is not the only
supplier, there is the possibilicy that the puvatc sector partially com-
pensates for the deficiency in public provision of services. However,
one should be careful not to exaggerate the pracrical significance of
this possibility. The State is the major, and somecimes the predomi-
nant, supplier of most basic social services. Furchermore, the cost of
privately produced social services severely limits access by low income
pecsons, parcicularly in times of stagflation.

Deterioration in the social setvices sector has to be takea seriously
partly because the inicial situation was not particulacly impressive.
Crude indicators of health and nutrition on 2 national average basis
show considerable improvement during the 1970s and the 1980s. In-
fant morrality, for instance, has been halved within the lase 25 years.
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However, the limited access of some income groups and in certain
geographical regions, and problems of quality of service detract from
the favorable impression conveyed by national average health and nu-
trition indicators. In the field of education, a substantial proportion
of the secondary school age cohort fails to obrain places in schools in
several countries (e.g. Jamaica 42%, Trnidad and Tobago 30%}),
while only a small proportion of the population has access to higher
education.

Policy Issues and Choices

The CARICOM countries must squarely confront the policy is-
sues and choices occasioned by the fiscal crises being experienced.
Among these are the question of whether 10 encourage and rely upon
private provision, and whether to engage in substantial cost recovery
through charges on users of publicly provided services.

There is a strong preference on the parc of international donors
and foreign aid agencies for user charges, i.e. prices set at levels which
susbstantially recover costs ocr generate profits, and for private, com-
mercial production and supply of social services that have traditionally
been provided by public sector agencies. This preference obviously
constrains public policy in countries relianc on foreign financial
assistance.

Several fundamental considerations should inform policy choice.
One is the relative magnitude of the ner benefits to individuals and
institutions and the net contribution of the secvices to the well-being
of the community as 2 whole. The greater is the latter, and the
stronger is the vested incerest of the State in ensuring the supply of the
service ac affordable charges. Another constderation is the ability of
users to pay. Relaced to this is the question of social justice. Exclusion
for reasons of income may conflict with precepts of social justice. It is
not at all clear what maxims can be developed for the social seccor in
general or for any particular social service. One approach might be to
adopt the policy of subsidized public provision for persons at the
lower end of the income scale and private, commercial provision at
the upper end of the income scale. For obvious reasons, such as infor-
martion deficicncies, political considerations, and costs of enforce-
ment, schemes based on discrimination among users are difficult to
opcrationalize successfully,
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Conclusions

This address has sought to introduce medical practitioners and
health officials to the seriousness of the economic crisis in the Carib-
bean area and to its implications for the sacial sector of which they are
a vital part. It is hoped thart all will appreciate that much has to be
done at the policy level and has to be done with an acute sense Qf
urgency. A few underlying policy issues have been identified. It is
worth stressing that the fundamental trade-off is between economic
efficiency and cost-recovery on one side and social justice on the other
side. Achieving an acceptable balance is not an easy task, but it must
be attempted.

Social Determinants of Health
Status: New Challenges for the
Primary Health Care System

ELSIE LE FRANC!

The adoption of the primary health care approach demands that
greater attention be paid to the social determinants of health starus.
The emphasis on disease prevention and health promotion means
that social communication techniques need to be developed and pet-
fected for both the transmission of health messages and for the altera-
tion of attitudes and values concerning health practices, and the con-
cept of health iwself.

The primary health cace approach was perhaps in large measure
stimulated by the clear recognition that most of the major communi-
cable diseases were avoidable if only significant improvements were
made in the conditions usually associated wicth poverty. One unfortu-
nate consequence, therefore, of the way in which the concept devel-
oped has been the stubborn perception that primary health care is for
the poor.

Recent trends in the patiern of illness in the Caribbean regton
show that the diseases that are now the major causes of mortality and
motbidiry are 2lso avoidable, or at least manageable. They ace avoid-
able or manageable because, apart from the association becween age
and certain types of illnesses, they are closely related to life-styles and
social behavior—especially those usually associated wich urbanizacion
and socioeconomic development. Consequently, the issue can no
longer be one simply of changing ideas and values, or even of remov-
ing poverty and its causes, but more generally of discovering and un-

Institute of Social Rezenrch, Univeesity of the West tadies, Mona, Jamaica,

97



98 Economic and Soctal Determinants of Health Status

derstanding those structural faccors and social processes that make this
or that group mote of less susceprible to this ot that group of diseases.

This is an area of inquiry chat, while fairly well explored in other
societies, is relatively new in the Caribbean. As of now, there are
many questions and very few answers. The complexities and.peculmn-
ties of the Caribbean do not make the task any easier. As will be seen
shorely, although still an area of developing societies by most standard
criteria, illnesses usually associated with poverty tend to account for
almost as many of the years of potential life Jost (YPLL) as do those
due to illnesses usually associated wirh development. For example, 2
recent review of the health situation in Jamaica (1) showed that from 2
group of 133 selected causes of death, the estimared rotal YPLL before
age 65 in 1981 was approximately 104,000, and that deaths from gas-
trointestinal and respiratory infections were tesponsible for 30% of
the YPLL. Given underreporting fates of up to 54% in the case of
infant deaths (2, 3), this figure is likely to be much higher. At the
same time, the reviewers estimated that the chronic diseases account
for approximately 25% of YPLL.

The economic difficulties and policy responses of the 1980s have
only served to bring these complexities more sharply into focus, and
to make even more urgent an understanding of the relationship be-
tween illness patterns and sacioeconomic growth and dcyelppmept. It
may be generally expected that an economic recession will in all likeli-
hood lezd to deterioration in a society’s health stacus. Where cutbacks
in the expenditure on health and other social services follow as part of
an atcempt to cotrect of cope with the recession, it might be antici-
pated that there will be 2 negarive impact on health status. Not only 1s
the health delivery system affected, bur the fall in income and con-
sumption partterns must eventually take a toll on health and nutci-
tion. An examination of the economic and health situation of the
CARICOM countries during the 1980s shows that while the expected
cotrelation essentially obtains, there are some intciguing sufprises.

Recent Economic and Health Trends in the CARICOM Countries

Any attempt at analysis of health trends in the Caribbean has o
be preceded by a strong cautionary note about the generally poos
quality of the dara that are available—they are often incompletc if
they exist at all. One of the principal causes of incompleteness is sim-
ple underreporting, for example, of infant deaths and communicable
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diseases. The data are frequently not standardized, and the demo-
graphic data on which calculation of age-adjusted morrality and mot-
bidity rates, for example, depend are often poor or nonexistent. Data
are also inconsistent and conflicang from one agency to another, or
from one report to another, within a particular territory. It is, there-
fore, very difficult to carry out the necessary analyses that are impor-
tant to any atternpe at theory building or even the establishment of
simple cause and effect relationships. Keeping this major constraint
in mind, it is nonetheless important to try to identify the dominanc
trends in the region over the past decade. These are:

(1) Chronic noncommunicable diseases have come to be the
Jeading causes of morbidity and mortality. Today approximately 40 %
of the total morrality in the English-speaking countries of the Carib-
bean are due to cardiovascular diseases and diabetes (4).

(11) The incidence of communicable diseases that can be con-
trolled by immunization has fallen to fairly insignificant proportions.
The downward trends reported for other communicable diseases
through the mid-1970s in most cerritories had, however, been re-
versed by the early 1980s. For example, viral hepatitis was increasingly
teported in five of the territories; typhoid showed an upward trend in
at least three countries; the number of tuberculosis cases fose in six
tercitories; leptospirosis increased in Jamaica; in Trinidad and To-
bago, the incidence of scabies rose by almost 100% . Perhaps the ill-
ness showing the most widespread and sharp increases was gastroen-
teritis, where at least 10 countries showed significantly increased
rates.

(i1t) Data that permit the mapping of trends in malnutrition are
patchy, but what data are available suggest thar the phenomenon is
cither on the increase or remains ac stubbornly high levels. Where
significant reductions have been achieved, as, for example, in St. Vin-
cent and in Ancigua, it is likely that success has been due to official
intervention in the form of food supplements, rather than to any
changes in conditions causing the problem.

(iv) Infanc mortality rates, while falling in most of the territo-
ries, show no clear downward trend and have even increased in four
and possibly five countries. At the same time, conditions originating
in che perinatal period remain among the top five causes of death in
five countries, and in at least four countries actually rose for the 0-1
ycar age group.

We found that chere did not always seem o be a clear linear and
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positive relationship between economic growth, increases in health
expenditures, and health status. In 1981 the Caribbean Food and Nu-
trition Institute (CFNI) found that only three of the countries suffered
any kind of aggregate food deficit, and in 1981 Mclntosh similarly
found chat toral food supply in Guyana was perfectly adequate (J).
This alerts us to the need to examine the impact of internal distribu-
tion structures, rather than overall groweh rates only.

Looking at the region as a whole, the average rate of growth of
GDP between 1980 and 1986 (at factor cost, constant prices) ranges
from - 1.0% in Trinidad and Tobago and Guyana to 7.3% in Anti-
gua and Barbados. From a more detailed examination of the perfor-
mance during the 1977-87 period, it can be concluded chat the best
performers were St. Vincent, Bahamas, St. Kitces, Saint Lucia, and
Antigna with rates of over 4% ; followed by Montserrat, Grenada, and
Dominica; Trinidad and Tobago, Guyana, and Jamaica had negasive
rates, or rates of less than 1% . While all the countries in the Carib-
bean were adversely affecced in 1982, the least developed economies
have shown quicker and stronger recovery, the most notable being
Montsecrat, Grenada, Antigua, Sainr Lucia, and che Bahamas.

Examining the possible relationships between these trends, ic is
interesting to find that:

(1) While the health status has deteriorated in Guyana, Trinidad
and Tobago, and Jamaica, it has also done so in the relatively stable
and growing economies of, for example, Antigua, the Bahamas,
Montserrat,? Saint Lucia, and Sc. Kits.

(ii) The incidence of anemia (Yess than 10g/dl) has persisted at
high levels, and has even increased in countries such as Guyana,
Montserrat, Jamaica, and Dominica.

(i11) Obesity exists at significantly high levels in countries as di-
verse in social structure and economic performance as Barbados, Guy-
ana, Saint Lucia, and Antgua.

Finally, when examining the relationship between health expen-
diture and health status, there seem to be two trends that require fur-
ther analysis. Firse, although decreases in health expenditure age asso-
ciated with notable increases in certain ilinesses, increases in real per
capita health expenditure can, in fact, have no apparent impact on

*Higher incidence rates of illness may be duc 10 betcer reporting.
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the process of deterioration, as in the case of Trinidad and Tobago.
Second, the decline in health status seems to follow rapidly upon the
economic decline—so rapidly in fact, as to call for an investigarion not
only of the fragility of the population’s hold on good healch status,
but also of the real impacr of the health service. We are already aware
of the problems of excessive emphasis on drug therapy for the treat-
ment of soctally related illnesses. We were surprised at the finding of
the nutrition sucvey in 1981 in Barbados, thar only 11% of the popu-
lation sampled had received health education from a clinic or doctor.

The major conclusion of this review is, perhaps, that far more
attention needs to be given to the impact of the inzermal socioeco-
nomic dynamics of the society. One of the cases currently under inves-
tigation through 2 random sample survey of households and their ill-
nesses is that of Trinidad and Tobago. The following focuses
specifically on the relationship between health starus, educarion, and
occupation in that society.

Soctal Influences on Health Status in Trinidad and Tobago

In Trinidad and Tobago, the illness pattern is similar to that
found in most other Caribbean countries. The survey showed that ar-
theitis, diabetes, health disease and hypertensive diseases were princi-
pal causes of morbidity, followed by diseases of the respiratory system,
and accidents. The first four chronic illnesses accounced for approxi-
mately 45 % of the morbidity reported. The prevalence rate for diabe-
tes mellitus was similac to that found in the St. James, Trinidad, study
but lower than that found for hypertension—a diffecence most likely
due 1o a lack of awarcness on the part of respondents.’

Chronic illnesses, of course, tend to increase with age; a break-
down of the health scatus of household heads only, by age category,
teveals this trend. The breakdown also provides supporting evidence
of the sex differenrial in illness patteras found in the St. James study,
where for diabetes this differential was present at all ages, and in the
35-44 age group the rate for men was almost twice thac of women (6).
Our Trinidad and Tobago study found that while for acute illnesses
males tend to be more susceptible than females, men have fewer

The sutvey was of individuals’ knowledge or percepiion of their illnesses—it did nor attempt 1o
medically 1est anyone,
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chronic tllnesses only in the 20-29 year age category (see Table 1).
When all types of illnesses are considered together, females lose their
superior position and become equal to men between 40-49 years. Af-
ter age 50 the percentage of women with no illness declines rapidly
and at a faster rate than that of men.

For the total sample population, the broad picture ts similar.
With the exception of the 15-19 year age categoty, women are more
likely to be ill. Further, it would appear that this sex differential is
largely found among those with chronic illnesses. More women than
men suffer from chronic illness at all ages, except among those aged
15-19 years, where women are in a stightly superior position, and
among those in the 30—40 year category, where the sexes are roughly
equal. The decline in health status as age increases is greatet among
women, so that among those aged 50 years and older, 42% of the
women had a chronic iliness as compared with 31% of men.

To be sure, a good deal of this can be related to the higher inci-
dence of obesity among women—beginning even dusing the school
years. However, to the extent that the burden of chronic noncommu-
nicable disorders is “‘disproportionately shared between the sexes,”’
that ‘‘females are carrying a much greater share of the load,'” and that
the male:female ratio appears to be the reverse of that found in North
America (4), where obesity is also a major problem, then much closer
examination of the relative importance of obesity, the character
(rather than mere extent) of the involvement of females in the labor
force, and types of family systems and relationships, is necessary.

There ase also prediceable associations between sanitary condi-
tions and health status. The majority of respondents had access to ad-
equate water and sanirary facilities: 65% had water piped into their
homes; 91% had their garbage collected at the gate; and 65% had a
water closet, while 32% had z pit latrine only. We found that chose
with access only to scandpipes at some distance, and those who dis-
posed of solid wastes through backyard burning, were more suscepti-
ble to disease. Thus, of those with a pit latrine, for example, 61% had
had no illness in the preceding 12 months, as compared to 67% of
those with a water closet. Similarly, of those burning garbage in the
yard, 52% had experienced no illnesses, as compared to 65-86% foc
the rest of the sample. The differences become greater when only
acute illnesses are considered.

The survey examined health practice awareness to determine
whether this might have an independent and overriding effect on
health status. It was interesting to find thart although the large major-
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Trinidad and Tobago, by age and sex (percentage

Table 1. Health conditons of heads of households ia

distribution).

Chronic
and acute

Chronic

illness only

Acute
illness only

Totat

No illness

Male Female Male Female Male Female Male Female Male FEemale

Age

100.0
100.0
100.0

100.0
100.0
100.0

99.9

100.0

100.0

15-19
20-29
30-39
40-49
50-59
60~69
70 +

88.9
77.8
72.5

79.1

3.7

9.0

7.4

11.9

100.0
100.0
100.0

80.8
72.4

2,0
10.9

13,9 0.6
23.5 1.3

9.0
17.9
25.4

8.3

9.6
7.7°

100.0
100.0
100.0

43.5

63.1

3.8

30.4

15.2

9.3 31.1 34,9 7.6 9.3 47.9 46.5
3.5

13.4

50.0 32.5

5.0

57.5

41,1

3.0

5.4

“This is a subsample of 691 males and 245 females: the total sample includes a/f household members.
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ity of those interviewed knew the importance of good sanitation, hy-
giene, proper eating habits, regular check-ups, etc., it appeared to
have lictle impact on their health status. That is, susceptibility to ill-
ness, either chronic or acute, did not vary noticeably with atrirudes
(see Table 2). To the extent that it did, the suggested explanation is
that the onset of illness itself induced greater awareness of appropriate
health practices. Thus, for example, those with chronic illnesses are
more likely than those with acute illnesses to talk abour proper eating

Table 2. Opinions of heads of houscholds in Trinidad and Tobago
regardiag avoidance of tliness, by health condition (pecceneage dis-
teibution).?

Health condition

Acuce

Besc way 10 Acute Chronic  and No

avoid illness lness illness chronic illness  Tocal

Good sanitation 10.8 20.6 3.7 64.9  100.0
and hygiene

Public/private 8.0 16.0 8.0 68.0  100.0
spraying

Balanced dict/ 6.0 26.9 2.2 G4.8 99.9
propet cating
habits

No smoking/ 143  14.3 - 71.4  100.0
drinking, ctc.

Better public 7.7 231 — 69.2  100.0
education

Avoid 6.5 243 2.8 66.4  100.0
environmental
pollution

Regular check-up, 8.1  35.1 8.1 57.1  100.0
2004 health

Practices 22.2 — — 77.8  100.0
peayers/faith®

‘Prevention’’ 11.8 20.6 — 67.6 100.0

{vague answer)
"Don’t know''/can't 14.3 250 3.6 57.1 100.0
avoid sickness

This is a subsample of 954 individuals; the total sample includes o/ houschold
members.
Represcats nine persons intervicwed.
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habits; those with acute tllnesses were more likely to stress good hy-
giene. The only two exceptions were among those who abhor smoking
and drinking, and those who fiercely believe in prayers and faich.
This apparent discrepancy between health awareness and health
status stimulated even more interest in the relationship between level
of education and health. Studies in other countries have found a more
or less inverse relationship between socioeconomic status (using occu-
pation as an indicacor) and health status. In this context the influence
of both occupation and education were considered. We ate all famil-
iar with the critical role that education plays, or is perceived to play, in
the process of social mobility in the Caribbean region. Consequently,
we felt that it might be useful to exarnine this variable both as a possi-
ble proxy for socioeconomic status and an indication of the levels of
" enlightenment or ability to receive and act upon hezlth information.
Again, the findings were somewhat unexpected. The figures for
the subsample are presented in Table 3 where it will be seen that those
with a secondary level of education experienced the least illness in the
reported period. Those with primary ot no schooling enjoyed a health

Table 3. Level of education attained by heads of households in Trintdad and To-
bago, by health condition (percentage distribution).?

