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PRIMARY HEALTH CARE

NEW MUSIC =~ OLD HARMONY COMMUNITY

PARTICIPATION
IN DECIDING ON
AND SUPPORTING
PREVENTATIVE
HEALTH PLANS

The concept of primary health care now espoused by
the World Health Organization (WHO) and the UN
Children's Fund (UNICEF) has resulted from the
conflict between the need to reach all the people
with health care and the scarcity of resources
available for health in most developing countries.
Identified as a root cause of the inadequate care
in less developed countries is the fact "that
their patterns of medical care and education of
health personnel are copied closely from the
Western countries" (Health and the Developing
World, J. Bryant).

With the entry of WHO into the arena, primary

health care has received a new boost, A vast

army of researches, health and development planners,
with WHO, UNICEF and the World Bank in the van-
guard, are seeking new formulae, new policies and
approaches and new projects through which all

people may achieve better health. The seven
principles formulated and revised by WHO in 1975
have been accepted by most agencies and institu-
tions as guidelines:

* Primary health care should be shaped around the
1ife patterns of the population 1t should serve
and should meet the needs of the community.

* Primary health care should be an integral part
of the national health system, and other
echelons of services should be designed 1in
support of the needs of the peripheral level

for technical supply, supervisory and referral
support.
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* fvimary health care activities should be fully
integrated with agriculture, education, public
works, ncusing and communications.

* The l1ocal pcpulation should be actively involved
in health care activities to match heaith care
with local needs and priorities. Community
needs require a continuing dialogue between the
pecpte and the services.

* Health care should rely on available or untapped
community resources.

* Primary health care should use an integrated
approach of preventive, promotive, curative and
rehabilitative services fcr the individual,
family and community. The balance between
these services should vary according to communi-
ty needs and may well change over time.

* The majority of health interventions should be
undertaken at the most peripheral practicable

level of the health services by suitably trained
workers.

The overall goal is better health. 0ld patterns
focusing on hospitals and advanced technology are
largely irrelevant for developing countries and, in
fact, often not very suitable for the countries
where they originated. In its search for an
appropriate health technology the WHO has made an-
other discovery: Health is political. As

Halfdan Mahler, WHO Director-General, declared in
1976 to the World Health Assembly: "For all the
speed with which disease technology has been flou-
rishing in recent years, it has been failing in its
purpose because the social, economic and political
contexts in which it is being applied have changed.
The extension and refinement of this technology on
the one hand and its increasing complexity and

cost on the other, have led to a contradiction
between the technical potential and the socio-
economic ability to apply it to all who need it."

This, however, is not the only contradiction, and
I would 1ike here to examine a number of assump-

tions underlying present attempts at improving the
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health of the underprivileged masses of our world.

The first assumption is that health care produces
health. To contradict this there is evidence put
forward by such sober organizations as the World
Bank, that socio-economic conditions have a much
more profound influence on the health of a popula-
tion than the health service. In preparation for
a WHO Conference on Recent Trends in Maternal and
Child Health in Europe (Moscow 1974), a survey was
conducted where European national programmes were
given a score for quality of care, on the basis that
the more varied the items which a service offered
and the larger the number of people who use it,

the higher the score. The scores were plotted
against maternal and perinatal mortality statistics
for the same European nations, but high scores on
quality of service did not automatically corres-
pond with low mortality, except in countries with

a high standard of living.

Although most speeches, papers and projects now
emphasize the importance of socio-economic condi-
tions and stress the need for intersectoral inte-
gration, the political implications of this are
seldom pursued. If unfavourable socio-economic
conditions are seen as the fate of the losers in 2
competition for resources and power at the various
levels (international, national and local); it

may not be an easy task to persuade the winners to
give up their privileges. Instead we find health
planners taking upon themselves the task of deve-
loping health care which will compensate for the
unfavourable political environment without creating
any disturbance. We find institutes of develop-
ment studies attempting to develop a set of indica-
tors with which to assess the "quality" of health
care, basing the evaluation on cost-benefit
analyses of the relationship between services
provided and measurable health changes resulting
from them. It is a relief, then, to come across
admissions such as the follewing from an address
by Cvjetancvic to the Ciba Symposium Human Rights
in Health, 1373: "I shall igncre the unauantifi-
able aspects of different socic-aconomic systems
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and their respective merits and disadvantages for
health. These are indeed of great importance,
but at present we lack a methodological framework
to do them justice."

