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Primary health care in the Eastern
Mediterranean Region before and

after Alma-Ata

Ahmed Ali Abdullatif '

Introduction

Addressing the issue of primary health care
(PHC) in the Eastern Mediterranean Re-
gion before and after the Alma-Ata Decla-
ration is a demanding task. It is, in essence,
writing a history of the national health sys-
tem of 22 countries over the past two de-
cades. This task is also constrained by the
fact that not all the data and information on
the health situation twenty years ago can be
easily accessed.

The aim here is to review, analyse and
present a concise resumé of two eventful
decades in which PHC has made all the dif-
ference in the health systems of Member
States in the Region. To facilitate this re-
view the PHC situation before and after
Alma-Ata has been grouped into three main
categories of functions.

The first category relates to creating an
environment conducive to health, the sec-
ond to learning the art of well-being and the
third to the delivery of preventive and cura-
tive services, These three main areas are
valid for the assessment of PHC as well as
for future action. Each of the three func-
tions overlap and interact. They are de-
tailed here beginning with a very brief
review of the situation before Alma-Ata
followed by what has been achieved to
date. Further discussion includes the differ-
ent elements of successes, failures, chal-
lenges and possible future strategic

"WHO Representative, Oman.

solutions. This article looks briefly at the
history of PHC in the Region and how to
build on the experience gained so far to re-
form and upgrade PHC.

Primary health care—definition,
scope and range

The Alma-Ata Declaration states that:

Primary health care is essential health
care based on practical, scientifically
sound and socially acceptable methods
and technology made universally acces-
sible to individuals and families in the
community through their full participa-
tion 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-determi-
nation. It forms an integral part of both
of the country’s health system, of which
it is the central function and main focus,
and of the overall social and economic
development of the community. It is the
first level of contact of individuals, the
family and community with the national
health system bringing health care as
close as possible to where people live
and work, and constitutes the first ele-
ment of a continuing health care pro-
cess.
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This definition describes the different
features of PHC. It is clear that the scope of
PHC focuses on the whole system and pro-
cesses of curative, preventive, promotive
and rehabilitative care concerned with the
improvement of people’s health. It also fo-
cuses on the means and activities that bring
improvement to health care. As a multifac-
eted concepl, il includes elements that are
determined by the level of socioeconomic
development rather than a fixed package of
programmes. The components (elements)
of PHC vary from one country to another.
In the Alma-Ata Declaration mention was
made of at least eight elements of which the
PHC programme should comprise. These
elements were examples rather than a fixed
menu, chosen for their importance and to
respond to the priorities and needs of devel-
oping countries. In fact, these elements
show the global consensus on priorities and
the global thinking on addressing priorities
as well as the solidarity of the world to-
wards addressing major health needs.

However, although priorities, and the
means to handle them, change with time,
PHC always remains the essential means
and strategies to address priorities identi-
fied in partnership with the community to
achieve health for all.

Another feature of the PHC concept is
the level it works at, which is determined
by the prevailing health system. The num-
ber of levels of health care varies from one
country to another. A usual pattern in the
Region is that levels of care coincide with
the administrative levels.

The first formal level will be a health
unit (Egypt, Islamic Republic of Iran, Mo-
rocco, Pakistan, Sudan) or a health centre
(Iraq and Saudi Arabia). The bigger the
country the smaller the first level of care.
This is to allow for higher accessibility ina
cost-effective way. The staffing of the first
level of care also varies as does the range of

functions. Some countries have auxiliary
health workers (Djibouti, Islamic Republic
of Iran, Somalia, Sudan, Republic of Ye-
men) whereas most countries deploy physi-
cians in the first level of care (Egypt, Iraq,
Kuwait, Lebanon, Libyan Arab Jamahiriya,
Morocco, Oman, Pakistan, Palestine, Qa-
tar, Saudi Arabia, Syrian Arab Republic and
Tunisia). The first level of care or the local
level of care is a useful indicator to show
the extent and principles of the service to
community. Budgelary allocations, by level
of care, are also important indicators of the
commitment and translation into action of
PHC policies. They indicate the priority
setting in planning at the ditferent PHC lev-
els and the PHC activities (promotive, cura-
tive, preventive) in each level.

Primary health care as a term was intro-
duced to the Region in the Regional Direc-
tor’s Report of 1975. Before that, the term
basic health services (BHS) was used. In
some countries (Egypt and Pakistan) the
term basic health services is still used in the
ministry of health structure to mean local
level services. In addition to its dimension
of care provision, PHC has a social justice
dimension which affects continuity, reori-
entation and readjustment of the health sys-
tem.

Irrespective of how PHC is formally la-
belled in a country, this review will focus
on how far the three main functions of PHC
are performed in the Region. These interre-
lated functions are grouped under three
main headings; the ability of the PHC ap-
proach to create an environment {climate)
conducive to health; the development of
the health system towards a better quality
of life and not merely the absence of dis-
ease, i.e. the art of well-being, socially,
spiritually and physically; and PHC’s most
common function, the delivery of preven-
tive or curative services.