Health condition

Level of No  With acutce With chronic Both chronic

cducation illness illness illness only  and acute  Tocal

No schooling 59,1 4.5 34,1 2.3 100.0

Primary school 57.1 9.3 28.8 4.8 100.0
onty

Junior and 82.5 4.2 13.3. — 100.0
comprchensive
secondary

Traditional 78.2 10.2 10.9 0.7 100.0
secondary

Technical, 74.7 12.7 10.5 2.1 100.0
vocattonal

College. 57.6 15.3 22.0 5.1 100.0
professional

aad vniversitics

“Tios is w subsumple; dhe tond smngde nddodes off ouschnld membecs
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status similar to those wich a tectiary level of education. It is also inter-
esting to note that those with very low levels of education were cela-
tively free from acute illnesses but were more prone to chronic ones.
The converse also holds: those with superior levels of education are
mote susceptible to acute illnesses than are che poorly educated, and
less so to chronic tllnesses. It is true that this correlation has not yet
been controlled for age, but we are not inclined to think that it will
significantly alter the picture. We believe that this correlation says less
about the impact of education than it does about occupational and
income variations that are implied, yet masked, by the patterns
observed.

In correlating occupation and healch status, the data suggest at
least two possible conclusions. In looking simply ar those individuals
who do not suffer illness, the relationship is not a straightforward one:
the high managerial and professional group were as illness free (73% )
as the skilled manual workets (72%), and the unskilled manual work-
ers and the unemploved were even more so (79-80% ). Indeed, the
healthiest group was the middle setvice group, comprised of secre-
taries, clecks, and sales ageats. However, closer examination reveals
that the occurrence of different types of illnesses complicates the pic-
wre. Individuals ia che higher status occupational groups are more
likely than are chose in the lower groups to suffer from acute illnesses
(15% and 11% compared to approximartely 5-6% of the cespective
occupational categories).* On the other hand, there is a noticeable
tendency for the incidence of chronic illness to increase as one de-
scends the occupational ladder.

Controlling for sex confirms the earlier finding rhat females, re-
gardless of their sitnacion in life, are not as healthy as males. Females
represent most of the unemployed in the sample (67 %), but they are
dominant in che lower managerial, professional, secretarial, and cleri-
cal categories. Yet with two possible exceptions, they are more likely
to suffer from both acuce and chronic illnesses.

Data presented in Figures 1-3 illustrate the relationship becween
health and occupation in all age groups. Controlling foc age, the over-
all pattern is not significantly altered. It does indicate che likely reason
for the generally superior status of that middle sesvice, or the lower
managerial, professional, secretarial, and clerical categories. They arc

This survey did not isolate the 0-4 year age group, and ticrefore did not focus on problems that
may be peeuliar o that group.
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FIGUR]?: 1. Percentage of adults in Trinidad and Tobago reporting no illness, by
occuparion and age.

Percentage
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employers of 10+ persons U = Unemployed
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FIGURE 2. Percencage of adules ia Trinidad and Tobago ceporting acute illness, by

occupation and age. FIGURE 3. Peccencage of adults in Teinidad and Taobago ceporting chronic illness, by

occupation and age.
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the youngest group in the labor force while the higher managerial and
professional category is, perhaps expectedly, the most marure group.
Given this, it is interesting to note that for almost every age group
over 20 years, the middle service group has the lowest incidence of
chronic illnesses. At the same tume, the unemployed, who have a
fairly stmnilar age distribucion as do these “‘middle’" groups, coasis-
tently have a higher incidence of chronic illnesses.

The general conclusions seem to be as follows: the overall rela-
tionship between occupation and health status is not as well defined
as it might be, even though by age 30 the trend does begin to emerge.
However, we think that one of the main reasons for this lack of clarity
is the presence of opposing tendencies, whereby the incidence of
acute illness tends to fa// as socioeconomic status falls, but that of
chronic ilinesses rises as socioeconomic status falls. Finally, the house-
wife and the skifled manual worker appear to be in a class by them-
selves, in that they consistently have some of the highest frequencies
of both types of illness.

If what we have so far been saying is essentially correce, then it
raises a number of questions about what might be che appropriate
response of a primary health care-oriented health delivery system to
these new challenges. Any preventive/self-help syscem will, in all
likelihood, discriminate against the poorer individuals in 2 sociery,
unless ways are found to reach them. They do not, and are nort in-
clined to, present at the healch facility until there 1s little ocher choice.
This is an orientation chat is further reinforced by the relative absence
of acute illnesses among poorer adules—they are, after all, the fittest,

- have survived the scourges of poverty, and are no doubt ficmly con-
vinced of their invincibility. The survey found that a significant num-
ber (37% ) of the respondents never went for a check-up, che principal
reason stated being ‘‘There is no need, because I'm noc 1ll.”" Of those
who did go, 55% did so occasionally, or wene for 2 medical exam
only. Those with chronic illnesses are the most frequent users of
health services (73% compared to 69% of those with acute illnesses,
and 55% of those with no illness). It may, therefore, be inferred chat
these kinds of visits tend 1o be for illness management rather than
illness prevention, and are largely a function of the onsec of an
tllness.

This being the case, the apparently higher incidence of chronic
diseases among the lower stacus groups s sufficient cause for a review
of the continuing preoccupation with drug cherapy as the principal
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mt::thqd o_f disease control, and for careful consideration of increased
prtvattzation of the health delivery system.

_ In most of the Eastern Caribbean countries, the public sector is

still largcly' responsible for the health delivery system. However, avail-
able darta indicate growing private seccor involvement, where most
doctors straddle both sectors. Cerrainly for Trinidad and Tobago, our
survey found chat the majority of those interviewed consulted fiest
with a private doctor. Further, those with chronic llnesses were more
lLk_ely (61 .4%) than those with acute illnesses (48%) to go first to che
private physician. Those in this latcer group rended to present as hos-
pital outpatients or be immediately hospitalized.
. It might be expected thar long-term chronic illness management
s costly. Does it follow, then, that che more socially disadvantaged
are paying more for health care? This is a question tha is still being
explored, but which, vnfortunarely, will not be adequately answered
with the kind of data we now have. However, the mere posstbility that
this is the case should be enough o encourage 2 greater sense of ur-
gency among those who are trying to identify new and innovative
ways to spend the health dollar more effectively.
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Part IV. The Declaration of
Tobago



Declaration of Tobago

PRIMARY HEALTH CARE/
LOCAL HEALTH SYSTEMS WORKSHOP
MOUNT IRVINE HOTEL, TOBAGO
7-11 NOVEMBER 1988

The participants at the Primary Health Care/Local Health Sys-
tems Workshop (held in Tobago from 7 to 11 November 1988), repre-
senting Ministries of Health and Universities of the Commonwealth
Caribbean, the Caribbean Community Secretariat, UNICEF, and
PAHO/WHO, submit the following declaration for the consideration
of Ministers of Health,

Declaration of Tobago

1. We reaffirm out commitment to health for all as a perma-
nent goal for all the countries of this subregion up to and beyond the
year 2000; and to primary health care as our strategy for 1ts
achievement.

2. We consider that the definicions of health for all and pri-
mary health care recommended by the June 1981 Caribbean Work-
shop on Primary Health Care ate still appropriate to Caribbean needs
and potential, and should be restated on this occasion.

“Health for All by the Year 2000

“‘Healch for All by the Year 2000 in the Caribbean context
is taken to mean much more than the absence of disease. It
means chac working people are fit and productive 2nd are able to
acquire and use new skills, that school children are fit and able to
benefic from their education, and that their physical and mental
development has not been permanently impatred by malnuici-
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tion in infancy and early childhood. . . It means that healch care
is delivered by teams of well-trained and deeply committed
health wockers. It means that there is dynamic and creative man-
agement of the health services. It means, above all, that people
have determined for themselves the most imporrant community
health problems and are actively involved in programs for solving
them.

“'Primary Health Care (PHC)

“‘Primary Health Care is essential health care based on prac-
tica), scientifically sound and socially acceptable methods and
technology, made universally accessible to individuals and fami-
lies in the community through their full paricipation, and at a
cost that the community and country can afford to maintain at
every stage of their development, in the spirit of self-reliance and
self-determination. It forms an integral parc both of the coun-
try’s health system, of which it is the central function and main
focus, and of the overall social and economic developmenc of the
community,”’!

3. We endorse the three basic concepts of che primarcy health
care approach which were included in the revised Declaration on
Healch for the Caribbean Community, adopted by Ministers of
Healch ac the Eigheh Meeting of their Annual Conference held in Bas-
bados in July 1982:

(1) Healch 1s a fundamental right of every human being;

(i) A government has a duty, on economic as well as op
hurnanicarian grounds, to provide essential healch care for
everyone isrespective of ability to pay at the time of receiv-
ing attention;

(iti) Individual citizens—and the communiry as a whole—have a
responsibility for their own health, not only in terms of
habits and behavior, but in all aspects of health within their
competence.

¥ CARICOM, *'Primary Health Care Strategy and Plan of Action for the Caribbean,” Work-
shop an Primary Health Care, Sainc Lucia, 7-13 Junc 1981, p. L.
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4, We empbasize, however, that the PHC approach must per-
vade the entire health care system, and therefore should be fully inte-
grated @ 2/ levels—including the secondary and tertiary.

5. We note that the PHC approach in the Caribbean has dem-
onstrated its effectiveness in disease control, and improvement in
community health status, inter aliz, through encouragement of che
planning process, and training/deployment of new cadres of health
workers.

6. We recognize chat despite this progress, some of the mini-
mal rargets of che 1981 Strategy and Plan of Action (the 25-poinc
action plan) have »os been met, especially in relation to:

Community participation

Intessectoral coordinacion

Restructuring of the health care systems

Development of management including health informacion
systems to ensure proper planning, programming, implemen-
tation, monitoring, and evaluation

* Promotion of health systems research and innovation n appro-
priate technology

* o ® @

7. We note also that in almost all our countries many of the key
indicators of health sracus have continued co show favorable trends.
Nevertheless, we ace fully aware thar these national averages mask
continuing problems in vulnerable groups, especially among the poor
and disadvantaged. These differentials have been exacerbated by rhe
socioeconomic crisis of the 1980s, and are as ‘politically, socially and
economically unaccepeable’” today as they were at Alma-Ata in 1978,
They bring into sharp focus the ceatral issues of social justice and
equity.

8. We believe that provision of health care of a gualizy and
Jevel that is appropriate to need can best be achieved through the de-
velopment of Jocal health systemes within each country. Local health
systems are an important mechanism for strengthening the primary
health care approach, and for facilitating acrzinment of those critical
targets in our Plan of Action which have still not been met.

9. We nore that the fundamental tenets of local health systems
developmenc include:

® Decencralizacion/deconcentration
¢ Community parricipation/social mobilizacion
* Interscecrtoral coordination
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Adsustment of financing mechanisms
Development of new care models
 Integration of prevention and contro} programs
¢ Swrengthening of managerial capacity

* Training of the work force in health

® Research

and that application of the principles of loca) health systems will re-
quire complementary adjuscment of the funcrions at the central level
of the national health system; and redefinition of the role of the
hospital.

10. We are comnvinced that continuing progress in impfovement
of the health of the Caribbean people will require mobilization, sup-
port, and commitment of Jeaders at all levels as advocates of health
development,

11. We zrge all health workers, nongovernmental organiza-
tions, the universities, the CARICOM Secretariat, PAHO/WHO,
UNICEF, and all the agencies to rededicate themselves to achieve-
ment of health for 2ll through primary health care, and to cooperative
action through the CARICOM/PAHO Caribbean Cooperation in
Health initiative.

Annexes



ANNEX 1

Work Program

Primary Health Care/Local Health Systems Wockshop

Mount Itvine Hotel, Tobago
7-11 November 1988

Monday, 7 November 1988

08:30-10:00

10:00-10:30
10:30-11:30

11:30-12:45

12:45-14:00
14:00-15:30
15:30-15:45
15:45-17:00

Opening Session

Introductory Remarks:
Miriam Caesar Moore, Tobago House of Assembly
G. Norris Melville, CARICOM
Jane E. Haile, UNICEF

Feature Address:
Elizabeth Quamina, Ministry of Health, Trinidad
and Tobago

Recess

Primary Health Care—Caribbean Update, by Metvyn
U. Henry

Review of Primary Healcth Care by Groups of Coun-
tries, by Claudetre Harry-Ashley, C. Etienne, and
Lowell Lewis

Lunch

Group Discussion

Recess

Plenary: Group Reports/Discussion

Tuesday, 8 November 1988

08:30--09:30)

lLocal Healch Systems, by José Marfa Paganint

121



122 Annex

09:30-10:00
10:00-10:30
10:30-11:30

11:30-12:00
12:00-12:30
12:30-14:00
14;00-15:30
15:30-15:45
15:45-17:00

Plenary Discussion
Recess

Local Health Systems in the Caribbean, by Cacmen E.
Bowen-Wright

Community Participation, by Jane Haile
Intersectoral Coordination, by G. Norris Melville
Lunch

Group Discussion

Recess

Plenary: Group Reports/Discussion

Wednesday, 9 November 1988

08:30-09:30

09:30-10:00
10:00-10:30
10:30-11:30

11:30-12:00
13:00-14:00
14:00-15:30
19:30-15:45
15:45-17:00

An Overview of the Socioeconomic Situation in the
Commonwealth Caribbean: The Crisis and Its Im-
plications for the Social Sector, by Compron Bourne

Plenary Discussion
Recess

Economic Analysis of the Health Sector: Implications
for the Implementation of PHC/LHS, by Elsie
Le Franc

Plenary Discussion

Lunch

Group Discussion

Recess

Plenary: Group Reports/Discussion

Thursday, 10 November 1988

08:30-09:15
09:15-10:00
10:00-10:30
10:30-12:00
12:00-13:30
13:30-15:00

New Health Care Models, by Carol Collado
Group Discussions

Recess

Group Discussions

Lunch

Group Discussions
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15:00-15:30 Recess
15:30-17:00 Plenary: Group Reports/Discussion

Friday, 11 November 1988

08:30-12:00 Final Plenary Session
1. Consideration of Draft Final Report
2. Adoption of Final Report and Declaration of
Tobago
3. Closing Remarks
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List of Participants

Primary Health Care/Local Health Systems Workshop

Tobago

7-11 November 1988

Anguilla

Mavis Thomas

Public Health Sistet
Government of Anguilla
The Valley, Anguilla

Antigua

Thomas Joncs

Chief Medical Officer
Ministry of Labor and Health
St. John’s, Antigua

Bahamas

Agreta Eneas

Acting Senior Registrar, Family
Medicine

Miniscry of Health

Nassau, Bahamas

Celest Lockhart

Senior Nursing Officer
Community Health Serviees
Miniscey of Health

Nassau, Bahamas

Carlos Mulraine
Deputy Chicf Medical Officer

Ministry of Health
Nassau, Bahamas

Batl:;ados

Cortez Nurse

Chief Project Officer
Ministcy of Health

St. Michael, Barbados

Belize

Kurolla Rao
Ditector, Primarv Health Care

Miaistry of Health
Belize City, Belize

Dominica

Carissa Etienne

Hospital Medical Directot
Ministry of Health
Roseau, Dominica

Irving Pascal

Districc Medical Officer
Ministry of Health

St. Joscph, Dominica
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Grenada

George Clarke
Projects Officer
Ministry of Health

St. George's, Grenada

Lydia Joseph

Family Nurse Practittoner
Ministry of Health

St. George's, Grenada

Guyana

Enid Hall

University Lecruret

Basic Leadership Program
Universicy of Guyana
Georgetown, Guyana

Mohamad Wahab Hamid
Health Planner

Ministry of Health
Alberttown, Guyana

Claudette Harcy
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Presentations at Opening

Ceremony of Workshop

Introductory Remarks
Tobago, 7 November 1988

Madam Chairperson, distinguished guests, [ am quirte pleased to
bring you greetings on behalf of the Tobago House of Assembly on
this historic occasion. I am informed that this is the first such Confer-
ence to be hosted by PAHO in Tobago.

Permit me to express appreciation to PAHO/WHO for the tre-
mendous work done in health promotion and disease prevention in
the Caribbean Region. Your generous assistance to the governments I
am sure is greatly appreciated. You no doubt are encouraged by the
tangible evidences of the fruits of your labor.

It was only last week that you hosted a workshop on Caribbean
diarrheal diseases at this venue. There were also participants from dif-
ferent parts of the world in attendance.

We feel deeply honored that you chose Tobago for these impor-
tant conferences. It is indeed gratifying to know that we can provide
the environment that is conducive to healthy deliberations, and to be
able to conttibute in a small way in making your rask easier as you
develop plans and programs for health in the region.

I must also spectally recognize the presence of the representatives
from UNICEF. Your contributions to the health and well-being of the
children of the Region will go a long way in helping us achieve our
goals for the year 2000 and beyond. We are recipiencs of your generos-
ity and anticipate your continued supporrt.

Gracing our presence today are participaats from the CARICOM
Region, the Cayman [slands, Turks and Caicos Islands, Suriname, the
Bahamas, Anguilla, and che Briush Virgin Islands. A warm welcome
is extended to you on behalf of the people of Tobago.
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The focus during this seminar on Primary Health Cate and Local
Health Systems is very timely, given the present socio-economic cli-
mate of the Region and, to a larger extent, the developing world.

This is of even greater significance to us in the Tobago House of
Assembly since we were given total responsibility for health in Tobago
by the government last year. Even chough there is ongoing collabora-
tion and consultation with the Ministry on matters of health in To-
bago, there is still need for greater development in our local health
system.

Tobago is in a2 unique position to capitalize on any recommenda-
tions made by your team that ace germaine to improvement in healch
delivery. Based on your criteria for achieving primary health care
goals, we can say that we now possess the political will. The founda-
tion is laid and the framework is in place. We are now 1n dire need of
the building blocks so that the scructure can take form.

