GENESIS AND DEVELOPMENT
oF - .
PRIMARY HEALTH CARE STRATEGY

*Dr.N.Sivarajah.

purng. thtﬁ late sevenities 1t was ref_.umi;:ﬁéi?'thaf the westero model of
provision of health care was failing. It did not adequately improve the
health of the people in the less developed countries. Other alternatives
were being szearched. The concept of Primary Health Care (PHC) as

one of the alternatives, was evolved at a meeting convened by the
World Heath C Jrganization (WHO) and the United Nations *’“h]ldren 2

Fund (UNICEF) held dm'mg 6th to 12th of Septernber 197 '8 at Alma
" Atiain h:azaldmtan n t e former USSR, '

- Thiz meeting was "i?‘tﬂlldﬁd to by ﬂel&gﬁteﬁ from 138 governments
(including Sri Lenka), 2 liberation organizations, representatives of 12
UN org&mzatm:n and 49 Non-Governmental Organizatious. At this

. -meeting the goal of “Health for all by 2000 AD” (HFA 2Z000) was

1

proclaimed and the concept of Primary Health Care (PHU) was
conceived. PHC vwas to be s comprehensive strategy which would not
omdy ensure an equitable, consumer centersd approach to herlth, but
"wauld addreis the underlying social a:ﬂd political determmunants ot
health. -

Several modais of PHC have been tried out in different coumtries in
order to achieve the goal of HFA 2000, |

Primarv Health Care

= 13 essential Health Care which can differ from couniry to
country dependmg on its perception of Health and Disease.
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musi be based on scientifically sound concepts of egsential
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must, be developeC with the {‘IJIIHTRHEH- 3 full participation'in

a1} u_ﬁ., uf self reliance and self letamunatmﬁ“ The health

worker should not OTLLY serve the. ::ﬂnmumlfy but ‘::hﬂl.lld help
the u@mru'i:u"" work towards thair crgal GO e

- must be affordable by the cf}mmumfj,r and uhn *-mmtry at
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- *m:&lﬁ_d m mg nE‘hﬂ‘ (‘are ‘3& close as -_ppssible to where _thﬁ'}’

live and work. , .
should constitute the fist level of a continued heaith care
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What is the difference between the basic health care- available and

PHC"

'Ba:.-..:tc hnalth c':ar;e 1_& Im wainly curative service provided by the Health

Mimstry

chrough technocraté and health personnel. In this instance

v &

people have o seek the services.

On  the

cther hand PHC, emphasizes on prevenition with a

multidizciplinary and  multisectoral approach with - coinmumty
invelvement at every'stage. .o -

The
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components of Primary Heaith Care mmcludes

Eduea 1 n concerning the prevailing health problem and the
me é‘fb 1:3'? *;:arevﬂﬂth g and. cmntre]hng them.

Procesmngs gf Jafina Science Association - 1895
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- 2. Promotion of food supply and proper nutmtmn
L 3 &dequa‘(a supply of safe water. o
4. Maternial and child care mcmdmg family plamnne

" 5. Imimunization against major communicable diseases.
6. Prev sniion’ zmd r*antrol of 10:.,3]1}? endemic diseases.
a7 L—lpprupﬂate treatment of common dlseases and injuries.

8. Pra:a"z:;mn of esa.entml drugs
g, Mentai Health

The delivery of PHU involves a system where there will be a primary
heaith care c-amplex covering the entire country with referral hospitals

for tertiary care.