V444 ‘@l)l Aomadt Goede ¢ LI Gl R biin ¢ o il B8] Rt Almel



Eastern Mediterranean Health Journal, Supplement to volume 4, 1998 $87

Creating an environment
conducive to health

By creating an environment conducive to
health we refer to the efforts made to create
a climate which helps the health system
achieve health for all by inputs and activi-
ties outside its formal (ministry of health)
hierarchy. Such an cnvironment must have
the prevailing vision and policies regarding
sustainability, adequacy, integration, equity
and quality of the following cssential health
system features: managerial processes, or-
ganization set up, resources (human and
material), norms and knowledge, public
and private health economies, and delivery
of health care at first level, referral level,
secondary level and tertiary level. By ad-
dressing these parameters as a national,
macro-level responsibility, the national
health system is geared towards the princi-
ples and targets of health for all.

Social and spiritual dimensions are also
important factors contributing to health be-
haviour and to the different stages of policy
formulation, programming, planning and as-
sessment. These dimensions will be dis-
cussed later when we look at the art of
well-being function, where their impact is
more pronounced on the citizenship of indi-
viduals.

An environment conducive to health
needs political commitment, vrganized fi-
nancing and planning based on political
commitment, intersectoral action and part-
nership with the community. Each one of
these will be briefly discussed.

Political commitment

Political commitment for PHC shapes the
health care system, it’s functions, organiza-
tion, economics, delivery and management
style. 1t is an interactive process between
the stakeholders (politicians, planners,
economists, and pressure groups) and the

ministry of health. Before Alma-Ata, the
main preoccupation of the ministry of
health was the clinical care system and its
curative institutions. The image of health
was seen in hospitals; the main investment
was in hilding haspitals and the main pa-
rameters were the number of beds and phy-
sicians per population. The focus and scope
were mostly the curative care infrastruc-
ture. Health was, in a way, translated as be-
ing “not ill” or “cured”, and health policies
were restricted to yearly national plans for
civil work, logistics, training, equipment
and salaries. This was a simple exercise
usually done by planners with little in-
volvement by health program managers. In-
volvement of grassroots in the planning
process was minimal and the community
role was negligible. Planning was a norma-
tive function limited to the central ministry
of health.

After Alma-Ata, explicit policy state-
ments supported grassroots infrastructure
development and equity in the Region. The
trend was also in support of promotive ser-
vices, decentralization and equitable distri-
bution of health services. All countrics of
the Eastern Mediterranean Region are sig-
natories to Alma-Ata and committed them-
selves to the principles of the PHC
approach.

After Alma-Ata and by 1979, WHO in-
troduced the concept of “country health
programming” where criteria for prioritiza-
tion, feasibility, relevance, role of other
sectors, etc. were important parameters for
the planning process. Almost all countries
in one way or another underwent this exet-
cise which later on was upgraded into a
new planning exercise called Managerial
Processes for National Health Develop-
mcnt. Both of thesc cxerciscs contributed
to a new way of thinking, first in ministries
of health and through them in the planning
process for health in the country as a whole.

VARA ¢l ol mde ¢ Adll) Bl dadine ¢ dan gl 2 domall Al



S88 La Revue de Santé de la Méditerranée orientale, Supplément au volume no. 4, 1998

At this stage, countries were requested to
develop their own strategies to implement
PHC. This step greatly influenced national
development plans to cater tor PHC pro-
grammes. In fact, today many countries re-
sort in their health planning to these
principles introduced by WHO in the 1980s
and early 1990s. Successful stories in such
planning processes are seen in Islamic Re-
public of Iran, Oman and Saudi Arabia.

Primary health care financing
Financing of health care determines the
scope of care whether promotive, preven-
tive, curative or rehabilitative, and the sus-
tainability of its provision. Before
Alma-Ata there was a mixture of public and
private financing as well as traditional
practice. The main thrust of health care fi-
nancing was for clinical care which gave
the private sector a relatively prominent
role. Financing was mainly out-of-pocket
and health expenditure as a percentage of
GNP was very low in the 1970s As the
structure of health care was limited to cura-
tive services, financing was accordingly
planned basically per hospital bed. Hospi-
tals are costly venues for treating simple
ailments. Data on the cost-effectiveness of
the health care financing before Alma-Ata
is limited, but assuredly hospitals were
treating diarrhocal cases, acute respiratory
infections, malaria and other endemic dis-
eases, all of which were highly prevalent in
most countries at the time. As there were no
cost—effective alternatives such as health
units, one can assume that essential care
(PHC) provided by hospitals was costly.
Another feature of health care financing
before Alma-Ata was that it served only a
small section of the population, namely
those who were in the vicinity of hospitals.
The high incidence and prevalence of dis-
eases and mortality rates in the 1960s and
1970s clearly reveal a burden of diseases

which hospitals could not cope with. There
were, however, several efforts by some
Member States, such as Egypt with its inte-
grated health complex in the 1960s, the Is-
lamic Republic of Iran with its behvarz in
the 1970s, and Sudan in the 1960s with its
medical health assistants, to find a more
cost—effective way of running health care
services and thus widening the scope of
care.