I am confident that conferences such as these will assist us greatly
as we strive towards improving our systems, which would resulc in bet-
ter health care delivery to the people.

Your deliberations this week will no doubt produce the desjred
programs and approaches that will minimize the burdens now placed
on the health systems—especially when viewed within the context of
health for all by the year 2000 and a depressed socioeconomic
climate.

As peoples of the Caribbean region we possess the resolve and
determination. I have faith therefore in believing that we will rise to
the occasion.

I await the ourcome of this workshop so that we can utilize the
information in our planniag.

Ladies and gentlemen, I thank you.

MIRIAM CAESAR MOORE,
Tobago House of Assembly

When I began to gather my thoughts for this morning’s cere-
mony I realized that it would be difficult to be profound or original
on the subject of primary healch care. In thac realization ] wear back
to the Joinr Report prepared by WHO and UNJCET at Alma-Ata in
1078,
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On rereading that document I was struck again by the pro-
foundly revolutionary nature of the prescriptions outlined there; revo-
lutionary in the sense thar they overturn the established view of the
patient as an ignorant, passive, and dependent object, dependent on
and subordinate to the medicine, the hospital, and the doctor.

In the joint declaration of Alma-Ara there is also, of course, an
important recognition that cthe health of an individual, a family, and
a nation depends for the most part on factors outside the purview of
the medical profession; and that whilst medical professionals are es-
sential for treatment of ill-health, maintaining ‘‘wellness’” requires 2
much broader and more holistic approach.

What can we say 10 years after Alma-Ata about our success in
transfetring our thetoric from “‘paper to people’’ in the phrase of Dr.
Tejada de Rivero?

What are the indications we should look for that the primary
health care approach has taken root in a given country?

From my knowledge of the literature, as well as my direct experi-
ence with 2 number of primary health care systems in South and
Southeast Asia, 1 would like to make 2 few observations on both the
positive and negative features of implementacion to date. I think it
can be said that the most evolved primary health systems are o be
found in those countries where decentralization of health care stems
from wrgent practiczal, as well as humanitarian, concerns. I am think-
ing, of course, of countries with large and scattered populations, low
GNP/GDP, and high IMR where a large percentage of the population
have little or no direct access to cthe medical services. In such a situa-
tion the training of multitiered cadre primary health care workers can
indeed seem like the answer to a prayer.

There is often also—and we should be very frank—a strong ele-
ment of passing the buck involved in generously devolving to the
community the responsibility for the tasks which the professionals
have failed to accomplish. We have many instances, and I am think-
ing parcicularly of Asia, where new bureaucracies of primary health
care have been built, involving layers of intersectoral primary health
care committees and armies of health cace workers trained—usually
rather briefly—to perform a battery of curative and promotive rasks at
the community level.

I think we have sometimes become trapped by our owa rhetoric.
The building of more clinics and health posts outside the urban cen-
ters does not of itself indicate that we have extended the outccach of
the cenrter; we have, racher, truly involved and stimulated our con-
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sumer public. For me, the best indications that the primary health
care approach has been implemented are the changes taking place in
individual beliefs and behavior.

* Do people realize that the health of their bodies is theit
concern?

¢ Are people aware of how (o mainrain their health?

s Are they capable of simple self-cuce for themselves and cheir
children—or do they run for the doctor and the Kaopectate at
the first sign of diarrhea?

® Do they know how ro use the medical setvices thar are avail-
able? Do they know what they can demand from the services
and what they should refuse?

The implementation of primary health care also requires attitu-
dinal and behavioral change in the medical profession: Are doctors
treating their patients as whole human beings or as a series of symp-
toms to be quickly treated? Are docrors themselves promoting self-
maintenance? Are doctors advocating health issues beyond the health
sector by becoming more involved—for example—not only in advo-
cating safe working conditions at the place of work, but also in day
care centers so that women can practice what we preach?

Another indication of the adoption of the primary health care
approach is the involvement of media of all kinds—human, elec-
cronic, and print in discussion of health issues. During the following
days I am looking forward to hearing from all the participants what
are the key primary health care fssues to be addressed in the Carsib-
bean. In many Caribbean countries the functions that have tradition-
ally triggered the development of primary health care syscems—geo-
graphical dispecsion, lack of access to physicians, yawning culrural
gaps between rural folk-culture and western-trained medical practi-
tioners—are absent. Hence, not all the features of the classic primary
health care system may be applicable here.’

As a relative newcomer I have been struck by the dependence of
the average person on doctors and clinics for treatment of even small
ailments, and the often scanty knowledge of basic nutrition and
healch factors relating to self-maincenance. Here, as elsewhere, the
key to implementation of primaty health care would seern to be better
communication and sharing of knowledge with the community.

Jn the Caribbean, unlike many other countries where we work,
there cxists rremendous capacity to promote better health. Newspa-
pers, racio, and television are almost universally accessible—dynamic
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NGO:s and service organizations are 2 common feature, and rhe edu-
cation system is all-embracing—indeed already incorporating health
and nutrition issues into the curriculum in several countries.

As we move toward the fourth development decade and inco the
second decade of primary health care, I would like to reirerate here
UNICEF's commitment to building 2 grand alliance with our sister
agencies, with ministries of health, and with all other institutions and
sectors who must be involved in achieving health for all.

Ladies and gentlemen, I thank you.

JANE E. HAILE
UNICEF, Caribbean Area Office

Feature Address

The Honorable Minister of Health, Dr. Emmanuel Hosein, has
found itimpossible to incegrate our national aicline timetable with his
schedule for today. He realizes the importance of this meeting. As
Chairman of the Caribbean Conference of Ministers of Health he
looks forward ro receiving the reports and recommendations emanat-
ing from this Workshop.

I welcome all parricipants from sister countries to Trinidad and
Tobago on behalf of the Minister of Healch. [ can assure Ms. Miriam
Caesar Moore we shall enjoy Tobago! It is now 10 years since Alma-
Ara, On 12 September 1978, 134 nations and 67 organizations
pledged their commitment to action to promote the healch of all the
people of the world. It was the birth of the health for all movement!
The strategies to achieve this goal are enshrined in primary health
care. The target date is fast approaching. Caribbean countries were
represented at Alma-Ara and they have accepred the challenge. In
1981 in St. Lucia the 25-point plan was agreed upon setting cleacly
defined regional targers. Where do we stand now?

The advent of health for all has made a significant impact on
fundamental concepts, and the progress toward equalicy has increased
in momentum.

* There is political awarencss and commitment by Ministers of
Health for the concepts and goals of health forall, bud by itscll
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this does not catry us far along the road. Policies, budgerary
allocations, organizational rearrangements, and strong mana-
gerial capabilities are required to provide continuous support
for primary health care.

& Greater effort is being made to reach underserved poputa-
tions—the elderly, the disabled with particular reference to
the blind, and AIDS victims.

¢ Identification of target groups for education and service has
begun—school populations, teenagers at work, and persons
with, or at risk of developing, chronic diseases.

® A team approach to the delivery of health care has been ac-
cepted and put into effect, and new disciplines ate joining the
team. Social scientists are contcibuting to formulating solu-
tions to health problems. Local health systems are being
strengthened and program planning ac local levels is being
introduced.

® The importance of community acceptance and parcicipation (s
being emphasized and encouraged.

® Increasing emphasis is being placed on encouraging personal
responsibility for health and providing the necessary education
to support that goal.

e More nongovernmental organizations are entering the health
area and becoming partness in programs by acrively parcicipat-
ing in AIDS programs. Disaster prepacedness pressure groups
represent tnterests in particular diseases and in the manage-
ment of projecss.

¢ Training in management skills and che use of program plan-
ning have been identified as major areas for health manpowet
development.

o Intersectora) interaction has increased but is not yet accepted
practice. There are now many intersectoral commitctees on
healrh-related matters where other government agencics take
lead roles and health sector represencation is requesced. This is
a sign of increased awareness of *‘health.”’ But health does not
have to be boss!

In Trinidad and Tobago, the deaft ““Medivm Macro Planainp
Framework’”* focuses on most of these issucs in the chaper dealing
with the health sector. But there are some recent disquiceing trends,
some of them fele acutely in Trinidad and Tobago, where (he rapid
cconomie recession has caused the imperative of adjustment o be-
come w hardh realicy wichin a shorc period.
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As a consequence, new issues have assumed critical imporeance:

* Alternative means of financing health care, which in the Ca-
ribbean have been tcaditionally funded from general revenue;

® Decrease in per capita tncome has highlighred the health con-
sequences of poverty and unemployment;

® The renewed battle for resources between maintaining pri-
mary healch care priorities in the face of the demand for access
to high rechnology medicine;

¢ The necessity for health education to enter the realm of the
twentieth century and the mass media.

However, regretfully, the pace is slowing. The economic crisis
has had a strong negative effect on the delivery of health care in the
Caribbean. The social sectors are under severe strain as a result of
budget cutbacks. Public health services are facing increasing burdens
as people who used to pay for private health sector care turn to free
services financed by general revenue. There is a danger of losing che
headway made and falling back to the situartion of 15 years ago.

The countries of the area, who have a long history of sporting,
education, and family links, have come together through the eco-
nomic and political grouping of CARICOM, and. in cooperation with
PAHO, have presented the Caribbean Cooperation in Health
mniriateive.

The six priority areas identified in the initiative are:
Environmental protection, including vector control;

Human resources development;

Chronic noncommunicable diseases and accidents;
Strengthening health systems;

Food and nutrition;

. Maternal and child health and population activities.

[ R R VN

There are indications, some very positive, that there are to be success-
ful bilateral projects financed in these areas.

The great questions to be asked are: Will chese projects be self-
sustaining? Can they renew the momentum? Is chis rezlly the solution
for us?

It is necessary, therefore, that we review critically our subregional
25-point plan and evaluate the primary health care strategy, and ask if
we are placing the correct emphasis on its components. This Work-
shop should provide Caribbean Ministries of Health wich a conceprual
framework for thinking about the mulciplicity of both new and old
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problems, and for guiding decistons about priorities and action with a
special concern for equity in health. There is a disconcerting trend to
discount investment in health in favor of economic improvement,
and failure to recognize the importance of sustained social develop-
ment as a contribution to long-term economic progress. There is a
failure on the part of both politicians and their economic advisors to
appreciate the fragility of cthe healch situation in the Caribbean,
where the balance in favor of healthy childhood is barely sustained,
and can suffer as the price of certain food items increases by as much
as a dollar! But health for all is a value issue—a/# children musc be
monitored, not some. Egusty is our key word.

To achieve and sustain this ideal of equity requires constant sur-
veillance—ir is too easy to erode. There is need for enlightened lead-
ership for healch to ensure response whete the greatest need is identi-
fied. The quality of leadership is ctitical and this potential will not be
realized by pure chance. It is our solemn duty to take positive action
to motivate and encourage new leadership at all levels and sectors—
professional organizations, univessities, NGOs, churches, and trade
union communities—to bring their talents to bear on health develop-
ments. We have begun che task of informing and educating people to
enable them to share in the opportunities and responsibilities, and to
make decisions about their own health. But communities need a
framework and a leadership in order to convert their aspirations for a
healthy productive life into a reality. Enhancing the health of com-
munities should not cause fragrncntatlon of the development process.
and an integrated approach is essential if people are to obtain the sup-
port they need to reach their full potential.

Equity cannot be ensured without the use of simple indicators to
measure progress—not only at the national macro level where vast dis-
crepancies in equity of care can often be masked, bur ar the district
level, Strengthening of management and evaluation capabilities in
the district health system is a further step along the path to identify-
ing and meeting the needs of disadvantaged groups.

It is at the district (or county) level thar the greatest strides can be
made in forging strong intersectoral linkages, and chis has been tllus-
trated in Trinidad and Tobago. However, one of the most difficult
linkages to establish within our own health sector has been that of
hospital linkages.

In basic terms we cannot put any more financial resources into
hcalth. Technology costs (including pharmaceuticals) ace rising, while
human resonrces ase available, literace, and resourceful.
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To adjust the balance berween health costs and available re-
sources, greater human efforts must be made at ensuring that individ-
uzls and commuanities stay healthy. The process must stact before con-
ception! We need o derive policies and strategies to meer this goal.
The cost of technology has to be reduced—just 2s with time the
‘‘price of sale’’ has fallen! More research into ‘‘appropriate technol-
ogy”’ Is required.

[ wish to thank PAHO/WHO and the Tobago House of Assem-
bly for this opportunity to meet together in order to identify our
problems and to derive strategies that will bring about solutions. A
previous speaker stated that we have within the Caribbean a *‘tremen-
dous capacity to promote better health.”” 1 agree and I am confident
that we shall succeed.

ELIZABETH QUAMINA
Minisiry of Health, Trinidad and Tobago

ANNEX 4

Recommendations of the

Primary Health Care/
Local Health Systems
Workshop

Tobago
7-11 November 1988

Participants of the Workshop, having reviewed progress in im-
plementing the primary health care strategy;

Noting the achievements and shortcomings in the countries of
the Caribbean,

Determined that the development of local health systems should
now be the major initiative in all our countries, wish to make the fol-
lowing recommendations:

1. Governments of the Region should continue to give full
commictment to the primacy health cace approach as che major strar-
egy for the achievement of improved healch status of the Caribbean.

2. Ministcies of Health should take rhe lead role to promote
intersectoral coordination as a major straregy for achieving the pri-
mary health care approach. Such promotion should take place ac the
highest political levels as well as throughout all levels of the public
administracion system.

3. A sine qua non of the primary health care approach is the
acceptance of people of responsibility for their own health. In chis
regard Governments should take every step to promote community
participation in health ar all fevels o the greatest degree possible, and
in s0 doinp, utilize and build upon cxisting mechods of community
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participation, utilizing local health systems. At a minimum, such par-
ticipation should be obtained 1n problem identification.

4. Many Governments of the Region already administer health
services through local health systems of varying degrees of develop-
ment. These systems should be further developed and strengthened
as the major operational cactic for implementation of primary health
care. These organizational arrangements would bring health workers
in closer contact with the communities they serve and would facilicate
and enhance community participation, interseccoral coordination,
and accountrability to the populations served.

5. Alllocal healch systems should escablish closer linkages with
nongovernmental organizations a0d community groups at the local
level so as to ensute that the resources of these organizations are uti-
lized for priority health problems identified with full participation of
the community served.

6. In strengchening of the local health systcem special attencion
should be paid to the management process, including development
of the health information system for defining and responding to
health needs; 1o the planning, programming, budgeting, and evalu-
ating process, and to the management of hurman resources within the
context of achieving equity, efficiency, and effectiveness in the deliv-
ery of services,

7. The local health system should not be established in isola-
tion, but should be integrated into the national health system with
close linkage to the hospital services ensuring accessibility to services
for populations served, based on health needs.

8. Given the negative impacr that struccural adjustment has
had on social services, especially health, governments of the Region
should be urged to consider and utilize Cacibbean Cooperation in
Health (CCH) as 2 major strategy for cushioning the negative impact.
In addition to attracting foreign resources, CCH has the capacity to
maximize narional resourcces, stteamline the narional budget for
healch, and facilitate the effective and efficient use of national and
subtegional resources.

9. Governments of the Region are urged to consider more care-
fully than hitherto che healch implications of structural adjustment
policies being pursued. In this connection, Ministries of Health
should take the lead to analyze the impact of such policies and to
present the findings to relevant policy-makers to obviate any erosion
in gains already made in healch scatus of the Caribbean countrics.

10. Alcernative strategies of financing health care could have
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considerable impact on the way healch care is delivered within coun-
tries and should be critically examined, so as to ensure that equity is
not compromised.

11. Asanintegral part of the training and preparation of health
professionals, educational programs for such pessonnel should in-
clude 2 strong component of the primary healch care/local health sys-
tems approach and there should be regular continuing education pro-
grams for health workers to ensure that they apply this new
orientation and philosophy in the delivery of health services. PAHO/
WHO should give full support to all such efforts.

12. PAHO and CARICOM should give priority attention in
their technical cooperation programs to support Caribbean countries
in their efforts to implement the primary health care approach, utiliz-
ing local healch systems as the main tactic for reorientation of their
health syscems.

13. The CARICOM Secretariat should submit these recommen-
dations to the nextr meeting of the Conference of Ministers Responsi-
ble for Health.

14. The Declaration of Tobago, which will be approved by par-
ticipants at this Wockshop, should be given the widest possible pub-
licity throughout the Caribbean.
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Extract from Strategy and Plan
of Action for the Caribbean
Community

At the Regional Workshop on Primary Health Cace held in Saint
Lucia from 7-13 June 1981, with the sponsorship of the CARICOM
Secretariat, stracegies and action plans for the achievement of primary
health care were formulated and recommended for the Caribbean
subregion. From these submissions, a ‘Primary Health Care Twenty-
Five Point Action Plan’’ was derived. These strategies and action
plans were approved by the Seventh Meeting of the Conference of
Ministers Responsible for Health held in Belize tn July 1981. At the
Ninch Meeting of the Conference of Ministers Responsible for Health,
held in Dominica in July (984, the original target dates set for accom-
plishments were varied in accordance with the wishes of Member
States. Following is the text of the 25-Point Action Plan wich cevised
target dates.

25-Point Action Plan with Revised Target Dates

Preliminary

1. Conduct a national incersectoral workshop oa primary health care
(PHC) by 1984.

Policy

2. Establish an interseccoral mechanism ac che highest level for the
formulation of national healch policics and plans by 1984,
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3. Define overall healch policy in suppost of primary health care by
1984.

Strategy

4. Prepare a strategy which will ensure implementation of the PHC
approach and of already-approved regional stracegies for envicon-
mental health, maternal and child health, food and autrition
and denral health, as well as programs in the other PHC areas by
1984.

Plans

5. Incorporate the planning process at all levels of the health service
system by 1085.

6. Prepare a comprehensive health plan, integrated within the na-
tional development plan, with clearly defined objectives, priori-
ties and resoucces and a built-in system of evaluation and feed-
back strategies, by 1985.