I would 1ike to argue that the methodological frame-
work 1s lacking because we are afraid to face up to
the challenge of the "unquantifiable". The re-
sult is that most health planners draw attention to
the social, economic and political factors, and

then go on to ignore them,

HEALTH CARE DOES NOT PRODUCE GOOD HEALTH.

Health care does not produce good health. The
most we can expect from an effective health service
is good care, while the need for care is determined
by other factors, most important of which may be
the extent of poverty and the ideology of the
prevailing economic policy. But even effectiveness
of care is a questionable concept where there is
poverty. There 1s an unresolved conflict of
interest between those who have power, money and
knowledge and those who have none. In communities
where disease is related to poverty and injustice,
it is a mistake to believe that an "effective"
health service can be neutral, If we hesitate to
take sides, if we refuse to 1dentify with any
interest group within the community, we shall
inevitably be co-opted by the strong necessity to
serve their interests. The second assumption,
that health care can be politically neutral, is

not valid.

The reality of the conflict between the haves and
the have-nots also contradicts another assumption,
that a poor, rural village is a homogeneous,
harmonious community. Unless profound political
changes have been introduced on a national scale

in order to counteract oppression of the weak by
the strong, rural villages consist of several
communities, divided by age, sex, status, religion,
caste and class interests, The health sector has
failed to transcend these divisions in the past,

and every new project or policy which refuses to
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accept the existence of such a conflict runs the
risk of repeated failure. Agair and again it
has been found that communication across class
divisions 15 not possible. The 1dea that the
local population should be actively involved in
the formulation as well as the implementation of
health care activities through a continuing
dial~rque between the people and the services is
unrealistic in a class-structured society.

Some 10 years ago, the response to projects which
promised to 1ift the poor out of their poverty
might have been enthusiastic co-operation, even
competition among the poor, until it became clear
who were the real proprietors, who were in fact
benefiting. In all cases where the poor did not
benefit, non-co-operation and apathy replaced the
original enthusiasm. Repeatedly bitten, now shy,

the spirit of self-help is hard to find.

DANGERS OF CO-DPTION. %
A WHO/UNICEF study found that several successful
health care programmes had developed a new type
of health auxiliary, now known as village health
workers or "barefoot" doctors (embodied in WHO
principle No. 7). (See Development Forum, May
1978). Apart from the fact that they are cheap
and easily trained in adequate numbers, this type
of health worker has been seen as a tool to help
overcome traditional barriers of communication.
Some succeed and some fail. Evaluators assess
basic qualifications, selection criteria, effec-

tiveness of training and supervision, but the
following example illustrates another aspect.

Since 1970 a type of village health worker, the
Family Welfare Educator (FWE) has been trained in

Botswana. For several years [ was very closely
associated with the programme in which I had con-
siderable faith. We rejected the idea of recrui-

ting volunteers, since we wanted workers to come
from the poorest families, who would by definition
need to be compensated for the loss of the
economic activity of this member.
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The problem then was how to pay them. As daily
paid casual labourers they would have no guarantee
of permanent employment, no rights to holidays or
sick leave, they would receive no increments for
experience, and at the end of their working life
they would "retire" without any pension. In all
these respects they would be no different from the
majority of the rural population, but we felt that
it would be unrealistic to expect FWEsS to accept
such conditions after training when no one else had
to. The pre-service training lasted only 11 weeks,
but experience and supervision over several years
would mean indefinite on-the-job training.