With Alma-Ata, the shift of emphasis
was made towards the community, spread-
ing out health care, albeit thinly, and opting
away from costly hospital care in order to
address priority prevalent health problems.
Alma-Ata also sought for partners to shoul-
der the cost of health care, such as commu-
nities, health related sectors and traditional
healers. It became evident that, with Alma-
Ata, we were looking for a more cost effec-
tive strategy to achieve health for all.

Comparing 1980-1985 with 1990-95,
more countries are allocating a higher per-
centage of their GNP to health care. Seven
countries in the Region spent more than 5%
of their GNP on health care. It is encourag-
ing to see that the expenditure devoted to
local health care has increased during the
past decade and that for several countries
of the Region more than 50% of their heaith
care expenditure is spent on local health
care. This increase in resource allocation
shows a shift in commitment to PHC. Com-
mensurate with increased allocations for
health there has been a quantitative in-
crease in the number of people served and
functions provided including promotive,
preventive and rehabilitative health care.
Such investment in health care has pro-
duced a favourable climate for health ses-
vices to thrive in.

Since Alma-Ata, health systems
evolved three main ways of financing PHC
in the Region. Each way affects the health
environment differently. The first group
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consists of countries whose health care is
entirely funded by the government; the sec-
ond group has an emerging private sector
while the government remains the main
source of health care provision; and the
third group has a strong private sector. It is
increasingly being recognized that health
care is becoming an expensive service war-
ranting serious consideration. Similarly,
there is growing evidence of increased per
capita expenditure on health, especially
with the increasing proportion of the ageing
population and increased urbanization,
with a corresponding rise in the incidence
of chronic, degenerative and sociological
diseases. Despite a more rational orienta-
tion of public health care systems and cost—
effective measures taken by countries it is
felt that many health care systems are char-
acterized by inefficiencies and uncertain-
ties of economic scenarios. The chailenge
is to design and develop sustainable mecha-
nisms of health care financing strategies
and procedures aimed at encouraging other
government bodies, the private sector and
communities to jointly shoulder the ever-
increasing cost of health care in order that
individuals lead a healthy lifestyle.

There is a growing need to look for al-
ternative mechanisms for health care fi-
nancing. Options being explored include
national insurance schemes, employer/em-
ployee sickness funds, the private sector,
fee-for-service and community financing
schemes. The use of financial data for deci-
sion making, the evaluation of health care
systems and development of scenarios for
projecting health costs in the future are
some of the new initiatives under taken by
some countries as part of the health care re-
form strategy to improve the quality of
PHC service delivery systems.

The role of the privaie sector in PHC
services

‘The private sector, before and after Alma-
Ata, has played an important role in many
countries, particularly in the delivery of ur-
ban health care, including PHC services.
However, information is scarce about the
details and size of this role.

The role of the state in regulating the
private health sector has been weak in most
countries. Professional self-regulatory
rules were either not observed or inade-
quate to control the mushrooming private
sector activities in consultation clinics, pri-
vate health institutions and the pharmaceu-
tical trade in some countries prior to
Alma-Ata. The influence of private servic-
es varies among countries but is substantial
in a few (Egypt, Lebanon, Yemen).

In general,the private sector in the Re-
gion has been characterized by inconsistent
standards, overprescribing, no mechanisms
for monitoring the quality and costs for cli-
ents and emphasis on curative services. In
some countries public sector personnel
have heen permitted to have part-time pri-
vate practices, thus undermining the princi-

ple of equitable access to public sector
Services.

After Alma-Ata, the limitations of the
private sector continued, the need to regu-
late and coordinate their activities were not
motivated by attempts to abolish or under-
mine their role, but rather to make this role
achieve national health goals. In many in-
stances, regulations, directives and laws for
regulating private health activities were al-
ready there, but the problem was in their
enforcement. Standards of services in the
private sector could be improved further by
adopting optimum licensing and relicens-
ing requirements, encouraging group prac-
tices as opposed to individual clinics and
by supporting professional syndicates to
monitor their members and make participa-
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tion in continuing education activities man-
datory in order to continue holding a li-
cence to practice, (as applied in the Islamic
Republic of Iran).

Health insurance schemes in the financing
of PHC
Health insurance schemes introduced after
Alma-Ata were among the possible options
for financing PHC services which have at-
tracted attention. There are many types of
insurance schemes, including national in-
surance schemes, providing universal cov-
erage; employees insurance schemes limit-
ed to emplayees in government, private
sectors or both; and private insurance poli-
cies bought by individuals. The second type
of scheme, which covers employees, has
been adopted in some countries (Egypt, Is-
lamic Republic of Iran and Jordan), while
Cyprus has considered developing a na-
tional insurance scheme. In Egypt, the gov-
ernment employees’ insurance scheme is
being expanded and has already provided
coverage to all students in the country.
Health insurance schemes, particularly
for employees, require a tangible clientele
to justify establishing such schemes. This
explains why health insurance is not yet so
widespread in the Region. However, the in-
creasing tendency for privatization and
market economy should hasten the need for
designing new approaches to finance health
services and, no doubt, health insurance
will feature prominently among these new
approaches.