Activities
7. Begin at once:

(a) the progressive shift of resources in the dicection of PHC;
(b) intersectoral cooperation at national and local levels; and
(¢) community (avolvement,

8. Examine the existing health cace system and, where necessary, re-
structure it, adopting the PHC approach, by 1985.

9. Devclop a management system which will ensure planning, pro-
gramming, implementation, monitoring, evaluation, and up-
dating of the PHC approach to ensure continuous responswcness
to changing needs, by 1985.

10. Prepare a written policy on community participation, including
the establishment of the mechanism to facilitate it, by 1985.

11. List the facilities, including supplies and equipment, necessaty
for the implemenrarion of PHC, by 1985.

12, Have a standard list of essenuial drugs in vse by 1985.

13. Install an effectively functioning supplies management system,
includiog drugs, by 1985.

14, Dcvclop a manpower policy by 1985.
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15,
16.
17.

18.
19.

20.
21.

22,
23,
24.

25.

Initiate training programs to meet the needs of PHC and include
personnel working in all the health-related sectors, by 1984.
Begin at once to develop a health information system thac facili-
tates the evaluation of this Action Plan and complete it by 1985.
Wrice national guidelines on community participation and estab-
lish community mechanisms by 1985.

Iniciate programs for the training of community leaders by 1984.
Field community healch development teams that include all rele-
vant personnel in all areas/districes by 1987.

Achieve active community partictpation at all levels by 1987.
Designate 2 small committee to promote the development of re-
search and appropriate technology, by 1984.

Take part in a comprehensive regional review of alternative meth-
ods of financing the health sector by 1985.

Prepare a program of legislation designed to support PHC, by
1985.

Develop, with other Member Staces, the CARICOM Secretariat
and other agencies, a mechanism to facilitate intercouncry coop-
eration in the implementation of chis Plan of Action, by 1984.
Take part, in close cooperation with the Secretariat and PAHO/
WHO, in a work program to evaluate this Plan of Action, includ-
ing che selection of indicators to measure impact, services, and
the attainment of the rargets listed in this section of the Action
Plan, beginning immediately and ongoing.
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Alma-Ata Reaffirmed at Riga:
A Statement of Renewed and

Strengthened Commitment to

Health for All by the Year
2000 "

At the midpoint in time between the historic Alma-Ata Confet-
ence, in 1978, and the year 2000, a meeting was convened by WHO
to review progress and problems experienced 1n pursuing the goal of
health for all and to consider reassessments that might be necessary in
order to proceed more effectively towards the goal of health for all by
the year 2000, and beyond.

The meeting was held in Riga, USSR, from 22 ro 25 Masch 1988,
and brought together experts from all WHO regions as well as repre-
sentatives of UNICEF, UNDP, and nongovernmental organizations.

The participants concluded that the health for 2all concept has
made strong positive contributions to the hiealth and well-being of
people in all nations. Nevercheless, they noted that problems remain
which call for increased commitment and action to ensure more effec-
tive implementation of primary health care.

They strongly reaffirmed the Declaration of Alma-Ata and called
for the principles and spirit of health for all to be made a permanent
goal by all countries.

*Thixstmiement was adopred by participants at the World Health Organization mezting **From
AlmuAdt (i the Year 20000 A Midpoint Peespeedive,”” held ar Riga, USSR, 22-25 March 1988,

143



144 Annex

Introduction to the Actions at Riga

At the International Conference on Primary Healch Care held in
Alma-Ata in 1978 the nations of the world joined together in express-
ing the need for nrgent action by all governments, all health and de-
velopment workers, and the world community co protect and pro-
mote the health of zll the people of the world.

These concerns, expressed at the World Health Assembly 1n
1977, were emphasized again in the Declaration of Alma-Ata which
stated: chat a main social targer should be the attainment by all peo-
ple of the world by the year 2000 of a level of health that will permic
them to lead 2 socially and economically produccive life; and thart pri-
mary health care is the key to attaining this target as parc of develop-
ment in the spiric of social justice. It was also srated that health,
peace, and development are intimately related to one another, and
that each musr be pursued and protected in the interests of the well-
being of mankind.

The experiences of the Member States in health development
over the 10 years since the Alma-Ata conference make it clear that the
concepts and principles of health for all have provided the world with
moral, policical, social, and technical guidance thac has enabled coun-
tries to deal forthrightly with the problems of inequity in health care
and the ill health of their populations.

This period has also demonstrated the potential importance of
political action in contriburing to health for all, such as action to de-
crease military confrontations and reduce defense expenditure, im-
prove trade and economic relations, and the efforts to help resolve the
problems of external debr.

Most countries have made considerable gains in increasing the
equity and effectiveness of health services and in improving the health
and well-being of their populations, thus affirming che validity and
strategies of WHO's goal of health for all. Some striking examples can
be given of improvements in coverage, effectiveness, and quality of
programs:

® Immunization rates in most countries of the world have in-
creased from about 5% of children in developing countries in
1970, to more than 50% in the late 1980s;

¢ Decreasing infanc, undec-five, and maternal morcality rates
ace evidence of remarkable progress in many countrics, whosc
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under-five mortality rates have decreased by more than 50%
since 1950;

¢ Many countries have based their national health policies on
the concepts of health for all, emphasizing health promotion,
including improvements in life-styles, and decentralizing ini-
tiatives to districts, cities, and local communities.

Despite widespread progress, it is evident that the gains have not
been uniform, either between countries or within them. All countries
recognize the need perpetually to fight against ill health even though
the nature of health problems will change. Looking ahead to the turn
of the century and beyond, it is clear that maintaining health and
ensuring equity must be a permanent goal of all nations.

Moreover, a number of the least developed countries have made
only very limirted progress: their infaat, young child, and maternal
mortality rates and related morbidities remain unacceptably high.
Projections of current trends to the year 2000 indicate that these mor-
tality rates will persist at tragically high levels for many of those coun-
tries. For example, in many countries of Africa and Southern Asia
mortality rates for children under five will still be well over 100 per
thousand in the year 2000.

Health problems are also increasingly serious in large urban pop-
ulations steeped 10 poverty.

Thus, health conditions in the leasc developed countries persist
ac levels chat are so limiting and destructive of human potential and
so contrary to the principles and intent of health for all, as to be unac-
ceptable o the global community.

[t is urgently necessary to recognize and acknowledge that many
of the most serious health problems still remain largely untouched by
development efforts. These residual problems, that contriburte so
heavily to the human burden of death and disability, sound an insis-
tent call for careful assessment and more vigorous application of cut-
rent approaches, as well as for new approachcs—new research, new
mechanisms, new partnerships, new resources—in order that these
problems may be overcome.

The world is faced with variable progress in pursuit of the goal of
health for all, remarkable gains by many countries, modest gains by

others, and, fora tragic few, litele progress at all. To address the range
of persisting problems and to establish preparedness for problems
that will emerge in the future, the following action musc be
undcrtaken:
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The Permanence of Health for All

L. Mainzaining health for all as a permanent goal of all nations up
o and beyond the year 2000

Recommendation: Reaffirm health for all as a permanent objective of
all nations, as stressed in the Alma-Ata Declaration, and establish a
brocess for examining the longer term challenges to health for all that
will extend into the twenty-first century.

It is clear that the principles and values contained in the Declara-
tion of Alma-Ata that undetlie health for all should be seen as having
a permanent place in the responsibilities of nations with respect to the
health of their peoples. No nation solves all of its health problems,
and new problems continue to emerge in every country. These are
biological and social realiries of life.

In every nation there will be continuously changing patcerns of
health and disease, and always there is the national responsibiliry for
dealing with those problems so as to safeguard the health of the peo-
ple and ensure equity and promote a spirit of self-reliance.

 The goal of the year 2000 continues to be a milestone of great

significance, Associated with it are imperatives that identified racgets
be met in every country, but with parmicular emphasis on morality
and morbidity reduction in vulnerable groups in all countries.

At the same time, it is necessary to look over the horizon, beyond
the turn of the century to the problems of that time, some continuing
from the present, others emerging as entirely new. The capacity for
dealing with those problems will be strengthened further between
now and the year 2000. It is likely that a very important long-term
contribution of the healch for all movement will be to establish in
evety country, and in every community, an evolving capacity to deal
with the health problems of that place and time.

Thus, the goal of HFA temains unchanged, but targets will shift
from chose suired to the decade preceding the year 2000 to those rela-
tive to future times and places. Key principles will remain—equity,
effecriveness, affordability, commuaity participation, incersectoral
collaboration. Problems will change, as will the technologies and so-
cial and organizational mechanisms to grapple with them.

Here, at the midpoint between Alma-Arz and the year 2000, the
goals of all nacions should be:

To idenrify the critical challenges to be met between now and
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the turn of the century, and to make headway, even against the
problems that have been most difficult to solve;

To lay the ground for the continuing work that must follow
the turn of the century, heralding appropriate changes of strategy
necessary to consolidate the pursuit of health for all beyond the year
2000;

To continue to recognize and affirm that health, peace, and
development are intimately related to one another, and chat each
must be pursued and protected, in the interests of the well-being of
mankind.

Intensifying Social and Political Action for
the Future—Agenda 2000

Il. Renewing and strengthening strategies for bealth for all

Recommendation: Each country should continue to monitor its own
healih problems and develop its own healsh strategies in the spirit of
bealth for all, This will reveal iss most pressing health problems and
1dentify the most seriously underserved and vulnerable populatrons.
Programs should be directed towards those populations in the spirit of
equily, inviting their active participation in the development and im-
Dlementation of the straregies.

It should be acknowledged and affirmed that the concept of
Health for All by the year 2000, formulated at the Wosld Health As-
sembly in 1977, and further elaborated at Alma-Ata in 1978, has pro-
vided the countries of the world with moral, political, social, and
technical guidelines that have enabled and encouraged them to dcal
more effectively with the problems of health inequity and ill healch of
their populations.

In keeping with the goal of health for all, the majority of nations
and regions have made substantial progress in dealing with their
problems of inequity and ineffectiveness of health secvices, and have
significancly improved the health of their populations. All nations
should continue those efforts, and, in collaboration with each other
and with WHO, should pursue further targets of improvement of the
health of all their people so as to ensure that every citizen has the
opportunity to live a socially and economically productive life. Such
tmprovements should go beyond physical and mencal illness o the
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quality of life itself. Resources required to meer those targets should
be 1dentified and allocated accordingly.

In this spirit, special priority should be given to improving the
health conditions of the poor and undersecved, in the developed as
well as the developing world, and in this way to reduce inequity.
Steps should be taken to establish and pursue rargets for reducing dis-
parities in both health scatus and access to health services berween
disadvantaged populacion groups and the general population, for ex-
ample, by reducing the differences from the national mean in under-
five mortality rates, infanc mortalicy rates, and maternal mortality
rates.

It has to be re-emphasized that the concept of health for all has
never included che simplistic notion that the world would eves be free
of health problems. The purpose of health for all is to provide a con-
ceptual framework for thinking about the multiplicicy of problems,
for guiding decisions about priorities and action with 2 special concern
for equity in health, and for sharing experiences, problems, and ideas
with other nations in order to promote health and reduce health ineq-
uities. It is recognized 2s well that both international and national
policies must be adapted to local settings, where local people can
bring about improvements in their own situacions.

The procedures for monitoting and reporting on progress to-
wards health for all are an important example of WHO supporr for
sharing national experiences. They should be further strengthened to
ensure that countries will benefit from each other’s lessons and be
inspired by examples of progress.

1. Intensifying social and political action for health

Recommendation: Intensify social and political actions necessary to
support shifis in policy and allocation of resources required to progress
toward healih for dll, including the involvement of other sectors, non-
governmental organizations, communities, and other interesied
groups. Seek mechanisms for promoting new partnerships for health
among them and with governments.

Social and policical action, both national and international, is
tmperacive for progress in health development, not only to support
the shifts in policy and support required to have a stronger impact on
health, but also to enlist the participation of the wide variety of po-
tentially interested parties—internarional organizations, nongovern-
mental organizations, universicies, industry, studenc groups, individ-
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ual citizens, health workers, and their associations—many of whom
are waiting for indications of useful directions in which to apply their
resources and energies. These should be true parwerships, wich active
sharing of ideas, resources, and responsibilives. The mass media
should be used to inform others about the needs of health for all, and
advocate efforts to meet them.

Political commitment is a pretequisite to progress toward health
for all, but by itself may have limited practical value. Also vital are
policies, which embody the commitment to work towards health for
all; budgetary allocations, which are the litrmus test of political com-
mitment; scructural rearrangements, which may be necessary for pol-
icy implementation; and strengthening of management, 1o progress
towards targets and avoid excessive waste. In addition, assignment of
stcong leadership to key posts, and continuous support for primary
health care at the district level, can help to ensure that effective ser-
vices reach the periphery through planned programs rather than by
only trickling down.

There is also an urgent need to challenge cucrent international
development philosophies that discount investment in health and
other social secrors in favor of economic improvement only. Efforts
should be undertaken to enhance the international climate for devel-
opment support, including policies which focus on social equity
racher than economic considerations alone, which recognize cthe long-
term narure of social development, and which promote wider under-
standing and accepeance of the development process including respect
for the people who are involved in its implementation. Economic pol-
icies should protect those who are most vuinerable and least able to
protect themselves from economic penalcies, and should recognize
the contribution of social development to long-term economic prog-
ress. It is necessary to acknowledge chat health is 2 fundamental right
in addition to being a prerequisite to development.

Nacional and international action is required to mobilize new re-
sources and to create new mechanisms and new partnerships for
health development, including joint mobilization of resources be-
tween health and other sectors. WHO should assume a leadership role
in this effort by promoting debate and supporting initiatives on the
feasibility of new approaches in favor of the most vulnerable groups.

A special effore should be direcced toward enlisting joinc cfforts
by major devcloped countries towards assisting the least devcloped
countrics, Savings achicved through reduccions in arms expendirure
would serve his purpose well.
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IV. Developing and mobilizing leadership for health for all

Recommendation: Give strong emp hasis in every country to develop-
ing and stimulating the interest and support of current and potential
leaders in health and other sectors, &t community, district, and na-
tional levels, in order to bring creativity, advocacy, commitment, and
resources to bear on the challenge of health development.

Enlightened leadership for health for 2ll is in short supply. Is it
possible to achieve a major shift, in which those who can assume such
leadership positions become more plentiful, rather than occasional,
and in the front line, rather than only remote from need?

At its core, health for all is a value issue. But the problems it
addresses are also quancitattve—all people, not some, All children are
to be monitored, not some. The impact of health for all must be
quantitatively effective. The numbers of people who assume leader-
ship roles for health for all must be quantitatively significanc. Their
influence must be pervasive.

Bur the quality of leadership is also vital. Those in positions
where leadetship is possible must understand the principles and im-
peratives of health for all, have a clear view of whar is needed, what
might be done to achieve it, how to function in their local situation to
progress towards it, and how to mobilize others 1o join in working
rowards it.

There is a clear need for leadership in health and in other sectors
at every level: in communities, where the need is for self-reliance; in
nongovernmental organizations, where their ﬂc}(lblllty and creativity
can be brought to bear on problems of national interest; in universi-
ties, where their capacity for generating and trying new ideas and new
programs can contribute to the effectiveness of health policies and ses-
vices; in government, where the responsibility resides for reaching the
poorest and most deprived, and where effective policies and programs
in pursuit of health for all must be developed.

Ministries of Health must deal with mulciple levels of policy for-
mulation and resource allocation, including the parliament or its
equivalent. Those in policy-making roles often need support in the
form of policy-related reseacch that will assist them in formulating
strategy oprions. Managerial leadership is required, including the ca-
pacity to manage the changes that are vital for progress towards health
for all. Leadership is needed to help redress the current imbalance
between social and economic development.

There s a paradox about leadership. Formally crained and cxpe-
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rienced leadership is in short supply, and often overused. At the same
time, there are vast numbers wich leadecship potential who are un-
trained and inexperienced. Those zlready in leadership roles, often
too few in number, need support, while at the same time training and
experiential opportunities need to be created for others. Incentives
need to be developed co help sustata those in leadecship roles.

Beyond all else, leadership is 1o be people-centered—people
leading people in order to benefic people. The ultimate impact is to
be at the community level, where the need is the greatest and the
opportunity to respond must be extended to those who are on the
path towards self-reliance. Leadership formation must be 2 central
theme in the larger scope of health manpower development.

V. Empowering people

Recommendation: Empower people by providing information, tech-
nical support, and decision-making possibilities, so as to enable them
to share in the opportunities and responsibilities for action in the in-
terest of their own health. Give special attention to the role of women
in health and development.

Involvement of communities in primary health care in not an
ethical nicety; it is a technical and social necessity. Key advances in
health of communities depend on their decisions—about how they
live, care for one another, and look after cheir environment. Impos-
tant promotive, prevencive, first aid, and rehabilirarive actiops can be
undertaken by people in their own homes and communities. Services
that are “'delivered’’ from the outside will have limited effect unless
fully understood, absotbed, and taken over by communities.

Health secvices should fully involve communities: in defining
problems, about which communities often have intimate knowledge;
in decisionmaking, in which communities have both 2 right and a
responsibility; in financing, whete community resources can be both
essential contributions and a lever to ensure that the people’s voice is
heeded. Health services need to reach the home, family, and place of
work, through local people trained in or near the community, to pro-
vide ready access to health assistance as required. Health personnel
must learn how to organize and support community involvement.

The role of women in promoting healthy ways of life is essencial.
They need to be given opportunicies for self-improvement and to con-
tribute to the development and quality of life in their communities,
including cxtending their accivities beyond family life to policymak-
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ing and implementation. Education alone may nor suffice to put
women in positions to take effective action—some degree of auton-
omy or independence is required for them to make decisions and take
actions necessary to promote improvements in health for themselves
and their families. Empowering women includes giving them concrol
over their own lives, bodies, and family size,

Health is mainly determined in the home and the workplace,
where families live and work in healthy or unhealthy ways, where be-
havior 1s influenced by family, neighbocs, and fellow workers, and
where decisions are made thac affect every aspect of family health,
People must be given informacion about their health and how it can
be improved. For them to lack such knowledge leads to both depen-
dency and ignorance, neither of which has a place tn community de-
velopment. People should participate in determining what kinds of
information and education chey need for their individual community
development. The views of health professionals about commupity
needs may conflict with people’s perceptions—differences that re-
quire harmonizacion through better dialogue. Health services must
help them to learn how to care for themselves.