On the other hand, the leap from payment as casual
labourer to the Jlowest rung on the ladder 1in

focal government service 1involved multiplication
of the monthly salary by a factor of three, as well
as the introduction of a number of other privileges.
Over the years the differentiation in rural in-
comes has increased, and FWEs are extremely well
paid today. This means that FWEs identify with
the bureaucratic class now, and no longer with the
rural poor. There is also considerable competi-
tion to be selected for training as FWES, which

the better-educated daughters and nieces of the
richer families often win. FWEs are now saying
that the poor are extremely "difficult to under-
stand", as well as unco-operative.

Lifted out of the context of poverty and co-opted
into the bureaucratic structure, FWEs have lost
their identification with the people they are
serving, and therefore their effectiveness as a
vehicle for change. The effect of the status
promotion of the FWEs has been to depoliticize
nealth once more, and render rural health care
innocuous in political terms, but perhaps at the
cost of decreasing effectiveness.

The invention of the village health workers is
thus no guarantee that a project will have any
relevance to the hitherto underprivileged. The
language, socio-economic background, education

and training of the village health workers are

not decisive for their effectiveness in communica-
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ting with the poor. The basic question is
whether they are identified with the deepest as-
pirations of the underprivileged, and whether

the political system in which they work will per-
mit such identification.

' co-operatives and
HEALTH IS POLITICAL. %E&\ ikl

My argument with the new policies for a more equi-
table distribution of health resources is that
although the vocabulary and the technology have
changed, it is not intended that anything else
shall. Health is political. It has to do with
the fair distribution of the basic requirements
which make health possible, and it i1s unrealistic
to expect that effective measures for change should
be adopted by a class or a government which profits
from the present bias in distribution. Or 1in

the words of C. E11iott in his book "Patterns of
Poverty": "Ruling groups have little incentive to
undertake the structural changes and the budgetary
cost of the kind of direct intervention that 1is
usually required to secure equity of access for

the excluded, as long as confidence in the
(existing structure) is maintained. When it
breaks down - there is an incentive to set in train
no more than sufficient change to restore confidence
in the system."

The world-wide concern about the inadequacy of the
old system of health care is an indication of a
certain amount of lack of condifence on the part

of the consumers. The present level of i11 health
in the world is a threat to the groups in power
whose prestige is being undermined, and whose own
1ives are at risk from potential epidemics.

The 01d kind of health service, which was almost
exclusively curative, served to disguise the true
nature of i11 health. The new emphasis on pre-
ventive health care has revolutionary potential.
Health education is eminently suitable for
conscientization programmes to enable people to
realise that they and their children are prey to

preventable digease because they are poorly fed,
lack good housing and adequate clothing, because
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they are unskilled and unemployed. EDUCATION FOR

PARTICIPATION

iN
REAL HEALTH CARE. AND POLITICAL LIFE

Health education has revolutionary potential, if
it leads to awareness, organization and action.
But if people are to participate in a real and
relevant way in their own health care, it means
they also have to participate in the control and
exercise of power.

At the moment most health workers, including the
planners, are keeping themselves busy counting
the casualties of the continuing conflict, deve-
oping appropriate technology and working hard to
reduce the damage to a minimum. Naturally our
duty is to relieve suffering, but our duty goes
beyond curative and palliative care, If we are
serious about preventive care we have to lcok at
the evidence we are collecting to see what it
means, and to use the information politically.

A severe problem in this context 1s the larger
percentage of expatriates in the health services

of almost all countries. Expatriates are in a
particularly weak position when i1t comes to
political involvement. However, unless we find

a way to work politically we shall be making
ourselves accomplices in a confidence trick.
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1t Theré Are No Side Effects,