User charges

User charges were introduced before Alma-
Ata for curative services and to raise funds
in the face of dwindling public health bud-
gets. However, many cautioned against
their use in PHC services as there was
mounting evidence of the tendency to ex-
clude those in greatest need of services,

thus threatening the equity principle. How-
ever, user charges are easy to institute and
sometimes seem the only available option
for some non-supported PHC facilities or
services. In some countries nominal user
charges have been used to curtail excessive
consultations in an otherwise free service
but not levied on preventive services or
those targeted at higher-risk groups, (i.e.
mothers and children).

Intersectoral action

The notion of intersectoral action before
Alma-Ata could have been practised in
some countries on an ad hoc basis but not
necessarily as a policy issue from the min-
istry of health. This is mainly because the
ministries of health have been institutions
for curing, focusing more on hospitals.
They were not recognized as development
institutions nor was there the ncccssary vi-
sion to shoulder such responsibility. It is
true that ministry of health officials were
not equipped nor trained in such develop-
ment issues as intersectoral action or com-
munity involvement. The structure of the
ministries did not cater for such a rcsponsi-
bility and their administration did not re-
flect intersectoral action as a function.

Another factor contributing to the fail-
ure of leadership in ministries of health to
promote intersectoral action was the lack of
decentralized set-ups at the provincial and
lower levels. It is at this lower level that in-
tersectoral action is more feasible and rele-
vant. In brief, intersectoral action was ad
hoc and not institutionalized.

With the advent of the PHC approach, a
ncw vision has been introduced to minis-
tries of health. Health, as defined by the
WHO Constitution, is not limited to ab-
sence of disease, but includes physical,
mental and spiritual well-being. In order to
achieve well-being, other partners must be
included. Health for all again re-empha-
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sized this definition and the PHC minimum
fist of at least eight components made it
very clear that to achieve most of them in-
tersectoral action is needed. Water, sanita-
tion, nutrition and mass education are all
dependent on sectors other than the minis-
try of health. This new way of thinking has
changed the vision of health ministries and
their hierarchical set-up to focus more on
promotive and preventive health as well as
to develop decentralized structures at pro-
vincial and district managerial levels. A
classical example of intersectoral coordina-
tion is the school health programmes which
were launched to combat communicable
diseases, malnutrition among school chil-
dren, and improve dental care and eye care.
Interscctoral action was crucial to fortifica-
tion programmes in many countries such as
iodization of salt, vitamin A in cooking oil
and ferrous sulfatc supplements in wheat
flour, Anti-stoking policies were formulat-
ed banning smoking in public places and
transportation. Dreast-milk substitutcs or
formulas were also addressed to a certain
degree. Mass education by the mass media
in support of health campaigns, promoting
healthy lifestyles and controlling endemic
diseases were ail launched after Alma-Ata
as manifestations of intcrscctoral action,
Developing appropriate environmental
conditions such as increasing access to safe
drinking watcr and adcquate cxercta dis-
posal can dramatically improve the health
conditions of a community. There has been
an increase in the percentage of the popula-
tion with safe drinking water from 56% in
1983 to 65% in 1993. Although for urban
dwellers the access has not increased sig-
nificantly (from 89% in 1983 to 90% in
1993} improvement has been made in rural
arcas from 36% in 1983 to 48% in 1993,
There is a similar trend with adequate ex-
creta disposal facilities. In 1983, 37% of
the populativn had aceess to adeyuate dis-

posal and this increased to 48% in 1990,
For rural dwellers the increase has almost
doubled from 12% to 23% during the same
period. However, Afghanistan and Somalia
do not follow this positive trend due to civil
strife.

These different scenarios for intersec-
toral action are more effective at lower lev-
els. An environment conducive to health
entails better coordination by all partners.
Intersectoral and intrasectoral coordination
are essential prerequisites for sustainability
of health care. With changing demographic,
social and epidemiological patterns the
agenda in front of intersectoral action is
even greater. More concerted efforts and
policies in support of intersectoral action
are needed.

Community partnership
Community partnership is deep rooted in
the history of the countries of the Eastern
Mediterranean Region. It is related to so-
cial, cultural and religious heritage. During
the initial period of PHC implementation,
governments assumed full responsibility
for nationwide health delivery and the com-
munity remained a passive receiver. How-
ever, communities are now more
demanding of transparency and account-
ability by health providers. The need, there-
fore, for active community involvement is
necessary to meet these demands and to in-
crease both the coverage and efficiency of
the programme. In addition, since the indi-
cators of health have witnessed a shift from
disability, morbidity and mortality mea-
surement towards measuring quality of life,
then community mobilization and involve-
ment are vital to achieving quality of life.
Community involvement is at the heart
of the hcalth-for-ail movement. It is about
the all of health for all. Some claim that the
outstanding evolution in the thinking of
public health with the advent of Alma-Ata
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was the notion of community involvement.
Primary health care is directly affected by
the political and socioeconomic circum-
stances which may support community in-
volvement or limit it.