’l‘he Weﬂ know diagrammatic representation of  PHC 15 gmiven 1in
5 |

Primary Health Care Centres
[One per 3000 population)

Subdivision Health Centres
{ One fm apo;mlatmn of 20 GGO)

R

e h RS Dw;swual Fealth Centre-:», "
L (One for a pﬁpul ation of 60,000)
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Flgure 1; anary Health Care complex i

‘“artlmpatmn of thv people is not- simply the cnm:nbutmn of reqoumes to
_a health systein managed by profe;.smnals nor is Pmnm Health Care

Procesdings of Jaffna Science Association - 1995
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a matter of providing Community Health Workers with inadaquate
training, isolated from the rest of the Health Care system,
unsupported and unremunerited by the people they serve. If 1s not an
mferior system, but rathﬂr a total system, permitting all people to
have access to the level of care thay requira f_..t a cost that is within the
meens of the country and the tndividuals concerned. 1t is not =
“prograrame” ic be 11111}19 mented in isclation either from other
tachmical programmes in the heath sﬁ'stem or from other sectors out
side the: }Wealfh system. o '

The concept of concentrating on grassvost lovel: he:ﬁth workers rather
than sophisticated hospiials was b:*m.ﬁ., e '::'Ciu.r,ffd ionig b@im’ﬂ the Alma
Ata conferente, -

The “barefoot doctors” of china is an example *"‘he::.e health personnel

were neither “barefoot” nor were they d{}f*mrs but most of the

. concepts of PHU were oncempassed in this system of health care in
china. The health services left over from old china were backward. In
1949 when China became free, there were only 505,000 professional
health workers for a population of 500 million Chinese and most of
‘them were concentrated m larga cities {17 Most of the doctors and
the elite left {thina when the communist regime took over.

" After the establishment of the Pecple’s Republiz, Mao ise tung, a
" medical man himself left with a depleted health cadre, placed
smphasis on training local personnel in the villages, teaching them
what could be put to immediate use. conducting crash ccurses and
providing refresner tr-alnmg to health getivists, herbal doctors and

peasani with a certaiit'level of education. These peasant worked part-

time as peazant and n'xrt-’ruznp as health workers. By 1981 there were
1.396.000 barefoot ducmm and 2.591 000 aides and birth attendants

Thirty years aftor ths intmductié of the “barefcot doctors” China's
Crude Mortality rate decreased from 25/1000 population to 6.2/1000
population and the Infant N‘Iarta]lty Rata dropped from 200/1000 Live

births to 12/1000 live births ia the cities and 20-30 per thousand hve
.. births in the rural atreas. The incidence of most parasitic diseases had

Procecdines of Jaffna Science Association - 1995
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also decreased aiﬁrﬁfim_nﬂv ’f‘ne hfe exnectancy rose from 5 vears to

around 98 years. Although thess changes cannot be solely attributed to
the barefcot doctors, they hawl contributed immensely towards the
unprmfement of tie hemfh status of the peopls of China.

.Irr;
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Nhat 18 fh secret of Ohine’s achievement?

The most -‘&i.:.m*;’_}{}ri;mt factor was Ching’s tremendous political
commitment to the of sock of nprovinge tne quality of life-especially
among the rural T')’n}aﬁ_:itm*-l Healtn Goals have been given top priority
and this pﬂ]i ticad commitment permeated to all levels of government
and all social and mass orgenizations, eNsuring su:utamedr popular

~anpport.

'“'he second :in::.purﬁa:m frotor wasg high level of decentralization which

: perml’tted the . integration ¢f the health sector with all aspects of
LB

_economic and qﬁﬂlﬂ devmapmﬂn’r and has facilitated the peoples’
involvement in the e fimancing and management of Health Care.

Another factor wasg the concorted action in many sectors which
resulted in equitable distribution to permit minimally adequate shelter,
clothing and absve sil ezsential food at affordable prices, expansion of
literacy and inass sducation, provision of public service such as water
supplies, transport, and policies and programmes related to f{family
planning. All thece have contributed to the improvement of health
status.

The developmeni of the Chinese health care system i the past,
starting  with mase mobilization f{or prevention, followed by
development of c¢ooperative health centres, the emergence of the
‘harefoot doctor’, the combined use of western and Chinese medicine,
the development of the commune and brigade netwerk, with its
cooperative medical Insurance schemes 18 a concrets -:ad lving
expression of what contrbuiss appropriate technology.

f‘mccemi“a of Jafina Sciznce Associahon - 1995
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e tpariscormaion: or tne mtentionn of the Alma-Ata conterence was
left to tho individaa! counires to t**ansiate the Declaration of Alma-Ata
into batier healih for their people.