Tetracycline

| ANTIRIOTIC LSED AGAINST VA-
RIOUS INFECTIONS, LEDERLE
LABORATORIES. |

—_—

Ovulen

—

|BirTHcoNTROL PILLS. G, D.
Start e Co. |

INU.S., USEDFOR CONTRACT P
Meis ONLY. INSOME LATIN AN R-
ICANCOUNTRIES, SEARIL RECOM-
MENDSIT ALSOFUR REGULATING

MENSTRUAL CYCOLES. PRENME N-
STRE AL FENSILIN, AND A N
PAL'SAL PROE MY,

UNITED STATES: MEXICO
Caution against use: ' | Caution against use:
By infants, chuldren: during preg- By infants, cheldren; during preg-
nancy with liver ar kidncy impair- nancy or il overly sensiting Lo hight,
ment{latber can be [atal) or if overly )
scnsitve to hahk ! AdPEFSE reactions
Adverse reactions publicized:
p”bHCEZEd: | Vomung, diarrhea. nausea, upse

stomauch.

Vomiung., diarches. nausca, upscl
stomach, rashes, kidney poisoning
Can poson [Clus.

p— e e e —————————— e — —

Caution against use: Caution against use:
I paticnt has tendency 1o blood clot. If pistient has wendency to blood ¢l
liver dysfunction, abnormal vaginal liver dysfunchon

hleeding. cpilepsy, migraine. asthma. _

heart trauble. Adverse reactions
Adbverse reactions publicized:
prHffZEd.’ - Mausca. weight chunge

Niuused. lss of hair. | THATRIVET [
juundice, high blood pressure. weight
change. headachus

o—————— == ==

Imipramine

| ANTI-DEPRIESSANT: CiRA-
Gengy |

In ULS _USFD FOR DEPRESSION
Ny INSOME LATIN AMERIC AN
cOLNIRIES, C1BA-GEIGY RECOM.

MENDSIT ALSO FOR SEMNILITY.
L FIHOINIO AN AND AL OO0 ISM.

Caution against use: Caution against use:
Ti-;unr:nt has heurt discasc. history of Dyuring brst trimester of pregnancy

WPy rotenloon, hlb]ﬂ!’} ol scizures.

mantc discrder or tson typhod medi- Adl’ffﬁ'&' rfﬂﬂ'ffﬂﬂs
cation. Not recommended tor chaldren

of Juring pregnancy ﬂ”bl’lfled-"

. Dry moulh, constipation, ilching, .
| Adverse reactions SwCuting,

Pubficfzed:

Hypertension, stroke, stumbling. de-
lustons, insomnia, numbness, Jry
meuth, blurred vision, constipation,
uching. nausca, vomiting. loss ol
appetite, diarrhea. swealing.




'rTl}is Must Be Honduras

“CENTRAL AMERICA

Caution against use:
Mo '

Adverse reactions
publicized.:

MNone

F‘.;ﬁm

Caution against use:

1f patient has tendency to bload clot
liver dysfunchiun

Adverse reactions
publicized:

P ——————
Nausea . weight change

.

—_—————— =

Caution against use:

— —— p—

BRAZIL

Caution against use:

By infams. children. duning preg:
nancy.

Adverse reactions
publicized:

Vomuting. nausca, upsel stomach,
rashes

Caution against use:

i patient hys tendency 1o blood clot,

Adverse reactions
| publicized:

None

Caution against use:

[l patient has heart Jdiseasc.

Adverse reactions
publicized:

Nonc

If patignt has heart diseasc. Not re-
commended for children or dunng
pregnancy.

Adverse reactions
publicized:

None |

ARGENTINA

Caution against use:

Nong

Adverse reactions
publicized:

| MNune

Caution against use:

I paticnt has tendency to blood clui

Adverse reactions
publicized:

. None

I
None

m’mﬁﬁ

Caution against use:

May exaggerate response Lo alcohol.

Adverse reactions
publicized:

——

Source: Culled fromThe Phy siclan's Desk Reference—the standard handbook for U.S, doctors, containing
information drug comp anies supply about their products—and comparable foreign guidebooks.




The money required
to provide adequate
{ food,water,education,
1 health and housing
for everyone in theworld
has been estimated
at $17 billion a year.

It is a huge sum of money

1 ...about as

{ mmuch as
the world /

| spends om \ %
Arms every\ . A
tmmekS. i
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