The Region can enhance the implemen-
tation of community involvement further
through different approaches such as the
basic development needs (BDN) approach
and similar in-built social and historical de-
velopmental community approaches, such
as El-Touiza in Morocco and Fl-Taawin in
Yemen. Other approaches are those which
focus on spiritual and social dimensions, or
use techniques and methods of quality
health care. The extension of health work-
ers into the community such as, the friends
of health centres in Saudi Arabia, commu-
nity support groups in Oman, health volun-
teers in the Islamic Republic of Iran,
community health workers in Pakistan and
health guides in Yemen, arc some feasible
strategies to enhance the implementation of
community involvement.

The ubiquitous school network and
nongovernmental organizations are impor-
tant community assets which can be used
mote as entry points to launch community
mvolvement. Tapping potentials in the Re-
gion such as the shura system is a worthy
effort, which needs to be studied and adopt-
ed. The spirit of shura is the essence of
community involvement (as experienced in

Afghanistan).

Literacy and the role of academic
institutions

Education and health have been the twins
of social services. In the 1960s, formal edu-
cation was confined to urban settings. Lit-
eracy rates in the Region were low.
Advancement in literacy in most of the
countries of the Region must have contrib-
uted to creating a better environment for
health. Research worldwide has shown the

impact of literacy, especially among moth-
ers, on health conditions and infant and ma-
ternal mortality rates. In reviewing the
percentage of the population with accessi-
bility to health care with literacy rates, a
higher correlation is noticed with literacy
rates (0.83 for total literacy rates, 0.78 for
male literacy rate and 0.81 for female liter-
acy rate). When we compare the correlation
of human resources and GNP to access to
health care in our Region the correlation is
lower than with literacy. In other words, it
can be said that literacy contributes more to
improving the health environment than oth-
er factors such as GNP and resources.

Another factor contributing to a condu-
cive environment to health is the produc-
tion of human health resources responsible
for important achievements regarding the
expansion and creation of new schools and
institutions which were limited before
Alma-Ata. The number of schools of medi-
cine and health institutes has increased re-
cently to reach morc than sixty schools of
medicine and twice that number of health
institutes for allied sciences. However, de-
spite this fact, there is still no universal so-
lution to the delicate equation of
production, need and distribution of health
workers. Overproduction with maldistribu-
tion and discrepancy between nurses and
physicians is a hinderance to the develop-
ment of human hcalth resources. The Irani-
an experience in combining medical
education and health services within one
ministry represents a radical approach to
solve the problems of coordination be-
tween the health ministry and medical
schools.

Universities and academic institutions
after Aima-Ata have taken certain steps in
support of PHC through:

» reviewing the basic undergraduate
training curricula and integrating the
case management of certain diseases
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such as diarrhoea, ARI and malaria ac-
cording to WHO recommendations;

+ gearing postgraduate training courses,
particularly PHC and family health
courses, to local urban health needs and
adapting the latter to the prevailing
health centre model (e.g. in Iraq and
Oman);

+ participating actively in the urban PHC
service delivery, particularly in centres
that are used for training and commit-
ting themselves to issues of service de-
velopment (Jordan, Pakistan, Republic
of Yemen),

» making PHC problems part of their es-
sential research activities (Pakistan,
Sudan, Yemen);

+ making family practitioners a speciality
in the Arab Board in many Arab coun-
tries, especially the member countrics
of the Gulf Cooperation Council.

After Alma-Ata there was considerable
experience of the positive roles played by
the medical institutions in support of na-
tional PHC goals and development of
working relationships between ministries
of health and academic institutions. The
initiative of the community-based univetsi-
ties, the Aga Khan (Pakistan), Suez Canal
(Egypt), Gezira (Sudan) and others in the
Region, were launched to support the PHC
approach,

Reviewing the five different issues dis-
cussed above namely: political commit-
ment, PHC financing, intersectoral and
intrasectoral collaboration, community
partnership, and literacy and the role of ac-
ademic institutions, shows that these issues
before Alma-Ata were not systematically
addressed in relation to health simply be-
cause the health vision itself was not al-
ways geared to heaith for all. The health
vision was distorted and focused on clinical
(hospitals and curative) care. After Alma-

Ata a movement in support of the above
five issues started, however it has yet to ful-
ly achieve the desired orientation and
change of national health care systems.