Fruch *imeo has been davoted to international debate on whether PHC
hes peon n suceass or failurs. Scme critics say that PHC has failed
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The consilintion of it Lannia orovie 1%5* for the acveptance of Health as
s fmcamenssl vighi Aicls 27 727 C of the constitution prevides for
the renlzadion by o'l eifizens of  on adequate standard of Living
molucins foad | oloiing, houding, and b ﬂth cave {3/

. In Vebruavy 1iB&0 this commitment was reaffirmed by signing the

I R TRt I Sl

chyortor o E':f_h;L Lovelonmont to provide ° Health for all by the year
9000 LIV The Sve year rlan for 1984-88 states © it is envisaged
that  the  health  infootructure system will  be consistently
sirengthansd by the extension of the programme to provide I'rimary

, - : -y i En 3'1 _::._*;'1
. Hezuth Cord

National "‘*:Tiaﬂ:-::r._. i;_.. Sioal L For AU by the wvear 2000 were
formulaisd cnd adophed 1 1830, The main features of the strategies
vrere

1. Betablishmoent of o National Health Development neiwork to
. gmeoure imiersectoral coordination for health development

e

= T{} plnce grester emiphasis on decentralization of health
adruinistration ' '

. Priority identification of PHC components and development
of an 1mplemontation model for application on a national
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On the basis of the recommendations of the Alma-Ata conference the
Standing Cormmmittse on PHC 1de,nt1ﬁed the following 17 areas of
activity for development of PHC

1.  Proper and adequate nutrition

2 Q‘-afe RISy

2.  Basie Samitation and hygiene

4. Maternal caro

5. Child eova (with emphasis on the infant and preschool child)
5.  famiy Plawoeng

fi Immuuvzsiion

5.  Pravention and control of common communicable divoases

)

 Prevention =nd control of common non communicable
disenszes

10, Appropriats and early management of common allments
AN GINETZEONC10S '

11. Siranle rehaniitation
12, Mental fdeshin
3. Scnool Health
14. Ovral Health
15. Occupationzal Health
16. Prevention af Blindness and visual impairments.
17. Health Education and community organization for PHC

The main nlan of action proposed in the early 1980s for implementation
of the PHC strategy incinded {3/

+ Generation of political leadership through seminars and
confererces for ministers, members of parliament and
members of local authorities

-+  Establishment of health stb commuttees at district and
divisionazi levels

# Mlobilization of more resources to raise the percentage of
health expenditure. In 1993,4. 5% of total e‘zpepdlture (Rs.
”1&‘2_! *‘nﬂlmn) was spent on health {4/

Proceedings of Jaffna Science Association - 1995
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With woplsinentotion of the Yrovincial Covrong A_Q‘E; o1 18 3‘4 the Henlth

ainEs :,,r:g.;; Eéﬂ‘ by o resvdting o ths Manisicy f}f Hﬁa}ﬂl and Women's

ST S -J#_,fv' . : y
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- -istriss of health ©f proviveial level (Figars O) m the 8 provinces £ 47
' craat f—';'_”‘ ‘Diefrint gecretariat  in 1992, further

organization chanres vers meds 13 bae Health Qe—mﬂce with a
Pro\m;c;,ﬂl Dhrecior cf caith Zervices [ ing ﬂ,;pbdﬂ:gd (figure 2 & 3).
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Responsibilities of the Ministar ~f Health & Women affairs were
¢ Laying down of Policy muidalines.
¢ Moadicad and -’*araﬁmmﬂ—:ﬁ sdncarion.

o HKanagemeat of madical Institutions involved in medical
~ paramedicsel education.

o Bulk purchase of melical requisites

Proceedings of Jaffna 3cicnce Association - 1995



T

ML Sivarajan .