The health of the family depends on the health status of all fam-
ily members; the father and other members of the household should
not be overlooked, even though priority is given to the mother and
child. Attencion to the others, as through assessing their health risks,
also serves the interests of the mother and child, and supports the
integrity of the family unit. Empowerment should go beyond moth-
ers and fathers to their children, tomorrow's generation, who can be
reached through schools and youth groups.

VI. Making intersectoral collaboration a force for bealth for all

Recommendation: Support the creation of sustained intersectoral col-
laboration for heaith by incorporating health obfectives into sectoral
policies and activating potential mechanisms at all levels.

It is widely recognized chat health is noc the concern of the
health sector alone but is dependent on the actions of many social and
economic sectors, both governmental and nongovernmeartal. Educa-
tion for literacy, income supplementation, clean water and adequare
sanitation, improved housing, ecological sustainability, food and
other agricultural products, building of roads—all may have a sub-
stantial and synecgiscic impacr on health. Nevertheless, few innova-
tive examples exisc of sustained intersectoral collaboration for healch.
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It is apparent that sectoral priorities and adminiscrative structures
usually preclude the sharing of ideas, joint planning, and collabora-
tive action. This problem has been exacerbated by poor advocacy and
lack of commitment to the ideas of intessectoral collaboration by the
health sector itself.

At the very time whea lack of resources for health is universally
proclaimed as a most serious problern, it is neicher rational nor defen-
sible to ignore the potential of shared responsibility between sectors.
Intersectoral collaboration must be made a force for achieving bealth
for all.

Many practica) possibilities for action exist. Identification of vul-
nerable groups and cross-sectoral assessment of cheir needs can pro-
vide the basis for collaboration ac community level. Involvement in
the process by people themselves adds to its effecriveness. Existing in-
tersectoral mechanisms such as district development commictees need
to be further utilized by the health sector. This will require more ef-
fective advocacy on the part of health personnel in relating co other
sectors. At the national level ways of strengthening sectoral policics
need to be found so as o maximize the impact of health-enhancing
actions whilst eliminating or reducing the impact of those that arc
harmful. The particular energies and interests of nongoveramental
organizations may serve as importanc catalysts in all of these.

At all levels research jointly pursued by collaborating sectors can
be an important tool for identifying ways of making interseccoral col-
laboration work.

Accelerating Action for Health for All—Agenda 2000

VII. Strengthening district health systems based on primary bealth
care

Recommendation: Strengthen district health systems based on pri-
mary health care, as a key action point for focusing national policies,
resources, and local concerns on the most pressing health needs and
underserved people.

District health systems based on primary healch care should be at
the center of the health for all efforr. Accepeance of primary healdh
carc is fairly general at policy levels, but implementation chat achicves
widespread coverage is often absent, especially in the lease developed
countrics. The probleen is only partly due to scarcity of resources,
There are weaknesses in planning, management, financing and evalu-
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ation capacities, and in training and providing effective support for
personnel in field settings.

More attention needs to be given to strengthening health infra-
structures. Given an effective infrastructure, primary healch care pro-
grams can be added or deleted according to local need, targeted at
specific problems. Emphasis should be on integrated or comprehen-
sive primary health care, in contrast to selective or vertical structures,
which often lead to overconcentration of limited resousces on a few
programs, and disruption of efforts to strengthen health systems
based on primary health care as an integral parc of community
development.

A further deficiency is the inability and even disinterest in moni-
toring sxmplc indicators of coverage and healch status. These deficien-
ctes result in systerns thae are blind to program impaces and powertless
to correct drift or failure. Here 1s the heart of health for all’s chal-
lenge—equity. Without 2 system design that can achieve coverage,
without simple indicarors to identify inequicies and measure success
ot failure in dealing with them, without effeccive management, in-
cluding a capacity for self-correction, -without involving the commu-
nity ac all levels, equity becomes 2 Jost hope.

Another weakness is the Jack of supportive interaction between
the district and higher levels of health services on the one hand, and
with community-level activities on the other. Strongly cencralized de-
cision making discourages initiative at the periphery, while exclusive
interest in health facilities and doctor-based services results in litrle
support to community-level activities. Technical cooperation among
developing villages (TCDV) can be encouraged through district
health systems. To facilirate such activities, decentralizarion to district
and community levels is essential.

The district is well suited to overcoming problems of health ser-
vices in relation to community development, including: preparation
of health personnel for effective functioning in district programs;
management technologies; interaction with communities; and inter-
sectoral working relationships.

Primary, secondary, and certiaty care levels of a healch system in-
volve vical interactions that are usually missing in healch services, and
the district health system 1s the ideal place to develop them. One of
the most difficule linkages to establish among the levels of healch ser-
vices is between the front-line or district hospital and community-
based primary health care. Maternicty secvices, based in the commu-
nity and backed-up by the fronc-line hospirtal, arc on¢ cxample of a
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challenge to primary health care that demands such effective linkages
in order to save the lives of women with complications of pregnancy
and delivery.

VIII. Planning, preparing, and supporting health personnel for
bealth for all

Recommendation: Change educational and training programs for
bealth personnel empbhasizing relevance to health services require-
ments by locating learning experiences in functioning health systems
based on primary health care. Provide strong moral and resource sup-
port for personnel, particularly those working in remote or difficult
ctreumstances.

The deficiencies are deep and widespread—professionals inade-
quately trained to motivated to work where the needs are. Three as-
pects of health manpower development need emphasis:

® Recruitment and training are too often separated entirely from
planning and utilization—a reason for WHO's emphasis on
integrated health systems and manpower development
(HSMD). But the integration must be more than a paper exer-
cise; education and training should relate to and also take
place in field settings where operational primary health care
programs embody a large part of the desired manpower com-
petencies. Training and uses of community and auxiliary level
personnel need to be closely related to that of other health
workers. Health manpower policies should be consistent with
national health for all strategies.

* The prepacation of health personnel needs to be strengthened
in terms of relevance to health services and to people’s health
needs and demands, as in competency-based, community-ori-
ented, team-focused learning experiences, and also in terms of
educational methodologies, as in community-based, problem-
oriented, student-oriented, self-learning experiences. More
than academic jargon, these are key ideas in the interactions
between education and fuaction.

® Less well appreciated is the severe demoralization of healcth
personnel in many field settings, particularly in more remote
locations. The neglect and untespoasiveaess of health sesvices
in this respect is consistent, widespread, and destructive. Ne-
plece often leads to a sense of uselessness and lack of motiva-
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tion, and, when such despondency occurs, loss of dependabil-
ity and integrity are not far behind. Better management
practices and personne) support systems could incorporate
supportive policies, such as: incentives for exemplary work and
assignment in hardship settings; amenities to improve the
quality of family life; continuing education; and career devel-
opment opportuniries.

Universities and other training institutions have key roles ro play
in addressing these issues, by linking their educational, research, and
services programs disectly with national plans for health system and
manpower development. Universities should be involved in commu-
nity-based primafy health care activities where various kinds of stu-
dents can learn, as team members, how to address health and health
system problems in community settings. Early exposure to commu-
nity-based problems and to interactions of epidemiology and man-
agement can be emphasized. In these settings, students can also learn
about the needs of field-based health personnel for support and pro-
fessional encouragement.

Thus, the concept of health system and manpower development
leads the univessity beyond the more craditional concept of the teach-
ing hospital to a teaching health system. Theough association with a
functioning health syscem, the university has the opportunity for en-
suring close relevance berween educational preparation and natiooal
needs, and also for contributing o improvements in the field-based
health secvices research.

IX. Ensuring the development and rational use of science and
appropriate technology

Recommendation: Emphasize the applications of science and appro-
priate technology to the critical health problems that threaten popu-
lations in all parts of the world, and sirengthen research capacities of
developing countries, with empbhasis on research aimed at improving
the health of the most deprived people.

Science has much to offer health for all. Some problems call for
most advanced scientific insight and methodologies almost on an
emergency scale, as in grappling with the AIDS paandemic. There are
other calls on science, some ess dcamatic, but no less impostant, for
example, new applications of diagnostic merhods thac can be used
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even in femote locations. New vaccines will stcengthen health ser-
vices, and new techniques for the control of tropical diseases will ease
the burden of suffering on countless lives.

However, the most serious deficiencies in improving health in
developing countries do not relate to a shortage of technology, bur to
inadequacies of health system infrastructures and the high cost of
making technology available to all in need. This fundamental defi-
ciency 1s often compounded by the indiscriminate rransfer of technol-
ogy to developing countries. The result is the consumption of scatce
resources which could be used more effectively in primary health care
programs.

Technology assessment has an important place in assessing costs
and impacts of alternative technologies. The costs of the transfer of
technology may be more than that of the technology itself. Applying
existing knowledge and technology when they are effective is 2n im-
perative first step. The utility of craditional versus modern technolo-
gies needs to be kept in view. Good maintenance can reduce overall
costs and ensure reliable functioning of technologies. Educational
methods are an imporstant consideration in transfecring appropiiate
technology from country to country and sector to sector.

Most problems of developing countries cannot be solved by in-
discriminace technology transfers. Solutions must be developed on
the spot, and capacity building in research is essential, based on 2
clear view of the range of technological choices involved, and a de-
railed knowledge of local seseasch capacicies. This 1s an ideal enter-
prise for North-South collaboration. Emerging needs for enhanced re-
search capacity must be addressed in the context of extreme resousce
constraints and the search begun, nonetheless, for new resources, new
mechanisms, and new partners. Operations research or health services
tesearch have greac pracrical utility in dealing with problems ac field
level.

Atcention should also be given to the ethical implications of ad-
vances in technology. When the technology is beneficial bur costly,
questions of equity and autonomy arise: who should benefit and who
should be passed by, and whar are the roles of individuals and com-
munities in making such decisions?

Thus, a balanced strategy is needed for applying the benefits of
science and technology to health worldwide. There should be strong
support for the enhancement of scientific research and education in
all councrics. Continued global effores should be directed rowards



158 Annex

strengthening health research capacities of scientists from developing
councries and their institutions, so they might collaborarte in 2 global
reseatch necwork.,

X. Overcoming problems that continue to resist solution

Recommendarion: Establish priority programs aimed at overcoming
serious problems where underdevelopment or disturbances of devel-
opment are mafor contributing faciors and progress has been very lim-
ited, such as bigh infant, child, and maternal mortality rates, sub-
Stance abuse, such as tobacco and alcohol; and the imbalance between
population growth and environmental and socioeconomic resources.
Develop improved approaches through primary bealth care, empha-
sizing intersectoral action.

The most secious problems co be addressed between now and the
year 2000 will be those which resisc solution largely because of under-
lying conditions of severe underdevelopment, as in the leasc devel-
oped countries, or under conditions of long established patterns of
personal and social behavior, as in developed countries. It is necessary
to be clear, however, that the people are not the causes of these prob-
lems, they are the victims—of underdevelopment or “‘development-
gone-wrong''—and solutions must address those development prob-
lems at their roots, and not simply blame people for circumstances the
world has given them. Examples can be raken from both developed
and developing countries:

Very high maternal and under-five mortality rates. Sixry-four
countries wich 40% of the world's population suffer more chan 80%
of the under-five deaths, and more than 90% of maternal deaths oc-
curring in the world each year. These high death rates are embedded
in the problems of underdevelopment—poverty, malnutricion, illit-
eracy, and contaminated environments—and remain unresolved in a
large number of countries despite widespread knowledge of how co
deal with the problems.

Underdevelopment, population growth, and environment. A
number of developing countries face serious problems of socioeco-
nomic underdevelopment: ineffective agricultural development,
landlessness of populations, migration of rural populations to urban
centers, poverty, weakness of health systems, including family plan-
ning services based on primary health care, and poor environmencal
health. These examples show the importance of a multiscceoral ap-
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proach to the solution of health problems on the part of national au-
thorities and international otganizations.

The expanding use of tobacco and its commercial explottation.
The continued use of tobacco in developed countries, and ies expand-
ing use in developing countries, with commercialization pursued in
the face of irrefurable scientific evidence of human harm is an exam-
ple of a global problem that calls for continued aggressive action to
combat it at all levels: political, social, scientific, and economic.

Other examples can be given of problems embedded in the pro-
cess of development in both developing and developed countries: al-
cohol and drug abuse; environmental pollution; enlarging and de-
pendent aging population; unwanted pregnancies and illegal
abortion.

Efforts to address these problems must be directed at the under-
lying problems of development. Primary health care, with its strong
emphasis on tntersectoral collaboration, provides avenues for address-
ing the problems. However, new approaches are also called for: new
ways of analyzing cthe problems, new approaches to field-based re-
search, new forms of interacting with other sectors, and new scales of
action.

Special Priority Initiative in Support of the Least Developed
Countries by WHO and the International Community

Recommendation: Establish a special internarional effors focused on
the tragic circumsiances of the least developed countries, especially
those with markedly elevated infant, under-five, and maternal mor-
tality rates, which will address specific obstacles to progress and will
set targets ro be reached by the year 2000,

While most countries have benefited from the health for all
movement, a tragic residue suffering from death and disabiity is so
extreme as to leave no doubt that they are being bypassed by even the
barest of opportunities to progress toward sorne minimal levels of hu-
man dignity and well-being.

It must be appreciated that these nations are not the cause of
these problems of development stagnation; rather they are the victims
of it. They have been marginalized by it, and to a large extent they
have been abandoned to it. The resources and processes involved in
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international development have failed these people, and the health
for all effort has chus far failed them as well.

In order to confront this unacceprable situation it is proposed
that the World Health Assembly declare its commitment to helping
these tragedy-ridden countries fully into the development process.
This will require special and ucgent priority on the parc of WHO to
support the poorest countries, particularly those with the highest 10-
fant, under-five, and maternal morrality rates. More extenstve re-
sources and stronger commirment than heretofore available are ur-
gently needed. _

The World Health Assembly should further undertake to moni-
tor the outcome of this effort. The rate of progress should serve as an
indicator of the effectiveness of the resolve of Member Stares in deal-
ing with this most fundamental of challenges—countries which, with-
out effective development assiscance and collaboracion, will likely slip
further down the spiral of development failure.

ANNEX 7

Strengthening Primary
Health Care”

Foruy-first World Health Assembly
Agenda Item 12

The Forty-first World Health Assembly,

Recalling resolution WHA30.43 in which it was decided that the
main social target of governments and WHO should be the ateain-
ment by all the people of the wortld by the year 2000 of a level of
health that will permit them to lead a socially and economically pro-
ducrive life;

Further recalling resolution WHA32.30 which endorsed the Dec-
latation of Alma-Ata with its emphasis on primary health care and its
integrated approach as che key to attaining health for all, and resolu-
tion WHA34.36 by which the Assembly adopted the Global Strategy
for Health for All by che Year 2000;

Mindful of United Nations General Assembly resolution 36/43
which endossed the Global Scracegy for Healch for All, urged all
Member States 1o easure its implementation as pare of cheir multisec-
toral development efforts and requested all appropriate organizations
and bodies of the United Nations system to collaborate with WHO in
carrying it out;

Having considered che statement issued by a meetng in Riga,
USSR in March 1988 to marck the tenth anniversary of the Declacation
of Alma-Ata, known as ‘'Alma-Ata: Reaffirmed at Riga™';!

Recognizing that at this mid-point between che launching and
the attainment of the goal of health for all by the year 2000, much

‘Docontent WHAAL, 34,
Donomen A41719,
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progress has been made by many countries in parallel with the evolu-
tion of their social and economic situation, but that there remain a
considerable number of countries in which the health sitvation and
the means for improving it rtemain highly unsacisfactory 10 years after
Alma-Ara;

Convinced of the imporrance of disteict health systems for the
optimal organization and provision of primary health care as an inre-
gral part of national health systems and of the global health system
constructed primarily by countries themselves wich appropriate sup-
port by WHO, and of the need for reseacch and development as a vital
step in fostering the development of such care;

Recognizing further that the active participation of the people
and the communities and their contribution is essential to the attain-
ment of the goal of health for all;

1. Endorses the scatement ‘‘Alma-Ara: Reaffirmed at Riga,”
which emphasizes that the Declaration of Alma-Ata remains valid for
al] countries at all stages of social and economic development and rthat
the application of its principles should thetefore be maintained after
the year 2000; '

2. Urges all Member States:

(1) to increase their efforts to atcain the goal of health for all
by the year 2000 through health systems based on primary
health care in line with the global, regional and national
strategies to that end taking into accounc the statement
““Alma-Ata: Reaffirmed ac Riga’’;

(ii) to prepare for the continuation of these efforts beyond
the year 2000 to ensure the maintenance and progressive im-
provements of the health of all their people;

3. Thanks all those multilateral and bilateral developmental agen-
cies, nongovernmental organizations and voluntary and philan-
thropic bodies that have supported the struggle to attain health for all
and appeals to them to continue and intensify this support;

4. Cdalls on the international community:

(i) to continue their support to the efforts of Member States
in the development of health systems based on primary
healch care;

(it) to rake unprecedenced measures to support the least-de-
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veloped countries committed to improving the health of cheir
people in line with the policy of healch for all;

(iii) to support such efforts under the international coordina-
tion of the World Health Organization;

5. Reguests the Regional Commuttees;

(1) to pay particular attention to the monitoring and evalua-
tion of strategies for health for all with a view to identifying
areas in which particular efforts are required and to taking
appropriate action;

(i1) to report thereon to the Executive Board in conformity
with the revised plan of action for implementing the Global
Strategy for Health for All;

6. Reguests the Director-General,

(i) to ensure the widest dissemination of this resolurion and
the statement ‘‘Alma-Aca: Reaffirmed at Riga'’;

(i0) to cooperate with Member States in the implementation
of the recommendations made at Riga for accelerating prog-
ress towards Health for All by the Yeat 2000 paying particular
attention to the problems that have hitherto resisted
solution;

(iif) to intensify program activities of research and develop-
ment on primary health cace, including healch services,
within the existing organizational framework, with particular
emphasis on:

(2) strengthening integrared health approaches and dis-
trice health systems within the national concext;

(b) the development and rational use of science and ap-
propriate technology and their transfer among
countries;

(iv) to secure resources from within the regular budget of the
Organization and the continued mobilization of extrabudge-
tary resources as additional means for above program
implementation;

(v) to ensure that the activities of the program and those of
all other related programs give pacccular emphasis to sup-
porting the least-developed couvntries;
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(vi) to direct all programs of the Organization to increase
theit support to countries in strengchening the integrated ap-
proach and in research and development in primacy health
care with emphasis on strengthening district health systems;

(vii) to present to the Executive Board at its eighcy-third ses-
sion the proposed intensification of program activities of re-
search and development in primary health cace, including che
feasibility of establishing a special program, and information
on international support to the least-developed countries;

7. Requests the Executive Boacd:

(1) to intensify its monitoring and evaluation of the Global
Strategy for Health for All, paying parcticular attention to
supporting the countries in the strengthening of integrated
approaches and to international support to the least-devel-
oped countries;

(i1) to report thereon to the World Health Assembly in con-
formity with the revised plan of action fos implementing the
Global Strategy for Health for All

Fifteenth plenary meeting, 13 May 1988

ANNEX 8

The Development and
Strengthening of Local Health
Systems in the Transformation

of National Health Systems”

I. Introduction

The fact that large sectors of the population in most of the coun-
tries of the Americas still do not have real access to health services and
the fact that this deficit in coverage has occurred in the midst of 2
considerable constriction of the resonrces available for the sector pose
a major challenge to the organizational and managerial capacities of
the national health systems. It is for this reason that emphasis has
been placed on the idea that, in order to reduce the effects of the
economic crisis, it is of vital importance that the countries utilize their
resources for comprehensive health service in the most efficient way
possible and thac, at the same time, there be an intense mobilization
of national resources, supplemented by 2 mobilization of external re-
sources in order to transform the health systems and thereby meet the
growing needs of the population.