Learning the art of well-being

Health is not merely the absence of disease,
it is also the status of physical, mental and
spiritual well-being. In order to achieve this
status the individual has to share responsi-
bility for protecting and promoting their
health. Their role could be substantial, espe-
cially when it comes to the style of living the
individual is opting for. This is the role of
individuals, synergistic and complimentary,
enabling the creation of a conducive envi-
ronment for health, as reviewed earlier, It is
also an enforcing and corrective factor for
providing care when needed, which will be
reviewed later. We are speaking of a continu-
um; of a macro system of providing quality
of life primary health care. In such a PHC
system, the individual is living in an atmo-
sphere where health is valued in social, eco-
nomical, physical, educational and political
terms. Well-being is 2 combination of im-
proved quality of life, extended longevity
and reduced illness. In all these, the individ-
ual is entrusted with the responsibility of
facing challenges and overcoming them. Be-
fore Alma-Ata, the role of individuals and
the community was passive. The role of the
individual is more important at present
where there is a shill of disease palterns
from infectious diseases to behaviour-in-
duced diseases such as obesity, diabetes, hy-
pertension and stress. In assessing the

performance of PHC in the Region, this

function of PHC (and the art of well-being)
needs to be analysed and assessed at the in-
dividual, family and community fevels. The
regional experiences of basic development
needs (BDN) and urban PHC, healthy cities
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and the Action-oriented School Health Cur-
riculum provide the main interventions that
have created awareness of well-being in in-
dividuals and communities since Alma-Ata.
All of these interventions targeted the indi-
vidual, creating a sense of responsibility and
active involvement in health.

Basic development needg approach
Basic development needs focuses on devel-
oping individual and collective responsibil-
ity, in promoting quality human behaviour
and community interaction with local chal-
lenges. It emphasizes dignity and account-
ability. It does not only ensure solidarity
with social and cultural events but also ad-
dresses alleviating poverty thus achieving a
balance between social and cconomic de-
velopment. This is what is sometimes
called development with a human face. It is
based on organizing thec community, capac-
ity building and developing self-manage-
ment and self-reliance.

Urban PHC and healthy cities and
healthy villages

Before 1978, urbanization was not consid-
ered a major concern. The needs of the ur-
ban population were stereotyped and
determined without taking into consider-
ation people’s own point of view or per-
spective. This was due to the absence of
community organizations in support of
health development; lack of rapport be-
tween services and the community; and the
absence of inclusion in health plans of the
mechanisms by which people could be in-
volved. Recently, megacities such as Cairo,
Karachi and Tcheran have emerged. The
pace, causes and patterns of urbanization
have differed between countries and possi-
bly within the same country. Three patterns
of urbanization evolved after Alma-Ata.
The first pattern is where urbanization oc-
curred at a fast pace and where most of the

population is now urban, (most member
countries of the Gulf Cooperation Council,
Cyprus and Libyan Arab Jamahirya). The
second pattern is where urbanization was
substantive (40%-60%), but not dramatic
(Egypt, Islamic Republic of Iran, Morocco,
Pakistan and Tunisia). Finally countries
where the urbanization process has been
modcst or slow (Afghanistan, Sudan, So-
malia and Republic of Yemen).

After 1978 urbanization and population
ageing yiclded different health patterns,
which are:

* Poverty-linked: resulting in poor hous-
ing, poor nutrition, overcrowding, ab-
sence of safe water and sanitation.

* Environmental: mainly related to air,
soil and noise pollution, waste and in-
dustrial hazards.

*  Medical problems related to urban life-
styles: including noninfectious chronic
diseases of metabolic, degenerative or
neoplastic origin; smoking; and road
traffic problems. Presently these prob-
lems represent the major cause for mor-
bidity and mortality in many countries
in the Region.

* Psychosocial problems: represented by
increased incidence of mental stress and
neurotic disorders, adolescent delin-
quency, alcoho! and drug addiction,
sexnally transmitted diseases and vio-
lence. The special at-risk groups for
these problems are poor or unemployed
youth and street children.

These patterns of diseases show what to
focus on at present in order to create an en-
vironment conducive to urban health care.
In many cities, there has been an absence of
a unified administrative or managerial body
responsible for overall city health. Munici-
palities, governorates, ministries of health,
the private sector and nongovernmental
agencies, in many instances, operated inde-
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pendently. The absence of a unified urban
health authority impeded the development
of comprehensive health plans for cities,
and at the operational level, hindered coor-
dination efforts. This set-up meant different
policies and values of health. It may be ar-
gued that different providers should be en-
couraged but that the health policies should
be consistent. The role of the ministry of
health as the responsible authority for
health policy is being promoted and ac-
knowledged for PHC.

With proper approaches to community
organization and community sensitization,
many tasks could be achieved in urban
PHC, and there are a number of experienc-
¢s in the Region of building local capacities
of citizens to contribute to health through
partnership and ensuring responsibility in
health devclopment. They include urban
health volunteers (Islamic Republic of
Iran), Friends of Health centres (Saudi Ara-
bia), and Red Crescent volunteers (Qatar),
together with many other examples from
nongovernmental organization projects,
BDN initiatives and university projcets.
The Aga Khan University model of com-
munity health workers in Karachi city and
PHC tcams of nongovernmental organiza-
tions in slum areas around Khartoum are
good examples of alternative approaches
under pressing circumstances.