Provincial Minster of Health

i P el B k- el el ol iy

() . i

1

i
:
B
3
g
i
: [+ | | -
1 : :
Lm o l . I:
F..z_ﬂmn Gt _ e :
' R A 2 2
i y =y ™ : Y g 31 h oy - AT
{  {Forper Regiona D Eﬂﬂi}l oi Healt s.ﬁr}g 1-7':&5*.; !
. . - _ E | I ._ ‘j ,-l . - I . .
. Drenut Dnrecior of He 2lth &erv-ces .
(Formeriy Meds Health)
-:- P PTG Y Ricdicnl oficer of Hes ;
: ;

Fiogre B Henlth Care Services at t’rwmcml Level

1o Lrepuby f sctor of Health Services would be 1“&?901151})16 {or
= rmz.pwaeﬂz: ra Health Care to a population of 60, ‘300 80 000
-~ co-srdinatien of curative and preventive services

_ adnumistration of curative institutions including distret

- - : ] ? , 1 ‘1 . i . -.L.,. -;-
2 r _ = N ‘ N
£ ‘ AR 3 ENEYIyYES
510501 2 ane oSiow.

553, curative care was proviaed | I:‘.::'5« 504 hospitals having 48949 beds

distributed “_rvg_. Qyi Lanksa. The least number of bede per 100,000

_.;33 ff‘

population iz in the districts ol | ia}m.er_, Vavurayva, Muallative and

‘*'*“’wcme ap {44

Synventive henith core is carried out by 215 health units by Medical

po vyl
Ofirors of Heallbn,
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Heﬂtr Mideve {Pamily Health worker) and Publie Heaith
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The situaiion 11 Sri Lanka ©oo i3 not sneouraging ana  the progresz in
the North-E astern “?‘-::;“u ice of Sri Lanka is positively discour aging.
The main reason is lack of grassroot level health workers. Table 1 and
Table 2  give the veguirement and availability of DU M o d PHI
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Table 2: REHUH‘IIIQTltS .:md avaﬁaﬂlh; Ji F‘ HC wm*lferﬁ in N orti‘*
ant Prwmc& C SR
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In Sri Lanka 75% cof the PHMS a:a_d BU% Gf tnc PHI«« m—‘-{“"iﬁd are
available. In the uEP only 42.7% of the reqmred PHMs and 42.3 % of

the required }f’*{iu are. avauaﬂlp It s of interest to note that cut of
the 370 PHWM i1 the HTEP’ 35% are in the Ampsaral district  In the
Jafina Distﬂc* fmij{ 30% o" the PHM% and 28% of the PHIs needed are

avaiiacle. FV"‘-‘*H AIMDNE the PHis a ma* ority are _‘i“ﬂ~€ﬂ1fl@‘ir 534 or are on
the verge of retirement. The: present situat tion is the end result of *
inadequate training. &thgugh the Nurses Tram;‘, a.mhﬁ,:; ai Jaffna
has a capacity o train 50 PHMs gvgr-? ysar, ! t‘r‘ c,]ﬂ-r 4:3 have bean -
trained during the paﬂ: 10 years, L, T .

- -

What are the mgredmnm fﬂf" 11{‘5?%%‘ of PHC Thﬁ W" Erl““nt‘mﬁlta,fi?é
comrnittes on  prunary Health Cave evebymen‘r mentf_ﬁec‘ the
following criteria {27 ‘ '

 porzigting national political, zpeial and mlam,lal -:,u.,mmfmel it
with clear policy and admuqtr&tw? gmdahne:. that reach {o
the periphery.

i

¢ strong management capabihies fhat can Jmpjement the
programames, including management informat lonn gvstems
that track equity and effectiveness and point townards those
who are espec 12\41? at risk.

s health personnel oriented and tramed as to unders tand and
have their own comutment to the implementation of

Primary Health Care-

Proceedings of Jaffna Science Association - 1955
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Genesis and Development of Primary Health Care Strategy

¢ decentralization to district and sub district levels so that

management decisions can be made with close relevance to
lcu. al conditions.