Recent evaluations catried out by the Governments on the prog-
ress made towards the goal of health for all by the year 2000 have
revealed the complexity of the uadertaking and the major efforts thac

*Docamem CD33/ 14, presented 10 the XXXI Meeting of the Directing Council of PAHO,

1S August (OBR
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still need o be made. As a result, it is necessary to intensify the analy-
sis of the existing situation with a view to reorienting national and
international resources with greater precision in order to translate po-
litical discourse into more effective and efficient concrete actions. At-
tainmenc of this goal will require very significant social and economic
transformations, as well as a review of the orientation, organization,
and administration of the national health systems. Each Government
should undertake a careful analysis of the means and che sequence of
actions needed to achieve these changes.

The transformation of the national hezlth systems in the coun-
tries of the Region is necessary in order to respond to problems that
impinge on their development, which include: 2) the serious eco-
nomic, political, and social crisis of the present decade; b) the insuffi-
ciency of institutional responses in the face of the growth and evolu-
tion of the problems confronting the health sector; ¢) the
accumulated health debi, which translates into an accumulacion of
unsatisfied needs in the unprotected population groups; and d) the
lack of equity, effectiveness, and efficiency in health actions.

Resolution XXI of the XXII Pan American Sanitary Conference
defined the programming priorities for the quadrennium 1987-1990
on the basis of three areas:

¢ Development of the health services infrastructure with empha-
sis on primary health care;

s Actention to the priority health problems of vulnerable hu-
man groups through specific programs implemented under
the health secvices system; and

® The process of administration of the knowledge needed in or-
der to carry out the two preceding activities, in accordance
with the management strategy for optimum utilization of
PAHO/WHO resources.

In an effort to identify an approach that makes it possible to ef-
fectively advance in the development of chat objective, it is considered
thart the strengthening and development of local health systems is an
operational tactic sufted for the application of the basic principles of
the strategy of primary care.

Local healch systems can provide a suitable environment for
achlcvmg social participation, intersectoral action, effective decentral-
ization and control of decistons, and the use of more effective meth-
ods of planning and management in relation t the needs of cach
populatioa group.
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. Current Situation

1. Socioeconomsic and political context

In order to analyze the situation of the health sector in particular,
v is indispensable to understand its relationship with the national
economy, as well as the insertion of the Latin American and Carib-
bean economies in the world context.

The development models that prevailed in previous decades in
this Region have led the Latin American and Caribbean countries to
an extremely difficule situation that has been further aggravared in
the 1980s. Of most paramounc concern is the fact that formulas have
not yet been identified for renewing the process of expansion of the
productive bases, an indispensable element in order to eliminate
underdevelopment and poverty.

The economic recession of recent years has decracted from the
credibility of the political currents that were always associated with
achieving goals related to growth, employment, and social develop-
ment. The transnationalization of the economies on a worldwide scale
along with the external debt have considerably restricted che scope
and effectiveness of nattonal policy instcuments.

Fluctuations in the international market have also affected na-
tional economies in the form of worse terms of exchange with the
more developed countries. The countries of Latin America and the
Caribbean area are suffering from the consequences of the trade im-
balances between the industrialized countries and the lack of coordi-
nation among those countries’ policies. This limits access to markecs
and has an impact on financial currents.

These trends all share one unmistakable symptom: the Latin
American debe crisis. Such a sitvation emphasizes the Region’s
structural insufficiency to sustain growth rates and che inability of
the intersectoral structure to respond to the problem of underdeve-
lopment.

Today, rather than transfer resousces chat would promote the
formation of capital in Latin America and the Caribbean area, the
industrialized countries are absorbing savings on a large scale. In
1987, more than US$28 billion was transferred out of Latin America
and the Caribbean, and in the lasc five years the funds that were
““lost,”’ mainly on the payment of the accumulared external debt, to-
1alled $130 billion.

With regard to the social situation, it is necessary to reexaming
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the development strategies and to begin the search for new ways to
promote economic growth without ceasing to respond to social de-
mands, including those in the health area. The economic crisis has not
only caused detriment to the well-being of vast sectors of the popula-
tion, it has also limited the cconomic resources available for the public
institutions that provide health services.

In the labor field, coexisting with the work force thar is part of
the modern secrors of the economy, there is now 2 population mass
that is engaged in the so-called informal activities, especially in the
urban fringes. At the same time, the modernization of agriculture
and of the types of agricultural development, combined with ecologi-
cal deterioriation, has caused zn increase in the number of displaced
workers, who are then forced ro seek seasonal work or to migrate to the
cities, where they are normally incorporated into the informal sector.

The process of urbanizarion has been rapid, and the differences
in the levels of income and consumption of the various social groups
have become more marked as well. Despite the growth of the per cap-
ita producr in the Region, at present nearly one-third of the popula-
tion is below the level of absolute povercy. This poverty is not distri-
buted evenly within each country; rather it is concentrated in the most
depressed areas, thereby aggravating the Regional disparities observed
today in Latin America and the Cacibbean.

In the face of the crisis triggered by the constraints of the prevail-
ing economic models and aggravated by the magnitude of the exter-
nal debt and by the world economic situation, the countries have de-
fined adjustment policies in order to cope with this serious situation.

The seacch for equilibria in fiscal and monetary terms and in the
balance of payments for the purpose of servicing cthe debr has resulred
in many cases in increased unemployment and zero purchasing power
for large sectors of the popularion. This is generating and aggravaring
sitations of critical poverty and deteriorating the attention given to
basic needs, especially in the neediest groups.

This same policy of adjustment in the economic area is felt as
well in the social sector in the form of lower levels of investments and
current expenditures, with the consequent effecc on such basic ser-
vices as health, housing, education, sanitation, and transportation.

In the health sector the impacr of these adjustment measures has
raken various forms: limited capiral investments for key areas, such as
basic sanitation and the maintenance and preservation of equipment
and physical plants, and for the replacemenc of the minimum facili-
ties necessary for providing care to marginal populations; limirations
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for current expenditures, thereby affecting the normal operation of
programs that address problems char are prevalent in the Region; and
constraints that limit che administrative development of the sector
and the training and development of personnel.

Another manifestation of the adjustment policies in the healch
sector is the concentration of resources in programs of action that fo-
cus on priority problems and that have greater immediate impact, as
is the case of the immunization, child survival, or food supplement
programs. _

The constraints limiting the access of large masses of population
to the health services thus have multiple and interrelated causes. Not
only are there fewer opportunities for development, owing to high
unemployment and the limited ability of the neediest population
groups to pay for services, but the operation of the health systern has
deteriorated, as the result of inadequate investments, budget cut-
backs for operating expenses, and low cfficiency and effecriveness in
management. _ )

Consequently, such situations have aggravated the scenario of in-
equity in access 1o healch services. There is 2 small fraction of popula-
tion that has a high level of income and therefore has access co all the
possibilities that private consumption can provide. Urban, and in
some cases rural, workers attain an intermediate level of access using
mixed schemes that involve resources from the State, the social secu-
rity system, and direct payments to the private sector. Fin'al]y, there is
a great mass of population in the informal sector—the displaced and
marginal groups, both rural and urban—that is in 2 situation gf ex-
treme poverty. Their low levels of income increase their risk of diseasc
and death; their basic needs, including health services, should be mer
by the State’s health care systems, but these systerns’ response 1S in-
creasingly insufficient, in quality and in quantity, in order to meec
the growing needs of these groups.

It is evident then that most of the countries have accumulated an
enormous social debt that is expressed in, among other things, rela-
tive differences in levels of health and in access to services. The eco-
nomic crisis, the faccors thar gave rise to it, and che difficulties in re-
covering from it and adopting new models of development are the
most important constraints limiting the possibilitics for sociocco-
nomic development. At the same time, they represeat a challenge 10
scek A new balance between meeting the requirements of cconomic
growth and meeting social demands, including thosc in the healthy
xeewor,
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Within this socioeconomic panorama t 1s important also to ob-
serve the role of the State. In the sphere of political organization,
there has been a prevalence of models with concentrated power and
concrete manifestations in the control of the sources of resoutces and
in the overall decisions on economic and social policies. Administra-
tively, there has been excessive centralizarion, which has reduced the
capacity of the provincial and local levels of government to respond to
the needs of their populations and severely limited the political par-
ticipation of broad sectors of society.

At the same time, these constraints have contributed to a gener-
alization of bureaucratic formats in the management of the public
sector. The manifestations of inefficiency and lack of commitment to
community tnterests have become frequent even in the health sector
of many countries.

Even with the political and historical diversity that exists in most
of the countries of Latin America and the Caribbean, the State should
play a decistve role in the promotion and guidance of development.
In addition to facilitating the growth of the productive infrastructure,
mediating in conflicts of interest, and coordinating the operation of
the economy, it should also play a key role in social development and
services as a fundamental means of ensuring growth with equity.

In recent years, the Region has seen a trend coward changes in its
formal political organization and these changes have opened the way
for the establishment of Governments that are mote committed to the
needs of broad sectors of the population,

This is a sicuation, then, chat requires new roads thac combine
economic growch with a social project that is geared toward greater
equity, with moce participatory forms of guidance, and in which the
development of health plays a key role as a motivating element.

2. Health situation

In the Region of the Americas, as well as in the enure world,
there is sufficient awareness of the special significance of the present
stage of development of our societies and the projections of this situa-
tion for the coming years. We are witnessing, wichout 2 doubt, a
rapid period of change that is producing an impact on all aspecrs of
our lives as well as deep repercussions on the health situation and on
the resources available for coping with it. An understanding of this
process of change and the consequent adjustmenc of actions in che
healch secror and in society icself ace an ineluctable responsibility if
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the goal that has been set by the Governments is 1o be attained: to
achieve health for all by the year 2000 with equity, effectiveness, effi-
ciency, and patticipation. _

As socioeconomic development progresses, changes occur in the
health situation as well, both in the populations’ profile of diseases
and in the organization of the health systems that ace to handle
them.

Thus, there is an initial stage—in which there is a predominance
of the infectious diseases linked with poverty, malnutsition, and pre-
carious environmental health and personal hygiene—that would re-
spond to greater availability of food, improved hous.irxg, higher liter-
acy levels, and cerrain public health measures, particularly gxtcndcd
coverage of drinking water services, sanitation, and vaccination.

A predominance of cardiovascular diseases, cancer, strokes, mex-
tal problems, and other degenerative diseases, such as diabetes, char-
acterizes what could be termed the second stage. The public health
measures needed in the previous stage are assigned to the normative
leve) 20d models of individual care now predominate 2s instruments
for the prevention and treatment of this type of health problems. The
development of expensive and complicated technologies for diagnosis
and ctreatment contributes to the transfer of medical care from the
physician’s office to specialized hospitals. These technologies, when
they are introduced to the market without adequate evaluation of
their safety, efficiency, and effectiveness, or when they are used in
excess, tesult in higher costs for the models of individual care, thereby
furcher limiting the already poor access of the population to health
cace.

The chird scage in the evolution of the health situation is charac-
terized by a predominance of health problems caused by eaviconmen-
tal exposure to a growing number of chemicals and other toxic sub-
stances. Also. modifications are observed in the social conditions of
families, communities, and work that influence behavior and that are
associated wich violence, alcohol abuse, and drug addiction in epi-
demic proportions. The search for rapid economic development,
without proper protection of the environmenc and the population,
accelerates the occurrence of such health problems as occupational
diseases, traffic accidents, and environmental pollution. Similacly,
migration, unemployment, and the breaking up of families and com-
municics ate associated with a variety of disorders, such as alcoholism,
violence, and promiscuity, each with its own physical, mental, and
social repercussions. Higher life expectancies and the resulting -
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crease in the economically inactive populations, i.ec., children and the
clderly, add new dimensions to these problems. The problems gener-
ated by this stage pose the need 1o adapt health and sanitation services
and systems so that they can focus their attention on health promo-
tion and on the application of collective and individual preventive
measures through effective commitment and coordination with ocher
Sectors.

The developed countries took more than a century to go through
these three stages. The developing countries face the challenge of liv-
g with the three models simultaneously. In the poorer populations,
which constitute the majority, there is a predominance of the first-
stage problems; in better off populations, especially in urban areas,
the second-stage problems are moce common; while the large cities
are already experiencing problems of the chird stage as a result of the
environmental and socia) deterioration that accompanies disorderly
urban growth and unemployment.

This situation highlights the need to identify the differences that
exist berween various population groups. Hence, it is indispensable
that the analysis of the health situation be carried out ar the local
level, broken down by type and level of risk for the prevalent kinds of
harm and the accessibility of health and sanitation services. The need
to know this situation ac the local level is fundamental since national
averages mask the specific problems of population strata and of cer-
tain regions that are in 2 relarively worse situation.

Mast of the countries of Latin America and the Caribbean thus
face 2 complex epidemiological picture, and consequently the mea-
sures for their solution are also complex. The economic and social cri-
sts summarized in the previous chapter surely will require consider-
able creativity in order to cope with these problems appropriately with
equity and efficiency.

3. Situation of the health systems

In response to this complex health situation and in accordance
with the objectives and goals of Health for All by the Year 2000 and
the strategy of primary care, the countries of the Region have begun
to restructure and expand their healch systems with a view 1o enhane-
ing their equity, effectiveness, and efficiency. However, this process is
fac from achieving the expected results, in pact because the health
sector has to compete with other sectors for extremely limited finan-
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cial resources, and in part because of limitations in the organization
and administration of the sector.

The countcries of Latin America and the Caribbean possess a total
of some 15,000 hospitals with one million beds and 65,000 units for
ougpatient cace. Regarding hurnaan resources, the work force in health
is calculated to be around 2.6 million.

Most of the countries of the Region have 2 pluralist system of
health care in which at least three subsectors can be identified: a) the
public (or official) subsector, which 1s often organized into units hav-
ing nattonal, provincial, municipal, or other levels of jurisdiction; b)
social security (also divided into differenc jurisdictions), which makes
financial contributtons and has its own installed capacity; and ¢) the
private subsector, with a very broad gamus of modalities ranging from
individual consultations with a professional to hospicals with the most
modern health care technology.

The lines of responsibility and che relationships between these
subsectors are complex and varied. The role of the Miaistries of
Health in cheir function of guiding che sector has been cut back. The
social securiey subsector often does not benefit from sufficient coordi-
nation when 1t finances services that are provided by private and State
establishments. Since in most cases there are no explicit mechanisms
to orient the relationships between the subsectors, services are often,
and unnecessarily, duplicated, patients are rejected, of, paradoxically,
costly examinations that are not enticely without risk are repeaced.

The state health services in most of the countries of the Region
are not able—in quality, quanrtity, or distribution—rto meet the pop-
ulation’s needs. The current economic crisis, along with the genera-
tion of greater demand, lower family incomes, proportionally lower
public resources for the health sector, and the general constraints on
health spending have been added to the problems facing the health
services systems. The problem of the administrative systems has been
aggravated, thereby hindering the rational, timely, and efficient use
of tesources and producing serious deficiencies in the operating capac-
ity of the health and sanitarion services. In this regard, the sector is
facing enormous operational and managerial challenges.

Within the policies of adjustment to cope with the economic cri-
s1s, numerous countries have concentrated their resources on physical
investments, especially at the periphera) levels, or on isolated actions
to deal with pathologies or control specific risks.

Some experiences in the Region indicate the need for these pro-
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posals 1o be part of a comprehensive plan for the development of the
health infrastructure as a way to vitalize the process of transformarion
and strengthen the health activities by ensuring their continuity and
efficiency.

In regard to the distribution of resources, the focus continues to
be on large urban ateas, and much of the expenditure on high cost
technologies goes to making said technologies available to groups who
are able to pay, leaving a clear majority of the population without
coverage.