The healthy villages and healthy city in-
itiatives were launched in the 1990s The
basic concept of the project was to put
health as a priority agenda for citizens and
city authorities and to mobilize intersec-
toral and community resources in the city.
The project used political lobbying, com-
munication and community organization as
its main stratcgics. The experience pointed
to the great potential of the healthy city ap-
proach in achieving PHC goals in the urban
setting.

Examples of healthy villages from the
Region emphasized solidarity of villagers
in health and willingness to participate in
projects for the improvement of their envi-
ronment. Projects for laying water pipes,
connecting to sewage disposal networks,
solid waste collection and disposal were
entry points to organize and mobilize com-
munities in many countries. Health clubs in
Tunisia, Social Fund activities in Egypt, en-
gineering input hy the University in the Or-
angi pitot project for sanitation in Karachi
and female volunteers in urban health cen-
tres in Islamic Republic of Tran are all ex-
amples of initiatives taken to ensure
well-being.

Health protection and promotion

Health protection and promotion have a
synergistic effect, creating an environment
conducive to health through change in the
knowledge, attitudes, behaviour and prac-
tice of individuals. With the advent of the
PHC movement, health promotion became
an integral part of all preventive pro-
grammes. It has been researched through
several knowledge, attitudes and practices
surveys and health promotion has become a
cross-cutting activity in the work of many
departments and institutions. Health educa-
tion departments at present exist in all min-
istries of health. Training in health
promotion forms a substantial part of train-
ing programmes for health personnel. How-
ever, these are only part of the health
promotion spectrum. After Alma-Ata,
countries in the Region have also launched
several initiatives and policies in support of
health promotion such as the Action-orient-
ed School Health Curriculum (AOSHC)
and the policies on spiritual and social her-
itage prevailing in the Region. The aim of
AOSHC is for children to acquire life-long
healthy lifestyles and skills. Children are
trained at school in home health, communi-
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ty health and campaigns against smoking
and drugs. These children then become
agents for change in their homes and the
community.

Other initiatives introduced in the Re-
gion with the advent of PHC were the To-
bacco or Health Initiative, the Milk
Formula Code, Baby-Friendly Hospitals,
Care of the Elderly, the Safe Motherhood
Initiative, followed by the reproductive
health movement, and the fortification of
micronutrients in the staple foads of chil-
dren and adults, especially mothers. All
these were triggered or enhanced by the
PHC movement. These policy issues en-
hance individuals® active involvement in
healthy living.

The Region is rich in spiritual teachings
in support of healthy living. The responsi-
bility of individuals, as shown in religious
teachings, is very clear regarding many as-
pects of daily life. The teachings of holy
books go into details of personal hygiene,
caring for the environment, responsibility
for family health, caring for the elderly and
young, support to the poor and destitute
and rewarding all good deeds to neighbours
and community. Such potential has been
with us for centuries. Alma-Ata encouraged
reference to these teachings, however, the
potential has not yet been fully explored or
used to ensure the individual’s compliance
to such teachings. A start has been made
through conferences such as the Amman
Declaration for Health Promotion which
tackled several issues regarding healthy lif-
estyles according to Islamic teachings.

Delivery of preventive and
curative services
In the early 1970s a few countries tried demys-

tifying medical care, for example, by using
auxiliaries (0 treat common, simple ailments,

Though still in the domain of medical care the
treatment was nearer to the people. Research in
poorer communities, mainly outside the Re-
gion showed the relationship of other develop-
mental interventions to health, such as
agriculfure to nutrition and infection; water to
diarrhoeal diseases. But before Alma-Ata,
public health (which is the basis for PHC and
health for all) was given a second rank and usu-
ally was the responsibility of the municipality
and not the ministry of health. Preventive pro-
grammes such as malaria control and smallpox
eradication, the two most prominent preven-
tive programmes, were vertical and isolated
from the mainstream of health thinking and vi-
sion. In fact, smallpox eradication was made
possible, in addition to its epidemiological fea-
sibility, when community mobilization, sur-
veillance and logistics were integrated into the
health system. Before PHC and health-for-all
concepts had been in operation globally (he de-
livery of health services was characterized by
being centralized, not integrated intrasectorally
nor interscctorally, and of a vertical, isolated
nature, confined to the medical profession and
technology.

The PHC system and health
infrastructure

Substantial quantitative infrastructure de-
velopment has been witnessed since Alma-
Ata. Health technology, health functions,
logistics and networks all expanded dra-
matically in comparison to the era prior to
Alma-Ata. At the same time initiatives were
launched for developing human resources
for health and the building of training insti-
tutions. These varied from training of com-
munity health workers to the training of
paramedics and higher levels of health pro-
fessionals.

Accessibility o health care is relatively
high in several countries of the Region:
80% of the population in 18 countries have
acueess 10 local services. However, in a few
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countries, such as Afghanistan, Somalia
and Republic of Yemen, accessibility is low
(39%, 20% and 45% respectively). The ur-
ban/rural difference is also revealing as a
majority of the countries report figures that
show that more than 80% of the urban pop-
ulation has access to health care, (with Re-
public of Yemen being the exception at
68%). However, this accessibility rate is
not seen in many rural populations. For ex-
ample, in Republic of Yemen and Morocco
only one-third (35% and 38% respectively)
of the rural population has access to health
care.