S X

¢ communty pa_rtmlpdhon with actwe involvement in local

decizion about Primary Health Care planung and
impiementation. '

o sustained financing, prei orably with community input to the

extent that it will engender a sense of ownership but
without inhibition of usage. '

» Primary Health Care programmes that bring ‘life-saving

i;ec}umiﬁmea to individual families at costs that are affordable
even in the mlcljs_i: of pmrert};! -

L

What are the causes of our failure to adnmﬁ the target

1 Al.m neh b uﬂ{il‘ﬁil"- of '*'ﬁhunm ha beer Wl‘lti*‘—ﬂl OrL F’LI""‘ there

-
-

e

.-I-

15 1o frue ‘*t}mutment on "hw p t ot }*e }_mhhu@m e or the

Admirustrators.

in counimes ijl{ﬂ bri L:anl(,l W‘}'ﬂbﬂ 13 prﬂdmm:xmtlv “‘1"1*'1111;111'31
the Pﬁhhhr_i base is ‘mainly rural. A pal‘!w aof bealth Care
sustained by the pmyle in rural areas is seen to be fraught with

nolitical dan#er L 77 T!'wr,_..fm*e ant:wlam: ‘are raluctant to
;;ainpa.a.ﬁh a1 torce Pl—i b
There is a tendency to build sophisticated hospitals and intensive

care units staffed ‘ﬂ; highly Ci‘ilajﬁit!.i personnel, with the hope of
expanding them progressively as resources m wcreased until the
entire gc}pulatmn wag covered. The consequences of thie type of
thinking has bee‘n quite conirary hecause resources are hnmited
and funds are not available to even maintain the very axpensive
equiprient in these Bl:-_-;i}ﬁutim}&

In Primary dﬁ*ﬂtb 4'3_ wheq regources are lmibed, priority
should be given to undeserved areas and to high rizk groups m

Frocezdings of Jathua Seenee Azsocianon - 1995



N.Sivarsjgh 0 T

the population. One major pmb?em avea is the lack of trained
manpower at grassroots lev rols for PHC. Trzining grassrools
lovel workers for Tamil speaking areas has been severely
neglectad  although facilities arve av ailable at the Nurses
Training schools in Jaffna and B Catticalon. The training of the
paramedicals should be decentralized to the provincial level.

3. In order i;a 'ha'»r&- AT effef:%;ivé Pritamry Health  Care sttem

fizat ’ i Loyika slthough “lip service”
13 G‘ivew ‘t-a.; {iﬁf*entraﬂ aa’n{m ‘in  effect there is very little
decentralization, & mo: st Health Admini strators are reluctant
ﬂ) g:';.\f% “'ﬁ"“"” thezr hold on thep aﬁgjbzz'ai adni h-szf#mn
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4. T he IIleL'L PO ofessions is alzso pertly vs %‘;j’}nsibk; for this
failure. It has failed to orgamize public and politieal support for
PHO. It has been suggesied {7 hat the 'fned;sm profession
should organize themaab;eg into a consortimmn of pecple from
Universitiss, National znd Inte raationzai  Insh tusions and
Professicnal bodies - a szort of u?euﬂ NGO gwvmng political
ieadership in favor of - PHQ} fmr-a -51...3‘“'}"‘0"" me the WHO and
member states. | '

What is the future of PHC inNEP? - -~

The health care situation in the NEF (especially the North Province )
today is somewhat similar to the situation on China ia the early
19505, Hospitals ara broksen down or closed. Senior doctor have left
the wuﬁrﬁr Doctors who graduate are leaving. In chort, the health
service is deteriorating rapidly and we are on the verge of a major
crisis.

Is PHC the answer to our present situatien or are there any other
alternatives?
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