In relation 1o technologies, it was recognized in the past decade
and based on rhe definition of the straregy of primary care thac the
application of technologies without adapting them to the needs, so-
ciocultural levels, and life-styles of developing societies had led o in-
efficiency and inequity in the health systems. More than half way
through this decade, the changes achieved, although they do repre-
sent important advances, had not yet produced any significans impact
on che handling of health problems in the Region.

The performance of equipment and installations continues to be
low, there is a lack of coordination berween the various levels of cate,
operating capacity at the primary level is limited, and technological
investments in highly complex equipment are excessive.

The sector’s financial situation is another area of concern. Most
of the countries in Latin America and the Caribbean fall below the
world average (US$100 per capita per year) for government spending
on health. Although the social security subsector has made jmportant
advances in its definition of policies as a concribution toward artaining
the goal of health for all and allotting its important resousces for
health care, some structural constraints pessist that limir the benefits
of this important financial resource.

The lack of ongoing assessment vis-2-vis the ultimace objectives
of the healch systems is another limitation in their operation. Devel-
oping health systems that are adapted to the reality of each country
implies the need for periodic evaluartion of the Jevel of healch atcained
and not just the level of completion of activities.

Despite the expeess definicions of intersectoral action within the
strategy of primary care, the prevailing development models in the
health sector have led, on various occasions, to a failure 1o realize the
potential of intersectoral action in controlling the socioeconomic and
environmental determinancs of discase: cooperacion wich ocher scc-
tors, such as drinking water and sanitation, education, and agricul-
ture, has still not been fully developed. This has special retevance To
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health promotion and actions for specific prevention of some preva-
lent problems. _

The foregoing description summarizes structural and operational
problems of the health systems that, when compounded by the coun-
tries’ economic crisis, become even more difficulr to solve. Ulti-
mately, this means that broad sectors of the population in most of the
countries of the Region have no real access to health and sanitation
services. According to estirnates on the level of coverage reached, of
the total of 423 million inhabitants, some 130 million currently do
not have regular access to basic health services. If we add the esti-
mated population growth of 160 million people for the period 1986~
2000, the total rises to some 290 million people for whom appropriate
health care musc be provided.

At present this is the most imporcant challenge for che health
systems of the countries of the Region. It means chart chese health sys-
tems, which in general have not yet been able to provide health care
to the entire population with equity, effectiveness, and efficiency,
should be reorganized and reoriented not only in order to maintain
health care in the face of the crisis but also in order to cover the current
gap and respond to the needs of caring for the increased population.
This challenge, which began with the definition of the goal of health
for all by the year 2000 on the basis of the strategy of primary care, has
yet to be resolved.

However, the need for change in the health systems is not exclu-
sively quantitative. Changing structures of morbidity and mortality,
different demands in perinatal pathology and adolescent and work-
ers’ health, and che increase in the adult and eldetly populations,
combined with processes of accelerated and disorderly urbanization
and changes in financial systems and the availability of new technolo-
gies, also require major qualitative changes in the health systems’ op-
eration and organizacion.

Proper administration of the health systems encompasses much
more than the administration of the health services. It involves the
complex process of establishing priorities, allocating resources, and
catrying out activities based on the health needs of the populations to
be served, raking into account their risks and the most appropriate
technologies for their solution.

This capacity for planning and implementing strategies and pro-
grams in accordance with needs and available resources, as well as for
cvaluaring che progress of actions and their tesults at the local level in
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particular, is still very limited in most of the countries of Lacin Amet-
ica and the Caribbean.

The crisis faced by the countries calls for urgent measures in all
the social and economic sectors in order to identify viable solutions
that attenuate the negative impact on the health and well-being of
the population and contribute as well to finding suitable and equita-
ble solutions for development.

It is necessary then that all the healch resources, oriented by a
well-defined national policy, respond in a comprehensive form to the
changing and growing needs of the population.

III. Local Health Systems in the Transformation of the
National Health Systems

In most of the countries of the Region, proposals have already
been formulated for che political, technical, and administrative reori-
entation and reorganization of the health systems in keeping with the
national contexts of social and economic development. Under this ap-
proach, decentralization and local development have been idencified
as suftable instruments within the processes of democratization and
greater participation and social justice, as well as secving as a meaas
to achieve equity, effectiveness, and cfficiency i1n administrarive
management.

The proposal to reorganize and reorient the national health sys-
tems on the basis of the processes of decentralization and local devel-
opment was initiated in Resolution XXI of the XXII Pan American
Sanitary Conference in September 1986, which established rhe pro-
grammuing priosities of the Organization.,

In response to this need to establish priorities for the develop-
ment of health services infrastructure and to address prioricy problems
and groups from the approach of the strategy of primary care, and in
accordance with the mandate from the XXII Pan American Sanitary
Conference, the present proposal has been drawn up with an eye to-
ward the transformation of the national health systems through the
development of local health syscems and as an operational tactic in
order to accelerate che application of the strategy of primary carc and
its essential components.

Bearing in mind the different historical, political, technical, and
administrative chacacteristics of the countries, their size, and the dis-
teibution of their populations and resources, it should be acknowl-
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edged that the definition of ‘‘local health system’” will differ from
one country to the next and even from one region to rhe next. How-
ever, and in order to facilitate theic development and evaluation, it 1s
possible to identify some common characteristics that need to be
taken into consideration in most of the cases.

Hence, as the capacity 1o analyze the health situation at the local
level becomes more developed and as the resoutces for the production
of services are identified and ditectly coordinated, it becomes possible
to offer a betcer response to the health needs and problems of the
population. Furthermore, the local health systems should move away
from the vertical schernes of management in which the decision-mak-
ing Jevels are located exclusively at the center of the structuge and the
periphery merely implements the standards and programs that ema-
nate from che higher administrative levels. In this way, the proposal
to develop local healch systems will becorne a broad-reaching proposal
for the reorganization and restructuring of the health sector as a
whole.

The concept of local healch systems can be defined by idenrifying
various points of view that converge on a given purpose.

From the standpoint of developing the State, local health sys-
terns fil} the requirement of decentralizing and deconcentrating the
State apparatus in an effort to ensure greater democratization and ef-
ficiency. They should be viewed therefore as part of the process of
democratic development which is under way in most of the countries
of the Region. Hence, the local health systems can be defined on the
basis of the political-administrative divisions of the State, indepen-
dently of their denomination, e.g., municipality, canton, etc.

From the standpoint of community social development, 2 local
health system presupposes the existence of an identified population
that has an existing or potential capaciry to act as a whole to the bene-
fit of its collective health. In this case, a local health system should
ucilize the resources of the health sector and of other sectors involved
in social development at the local level.

As was mentioned above, the health sector should follow, orga-
nize, and parcicipate in these processes of local development. There-
fore, the definition of local healch systems, from the standpoinc of the
health sector, is geared to achieving greater adaptation and capacity of
cesponse to the changing and specific requirements of population
groups affected by common socioeconomic, environmental, and epi-
demiological problems. This gives rise to a series of elements thac are
specific to the health sector and that can be observed in two comple-
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mentary areas: on the one hand, the reorganization and reorienration
of the sector’s overall structure through the processes of decentraliza-
tion and, on the other hand, the reorganization of the network of
services within defined populations.

From the healch sector’s standpointe, a local healch system 1s an
integral part of che health sector thar bears the characteristics of de-
centralization and deconcentration as defined by the State and that
has the capacity to coordinate all of the existing health resources to
form a network of services wichin a given population, be it urtban or
rural.

A local health system should also have a management structure
that is responsible for the administration of the health actions in that
pacticular population. This means having the capacity for direct ad-
ministration of certain resources and coordination of all the social in-
frastructure assigned to health in a given geographical area, along
with a structure capable of solving 2 significant proportion of the
health problems of individuals, families, social groups, communtties,
and the environment in addition to facilitating social participation,
all of this as an clement of the national health system, to which it
gives vitality and new direction.

The managerial level should assume responsibility, therefore, fot
the coordination of all the existing resources (hospicals, health centers
and posts, water supply systems and other sanitation services, and ex-
trasectoral resources) for a given population with a view to ensuring
optimum utilization and adaptation to the local reality. Wichin this
responsibility, it is of paramount importance to establish a relation-
ship with reciprocal responsibilities for the population in regard to the
development of health.

This relationship should be manifested in all aspects that touch
on individual and public health, the definition of policies, establish-
menc of priorities, the origin and distribution of resources, program-
ming, execution, and evaluation, as well as individual and group be-
havior vis-3-vis the health-disease process. Since both the population
and the rerritory to be served have been defined, 1t is possible to eval-
uate the actions that are carried ourt or that should be undercaken ia
order to respond to the local health needs.

Thus, a berter definition of the population and territory that are
to be covered and of the specific responsibilities of the services will
promote more active participation of the population both in health
promotion and in the delivery of services, two areas that require the
support and follow-up of the community.
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The formats and mechanisms of interaction between the popula-
tion and the secvices, as well as the population’s own behavior with
regard to protecting its health and seeking solutions to its hecalth
problems, are fundamental components of the system. Naturally the
social structure mn support of health at the individual and collective
levels is an essential element.

In light of the foregoing, it should now be clear thac a local
health system does not refer simply to a dividing up of the adminiscra-
tive tasks in the health sector or to a mere redefinirion of the responsi-
bility for health resources. Rather, in the context of the structural and
democratic changes in the countries, they should promote the devel-
opment of new forms of action that help to set up networks of com-
prehensive health services in coordination with effective community
representation and participation, thereby becoming structures chi
are more sensitive to the needs of the population.

Local health systems should be viewed as the basic organizational
units of a much broader, fully articulated structure—the nacionul
health system. That is to say, local health systems are the focal poini
for the peripheral planning 2and management of health services under
the integrarive and normarive guidance of a national structurce for co-
ordination of the health system, which formulates overall policics and
defines the systems of logistical, technical, and administrative support
required for the execution of programs and the delivery of scrvices
the local level. Within this national scheme, local health syscems can
serve as the base for the definition of regional health systems.

In relation to this, a topic of interest is the size or scope of 1the
local health systems. As was pointed out z2bove, there is no single for-
mula for this. Their size will depend on the political-administrative
contexts of each country as well as other factors, such as the country’s
size, population distribution, communications and transportation
systems, the distribution, complexity, and operating capacity of the
resources of the health sector, and the levels of technical and adminis-
trative efficiency.

As 2 result, although political-administrative divisions mayv be of
use in defining 2 local health system, as is the case of municipalitics in
some countries, the aforementioned characteristics also atlow for other
solutions. Using this sarne approach, local health systems can wso be
defined by grouping municipalities or other political-adminisicaiive
unirts rogether; in other cases, especially in urban areas, local healih
systems may cover a geographical or populational division within «
given municipalicy.
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In synthesis, the population covered by a local health system
should not be so small chat the system becomes inefficient nor so large
that it impedes the proper control and coordination of the resources.

In addirion, the development of health services at the local level
should be done in coordination with the development and decencral-
ization process involving other sectors, thus inttoducing the possibil-
ity of an intersectoral approach at the local level.

Bearing these poiats in mind, a local health system should: take
into consideration the country’s political-administrative scructure; be
defined for 2 given population; cover all the resources for health and
social development existing in said space; respond to the processes of
decentralization of the State and of the health sector o the needs of
the population and to the structure of the health service network; and
be organized in such a way as to facilicace the overall coordination of
actions.

Finally, an imporcant area of discussion will be the resources
needed to promote and develop local health systems. In this respect it
Is necessary to stress that the emphasis on the process of change should
focus on increasing effectiveness and on the rational use of available
financial, technological, and human resources. Additional invest-
ment should be considered only after proper evaluation of the effi-
ciency and efficacy of the use of existing resources. On the other hand,
special consideration must be given to resources needed to strengthen
managerial capacity and for proper manpower training.

IV. Aspects to be Considered for the Development of
Local Healch Systems

The development of local health systems cannot be approached
in isolation. It was mentioned above thac they represent the health
sector’s response ro the processes of democratization and decentraliza-
tion of the Starte. They also represent an internal response of the sector
in an cffort to achieve greater equity, effectiveness, and efficiency in
its actions.

Based on this approach, it is possible to identify 10 fundamencal
aspects that need to be developed:

4.1 Reorganization of the central level in order 1o ensure the
guidance of the sector and the development of Jocal health
systems
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4.2 Deceatralization and deconcentration

4.3 Social participarion

4.4 Intersectoral action

4.5 Adjustment of financing mechanisms

4.6 Development of 2 new health care model

4.7 Integration of prevention and control programs
4.8 Strengthening of administrative capacity

4.9 Training of the work force in health

4.10 Research

4.1 Reorganization of the central level in order fo ensure the
guidance of the sector and the development of local health
systems

The strengthening of the capacity and leadership of the cencral
level is a fundamental aspect for guiding the processes involved in rhe
development of local health systems.

As the regulatory entity of the sector, the Ministry of Health
should have the capacity to orient the action of the rest of the inscitu-
tions, organizations, and persons with respect to the Governmend's
national health policy and the policies of socioeconomic development
within the processes of democravizadon, decentralization, and decon-
centration as defined.

Guidance of the sector should be accompanied by che develop-
ment of leadership in health. For this, it is necessary to promote (he
development of human resources, including aspects of planning,
training, and utilization of personnel (university leaders, upper-level
staff from the Ministries of Health, social security institutes, and plan-
ning offices), and bearing in mind cheir impact and the outlook for
the next 20 years as concerns healch, labor, and education, while ac
the same time providing the essential elements for scientific handling
of the strategy.

This regulatory function of sectoral guidance will guacaniee the
necessary cohesion in the development of local healch systems, ensur-
ing the redistributive capacity of che resources in order 1o satisly the
different needs of populations at greater risk by applying the principle
of equity.

This guiding role of the healch secror should also be manifesied
in the financing of the sector in order to coordinate all che financial
resourees and thereby ensure the proper operation of the local healih
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systems. Coordination and agreements with the social security system
also play a key role in this strategy.

This proposal in no way implies any cxpansmn of the central
level; on the contracy, it requires 2 new orientation for greater admin-
1steative agility to provide assistance at the operarional level. Nor does
it mean a transfer of responsibilities without assuming ultimate re-
sponsibility for overall management, which should always remain at
the central level.

4.2 Decentralization and deconcentration

In order to ensure the complete development of the local health
systems, it 1s necessary to transfer areas of jurisdiction and decision-
making powers to other levels of the nacional health syscem. This will
involve aspects related ro the decentralization and deconcentration of
the State, in general, and of the health secror, in particular.

Decentralization and deconcentration are viewed as vitalizing
elements for the development of local health systems, and cheir im-
plementation should be consistent with the country’s political-ad-
ministrative organization. In this order of ideas, it will be necessary to
analyze possibilities and identify the restrictive and faciliraring factors
that contribute to of inhibit the operation of these administrative
processes.

Decentralization, as a social phenomenon, is essentially a politi-
cal process that has legal and administrative manifescations and that is
fed by economic, cultucal, historical, and geographical processes. It is
a proposal to change the use and distribution of power in the sector
and in society.

In order for the process to be catried out, certain requirements
need to be met, such as:

® A firm political decision to cacry out the process effectively.
Ideally, the decision should be made by the Government and
apply to all sectors. However, the process can be carried out,
although with greater difficulty, if the Government’s decision
15 only sectoral;

¢ Transfer of the necessary political power from the central level,
not only through legal and administrative provisions, buc by
effectively transferring the necessary financial, economic, hu-
man, technological, and orher resources;

* Development of local political power, provided in part by (he
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direct management of the resources {mainly financial and eco-
nomic), but especially by the formation of a basc of political
support through the dicect, active, and pluralist participation
of community organizations;

® Development of the capacity to manage the delivery of set-
vices, including technical capabilities in the coordination of
resources and in the definition, execution, and evaluation of
health activities.

In regard to the strategies of application, it should be remem-
bered that decentralization is a process that should be carried out in
stages—undec specially formulated strategies that are readjusted reg-
ularly—and on the basis of specific and well-defined elements, in ac-
cordance with 2 duly detailed program. Thus, for example, it is not
enough to define the element that is transferced; it is also necessary to
adapt it to the reality and possibilities of the decentralized area, to the
desirability of the use of new technologies, and to the need for politi-
cal support, and this requires making sure that the benefits of decen-
tealization are visible.

Within the copic of the discribution of power and local responsi-
bilicies, there is also the serategy of deconcentration. This is under-
stood ¢o be a form of delegation of powers to different levels within a
given organization, while maintaining the hierarchical dependency
with the central level.

It is important to note, in regard to the aspects indicated, that
some countries are undertaking processes of decentralization in some
cases and processes of deconcentration in others. Now, although this
trend is more common in admiaistration than in technical areas, it
represents an excellenc opportunity for developing innovative
schemes within the management process at the local jevel with a view
to preparing concepts and methodologies for the tools that will pro-
vide better local operation of the health systems.

In any process of deceantralization and deconcentracion, 1t (s also
necessaty to view centralization and concentration as harmonious
forms of managemenc that are not mutually exclusive but rather that
complement each other. Taken together, these strategics form a dy-
namic and continuous process that occurs at each level of the organi-
zation. Within this process, there is consequently no one level chat
defines standards, strategies, and priorities and another leve] thag car-
rics them out. Rather each level assumes these responsibilities within a
common linc of action. Therefore, decentralization or deconcentra-
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tion does not mean the division and /or acomization of the health sys-
tem, nor should it be confused with the anarchic dissolution of the
system, On the contrary, properly developed. chey will screngthen the
overall structure of the syscem by helping its constitutive parts to
achieve their greatest operating capacity.

Centralization on the political and normarive aspects should en-
sure as well a redistributive capacity throughout the system in order to
prevent any growth or deepening of inequities between local health
systrems,

Both decentralization and deconcentration represent models of
management thac are linked to the effectiveness and efficiency of an
organizatton; they should not be conceived as conflictive or exclusive.
On the contrary, theis timely and proper use can help to solve specific
problems in health service organization, keeping in mind that the
goal is ro strengthen che health syscem and the operating capacity of
the local levels,
~ The processes of deconcentration and decentralization thar are
implemented in the sphere of public administration have a decisive
and determining impact on similar processes rhat are promoted in the
health system. The existence or lack of government policies, deci-
sions, and programs for administrative deconcentration and decen-
tralization are external factors that do indeed affect che health sysrem,
When the public sector has limited control over these processes or
weak levels of technical and legal implementation, it becomes an ob-
stacle to any form of management of governmenrtal services. Hence
the overall policies of governmental organization and the notmative
technical and legal framework are the main factors that affect the
health system.

4.3 Social participation

The next key aspect in the development of local health systems is
support for the processes of social participation. Mottvating social par-
ticipation and directing it toward health care requires flexible strate-
gies that take into account the formal and informal groups and che
sectoral 1nstitutions that are present in a given territory. It is necessary
at tl_‘nc Same ume 10 promote coordination among these groups and
tasticucions for the preparation and execution of specific proposals.

. Inorder to achieve this, the strategy needs to allow for delibera-
tion among the organized agents (community and institucional) on
the health problems and ways of handling them. In addicion, i
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should promote coordination between the various social agents re-
garding ways to improve health care, how this can be achieved, and
commitments and cesponsibilities that need to be assumed. The pro-
cesses of deliberation and coordination should be supported by ongo-
ing consultation with the population through existing organizarions
in the local health systems.

In order 1o activate these processes, it 1s necessary to keep in mind
the possibilities for deliberation and coordination in the communities
and the possibility of expanding or opening new areas in which collec-
tive analyses and common programs can be carried out through partic-
ipacory planning, as well as 2 continuous process of human resource

development.

4.4 [ntersectoral action

The development of incersectoral health policies as a basic ele-
ment of the strategy of primary care should be implemented at the
local level. Any effort with a broad approach in the area of health
development wil§ need to involve all che social and economic forces in
order to ensure the collective well-being. Intetsectoral acrion and so-
cial participation are thus two fundamental forces for the develop-
ment of local healch systems.

At the community level, the intersectoral approach should be ex-
pressed in the form of comprehensive care for basic needs, particularly
of the large population groups that have less access to the benefits of
development. At the national level, iatersectoral action should be
used to coordinare financial and any other type of resources wich a
view to satisfying basic needs. At both the local and national levels, it
is necessary to view the development of health as an integral part of
well-being, giving preference therefore to health promorion actions.

The proposal for intessectoral development is linked to the con-
cept of healthy communiries in which al) .the sectors contribute to
achieve this social and economnic goal.

4.5 Adjustment of financing mechanisms

The debate on the amounts to be assigned to health, sources of
financing, and the distribution of resources should bear in mind the
processes of local development and decentralization. This means that
health funding should undergo not only quantirative changes but
qualitarive changes as well, focusing on supporc for specific actions
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aimed at the decentralization of decisions regarding the use of alter-
nacive soucces of financing and expendituce allocation mechanisms
that ase geared to guarantee comprehensive health cace, including ba-
sic sanitation.

It will be necessary to change the cradirional forms of distribution
and control of financial resources in ordec to ensure that they are uti-
lized with greater efficiency and that they respond to the needs of
priority social groups.

The coordinated use of State funds provided by general revenue,
as well as the different forms of social security and new forms of col-
lecting and utilizing additional funds, should provide total coverage,
giving priority to local health systems and population groups in great-
est need.

4.6 Development of a new bealth care model

As was pointed our carlier, the development of local health sys-
tems should not be limited simply to a division of labor within a de-
centralized scheme of government, Rather, ic should be a process of
fundamental change in the technical procedurses of service delivery, in
the use of available technologies, in the integration of knowledge, in
the way resources are used, and in how to ensure social participation.
Based on these clements, a series of mechodologies and basic princi-
ples can be defined in order to facilicace the development of chese new
health care models.

The development of local health systems should be based on an
analysis of the healch situation, a projection of knowledge about
needs, and the identification and qualification of the conditions of
risk in order to orient the definition of priorities, organization, and
utilization of the available resources.

In ocder o facilitate local programming and the evaluation of
health services, a local health system should be subdivided into che
smallest possible geographical units of analysis, taking into account
the characteristics of the health services structure and the disttibucion
of the population groups.

The development of the local health systems’ analyrical capacity
will help to better identify the information that is required and will
permir increasingly pertinent and relevanc analyses.

The activities of the local health systems should be organized
with a view toward the entire population and its highest priority
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needs, using a participatory process of programming that includes all
the available resousces and defines the activities to be carried out, the
goals in terms of coverage and impact, and adjusiments in accordance
with periodic strategic evaluations.

Each family and population group should be assigned explicit
health resources and personnel to provide them with care at either the
institutional or community level through a network of coordinated
services with the necessary levels of care in order to respond to the
needs of the population.

In this way, the best formac for coordinating all the existing re-
sources—national, local, social security, and private—will be found in
order to achieve a common action strategy.

An attempt should be made to maintain an overall approach in
actions that are grouped in accordance with the set of problems of the
population. These actions should be carried out comprehensively by
the various categories of personnel, avoiding grouping by parhology
or related programs.

The service network as a whole should assume responsibility for
providing comprehensive care to the entire population. This means
that the resources of the local health systems should find appropriate
solutions either through theic own installed capacity or through the
development of the necessary interrelationships. The entire demand
should be met and no request for care should be rejected.

In chis topic, hospirals should be regarded as part of the local
health systems. Upon being inserted into a local health system, hospi-
tals undergo a change that affects all their services in one way or an-
other. In addition to meeting the demand of the populartion in their
area of responsibility, they should also work with the other services in
the network, and this causes changes in the quantity and quality of
services and makes it necessary to seck new foems of organizarion.

The health secvice should be organized with a view to bringing
about a change in the population’s epidemiological profile as con-
cerns individual 2nd collective healch problems and risks. Hence, as-
sessment of the impact and quality of cate should be an ongoing
activity.

The local health systems should implement, within their terri-
tory, processes of delegation of authority, decentralization, and con-
centration as a suitable means of distribucing cesponsibilities and fa-
ctlitating technical and administrative management.
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4.7 Integration of prevention and control programs

The area of activity of the local health systerns should provide an
opportunity to combine the efforts of the community with those of
the sector’s resources in order to produce joint actions in healch.

Thus, the developmentc of health programs and their capacity of
mobilization should be utilized to promote the development of the
health infrastructure so as to be able to assign resources to the most
soctally relevant needs, as identified by a convergence of clinical
knowledge, epidemiology, and administration.

Local health systems ptesent mote concrete possibilities fos coor-
dinating the development of programs that seek to meet the needs of
the population within the scructure and operation of existing insralled
capacity for the production of the necessary secvices. These cies can be
activated more easily when the technical and administrative manage-
ment process i1s part of the specific plan of the health system, 1.e.,
when the local health problems are brought into as close contact as
possible with the design of programs and the adjustment of the set-
vice organization.

The basic capacity of response of the resources that make up the
service network should include the set of programs and activities that
are defined for the solution of the communirty’s priosity health prob-
lems in order to respond to the healch needs of the vulnerable human
groups and to reorient resources toward the principal health problems
at the local level,

4.8 Strengthening of administrative capacity

Concerning the development of the healch systemns’ capacity of
administration and management, it should be pointed out that the
achievement of the goal of total coverage and health for all with eq-
uity and efficiency within the political-economic context of the coun-
tries depends for the most part on increasing the operating capacity of
the health services and rationalizing health expenditures. The insuffi-
cient operating capacity of the services and unproductive expendituces
are the result, in many cases, of deficient administrative and manage-
rial systems, procedures, and practices.

The concept of management should be understood as an action
that is aimed at optimizing resousces in order to attain che objectives
of the health institutions through 2 continuous process of planning,
programming, organization, and coordination of .resources for the de-
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velopment of actions, using an appropriate form of execution and
with regular supervision, follow-up, and evaluation. This manage-
ment process should receive input from the continuous flow of infor-
mation which generates the knowledge thar is needed for analyzing
the situaton and for making timely decisions in order of priority.

The local health systems should have an administrative capacicy
that permits adequate support for the delivery of services to the popu-
lation in a given geographical area. This adminiscrative capacity
should be defined as the ability to fulfill some minimum requirce-
ments, such as:

a) A unit for technical and administrative guidance staffed wich
properly trained human resources and covering the gencral
administracion of services, while also handling the informa-
tion system and providing support services;

b) An information system that collects data on the healch situa-
tion and service delivery, incorporates the epidemiological
and administrative analysis of that information, and wilizes
the analysis in the management process;

c) A basic supply of physical resources and critical supplics fos
carrying out the activities mentioned above;

d) The capacity to execute 2nd coordinare financial resources fon
the development of activities at the local level;

e) The capacity to coordinate health care activities with the pro-
cess of community organization in order to promore health in
the area.

4.9 Training of the work force in health

The challenge of attaining the goal of HFA /2000 poscs, among
other aspects, the need to promote studies and develop procedures
geared to the optimum rational ucilization of existing personncl by
providing continued training to the human resources that arc already
part of the sectoral work force.

To achieve this, healch personnel and the community need new
processes of communication, integracion, and collaborarion chat will
be able 1o produce an impact on health problems, on their determin-
ing faccors, and on community dynamics.

The magnitude of the challenge of reorganizing die infrastruc-
rure of the health seccor basically through (he developmenc aisd
strengchening of local healdy syscems requiees that, i order 1o in-
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crease the effect of decentralization, the duties of che personnel be
redefined, that mechanisms be implemented to link the personnel to
the service system, and that personnel receive continued training and
supetvision in keeping with the comprehensive and strategic pro-
posals that guide the new approach.

The local health systems need sufficiently qualified personnel to
perform the tasks and responsibilities created by the reorganization.
They also need a staff thart is closely linked to the process of social
participation, 2 process whose dynamics transcend the *‘insticutional-
ity’’ thar is so deeply rooted in the healch secror.

The dynamics that arise from the concep of local health systems
require health agents who inreract as teams thar are closely linked to
the context in which they operate. The values and customs of the pop-
ulation are key considerations rhat provide a framework for the activi-
ties of each and every one of the agents involved in the network.

The development of ongoing educational programs for health
personnel will promote knowledge and the sensicivity of the scaff to
the problems and local healch needs of the population. Closer conract
between health personnel and the population should resulc in better
information, greater exchange, and joinc actions that are aimed essen-
tially ac promoting and developing social participation in the plan-
ning and administration of the health systems.

It ts necessary chat the process underraken by the countries of the
Region with reference to local health systerns and decentralization re-
cetve support for the training of health workers. The incorporation of
health personnel in educational acciviries at the Schools of Health Sci-
ences should be promoted through education-service integration in
the local health systems. It is also important to have, at the level of
graduate studies and continuing education, programs for training the
administrators of local health systems, epidemiologists, and highly
qualified personnel in the guidance of the sector.

4.10 Research

Bearing in mind rthe need to continue and intensify the develop-
ment of innovative models of health service at the level of che local
health systemns, research on health services should accompany—from
the very beginning—the entire process of reorganization and reorien-
tacion of the seccor through the development of local health systems,

In this way, studies on the local healch systems will develop new
operational models or cheir critical components and they will asscss
the level of equity achicved, cffectiveness and quality, (he coverage
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obrained, the efficiency of the use of resources, as well as the degree of
social participation obrained.

Research on the local health sysrems should be carried our in co-
ordination basically with the providers of the services, the commu-
nity, and the users, thereby enhancing the possibtlity thac the results
will be used to introduce corrective actions and, consequently, move a
step closer to better health for the population.

V. Bases of a Plan of Action for PAHO Cooperation

The general guidelines for formulating 2 PAHO plan of action
for the next yeats to support the Member Countries in their efforts to
develop local health systems focus on three specific areas:

1. The collection, evaluation, and dissemination of national ex-
periences in the development of local health systems;

2. Conceprual analysis and methodological development;

3. Support for the national processes of development of the local
health systems.

In order to know the efforcs of the councries in relation to the
strengtheaning of local healch syscems, it is necessary:

a) Todraw up an inventory of experiences identifying the efforts
developed in the past and the experiences under way in all
the countties;

b) To underrake z critical analysis of the experiences described in
order to detect their virtues and problems;

¢) To promote prospective field research on some selected expe-
riences taking (nto account the structure, the processes, and
the results of the local health systems. A comparison should
be done of, among others, productivity, effective coverage,
program development, the efficiency and effectiveness of ser-
vices, and the parricipation and satisfaction of the popula-
tion. The conceptualizacion and methodologies of research
on healch services should also be taken into account;

d) To continue and strengthen acrivities aimed at identifying
the results obrained in the various countries.

Thus, there should be a regional awareness amoog the healch
workers, leaders in the hezlth area, and political and adminiscracive
leaders, as well as 10 the communicy, in order to support and partici-
pate in Lhig process.
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The conceprual analysis and mechodological development will
be a consequence of the activity of collection and evaluation geared to
obtain experiences on the approaches and merthodologies utilized.

The collection and evaluarion of experiences as well as rthe con-
ceptual analysis and methodological developmenc have to be ex-
pressty oriented to supportt specific activities at the nattonal and local
levels. Hence, the Organization’s resources and cooperation at both
the country and regional levels should focus on supporting the pro-
cesses of transformarion thart are identified in the Region. This will
tequire a joiat interprogrammacic and interdisciplinary effocc of all
PAHO's areas and programs in order to facilicate the integracion of
actions for the achievement of a given objective,

It must be emphasized that che proposal for development of lo-
cal healch systems does not signify the substitucion for or replacement
of other strategies, nor of other programs of the Osganization. On che
contrary, it must be viewed as an essential means of facilicacing the
proper delivery of atl health programs.

The programming of technical cooperation for the quadrennium
should reflect chis operational cactic as a crucial approach for imple-
menting the priorities that have been defined for achieving HFA/
2000.

The aspects to be considered for the development of local health
systems described in point IV will be used to orient the cooperation
activities and their possible openings ia specific projects of work that
idenuify che objectives to be attained, the mobilization of resources,
and indicators for assessment. Special consideration witl be given to
the difficulties involved in achieving che proposed changes. Five spe-

cific issues have been identified as having to be addressed as first
steps, namely, strengthening local planning and information systems;
developmenc of managerial capacity; social participation; overall

leadership of the health sector; and the proper development of health
manpower.

RESOLUTION XV. DEVELOPMENT AND STRENGTHENING OF
LoCAL HEALTH SYSTEMS IN THE TRANSFORMATION OF
NATIONAL HEALTH SYSTEMS

The XXX Meeting of the Directing Council,

Having seen Document CD33/14, *'Development  and
Screngrhening of Local Health Syscems in the Transformaaon of Na-
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tional Health Systems,”’ Resolution WHA41.34 oAf the World Health
Assembly, and the observations of the 101st Meeting of the Executive
Committee; ‘ _

Taking into account Resolution XXI of _the X?(II Pan American
Sanitary Conference, which defined the orientation and program-
ming prioriries of PAHO for the quadrennium 1987-1990; ]

Recognizing the urgent need to accelesate the tran.sfor_mauon o
the national health systems in order to promote application of cll‘;c
primary healch care strategy and to attain the goal of health for all by
the year 2000, A

yCorxcerned abour the constraints on the proper development of
health care imposed by the present economic cists and by limitations
within the health sector itself; _ .

Convinced that the challenge of improving the health of the
neediest populations should be met, despite .thc crisis, with innova-
tive measures for the structuring and administration of available

resources, ‘ ‘
Cognizant of the exercises already under way in most of the

" countries for transformation of the national health systems based on

the development of local health systems as part of natjonal decentral-
ization and deconcentration pfocesscs; and . "

Agreeing that it is at the local level that policies and Stratcglcg or
social development and health care can be 1mpleq1cnt'cd on the a_sxi
of social participatton, intersectoral action, coordination of financia
sources, and integration of programs,

Resolves:

K3
1. To thank the Director for Document CD33/ 14, ‘‘Develop-
ment and Strengthening of Local Health Systems (0 the Transforma-
tion of National Health Systems.”’
2. To urge Member Governments: - ‘ _
a) To continue and strengthen cheir work of defining poli-
cies, strategies, programs, and activities for the transfor-
mation of national health systems through the develop-
ment of local health systems; _
b) To ensure coordinated partictpation in thc_sm;ngghcnmg
of local health systems by all government 1nsaitutons fc-
sponsible for the delivery of scrvices, especially the social
security administrations, and the internadonal coopera-
tion agencics;
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c)

d)

£)

g)

. To

a)

d)

In accordance with their institutional realittes, to promote
the notion of a program-level partnership between the
public sector, nongovernmental organizations and the
private sector;

To place special emphasis on the provision of resources
and decentralization to strengechen the operating capacity
of local health systems, and on specific programs for deal-
ing with priority health problems;

To give speaial attention to the aspects cited in Section IV
of Document CD33/14 as a response by the sector for the
atrainment of greater equity, efficiency, effectiveness, and
patticipation;

To define and apply suitable indicators and processes for
evaluating the development of local health systems and
the progress made;

To promote research on health system services at the local
level.

request the Director:

To strengthen technical cooperation to the Member Coun-
cries so that resources will be mobilized for activities to
transform national health systems and support priority
programs through the development of local health sys-
tems and, particularly, to develop the planning process
and information systems, administration, community
participation, the leadecship of the sector, and personnel
training;

To encourage exchanges of experiences between countries
and groups of countries as a form of technical cooperation
among countries, and to disseminate among governments
and local organizations the available tnformacion on ad-
vances in the development of local health systems and the
transformation of national health systems;

To promote the coordinated participation of all health-re-
lated agencies, including those providing services, train-
ing human resources and pursuing research, and those for
internacional cooperation;

To disseminate to the governments and their ministries
and agencies the information available on methodological
aspects and advances in the development of local health
systems and the transformation of national health sys-
tems;

itor] i in
¢) To support the monitoring of the evaluation of progress

the countries, and to include this topic in his annual rc-
ports during the present quadrennium (1987-1990).

(Adopted at the tenth plenary session,
30 September 1988)
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