The ratio of health personnel to popula-
tion is quite high in the majority of the
countries. Twelve countries have at least 10
physicians per 10 000 population in the Re-
gion; Lebanon has a high of 28 and Afghan-
istan a low of 0.3 physicians per 10 000
population. Fifteen countries have at least
one dentist per 10 000 population, with
Lebanon again having the highest, 11.7 per
10 000 population and Afghanistan the
lowest at 0.03. There is at least one pharma-
cist per 10 000 population in 15 countries
with Lebanon having the highest ratio, 8.7
and Somalia the lowest, 0.01. On average
there are 21 nurses/midwives per [0 000 in
the Region (Libyan Arab Jamahiriya has a
high of 36.6 and Afghanistan a low of 0.7
per 10 000 population). A ratio of at least
10 hospital beds per 10 000 population is
found in 16 countries; Libyan Arab Jama-
hiriya also has the highest number with
36.9 but the regional average is only 18.42.
Nine countries have at least one PHC cen-
tre per 10 000 population; Palestine has the
highest ratio of 3.7 per 10 000 and Afghan-
istan the lowest of 0.1.

Overall the increase of health facilities,
training institutes and human resources is
one of the main achievements of PHC. The
quality of services provided has also im-

proved in many countries with the adoption
of the PHC approach since Alma-Ata.

Provision of care

The provision of care has improved signifi-
cantly over the past 15 years. The percent-
age of women attended by trained
personnel during pregnancy has tripled
from 15% in 198385 to 49% in 1991-93,
and the number of women immunized with
tetanus toxoid during pregnancy has
jumped from 8% to 50% in the same peri-
od. The percentage of women of childbear-
ing age using contraceptives has doubled
from 16% in 1988 to 33% in 1991 93 The
number of infants immunized against diph-
theria, pertussis and tetanus has increased
from 40% in 1983 85 to 76% in 199193,
At present it is above 80%.

Such preventive measures have contrib-
uted to a drop in infant mortality in the Re-
gion of more than 20 points from 101 per
1000 live births to 77 between 1983 and
1993. The Islamic Republic of Iran and
Egypt have had the greatest decrease in in-
fant mortality, down 57 and 64 points re-
spectively between 1980 and 1995, During
the 1990s, the infant mortality rate was 25
or less in nine countries in the Region. The
under-five mortality ratc dropped from 129
per 1000 in 1990 to 106 in 199193 and
currently ranges from a high of 248 in Af-
ghanistan to nine in Cyprus. The under-five
mortality rate was 25 or less in five coun-
tries in 1995, In addition, the maternal mor-
tality rate has dropped from 474 per 10 000
live births in 1990 to 312 in 1991-93.

At present with the ageing of the popu-
lation, the overall lifc expectancy for the
Region is 62 years, whereas eight years ago
it was 55 years. However, there is great
variation between countries. For example,
life expectancy ranges from under 50 in Af-
ghanistan and Somalia to over 75 in Cyprus
and Kuwait. With increasing life expeclan-
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¢y in most countries for both men and
women, more and more elderly populations
are seen. The Region had also witnessed a
shift in epidemiological patterns; countries
are reporting more and more chronic dis-
eases and there is a shift from childhood
and communicable disease to behavioural,
chronic and adulthood patterns of disease.
For example, in Oman, hospital deaths
from cardiovascular disease, cancer and in-
juries (the three leading causes of death in
1996) have increased dramatically from
slightly more than one quarter (28%) of all
hospital deaths in 1984 to more than half
(52%) in 1996. Many countries are witness-
ing a double burden of diseases (chronic
and acute) which are challenging their PHC
systems.

Chronic physical illness, such as arthri-
tis, diabetes, hypertension and cardiovas-
cular diseases are common problems that
require long-term costly care and follow-up
among the older age groups of the popula-
tion, as arc psychological and mental disor-
ders, and malnutrition. While the number
of elderly is increasing the fertility rate in
most countries of the Region remains high
with the net result that a large number of
infants and children that also require care.
Rapid urbanization over the past decades
has resulted in approximately 50% of the
population in the Region living in urban ar-
eas. Different health outlets provide a range
of clinical and preventive activities. How-
ever, for essential care, the health centre
has remaincd the main prototype for the de-
livery of urban PHC services, particularly
within the city proper setting. Most health
facilities limit themsclves to the delivery of
clinical care and some preventive services
within their facilities. They undertake little,
if any, promotional and community-bascd
delivery activities. The relationship with
the community has usually been weak and,
in contiast with the situation in rural PHC,

the facilities have not usually applied the
principles of the catchment area in defining
the area and population that they served.

Little coordination has existed between
health centres and environmental health of-
ficers, the private sector and nangovern-
mental organizations delivering health or
officials in other sectors relevant to health.
There has been concern that many urban
health centres were not offered adequate
resources to enable the delivery of credible
services to the relatively sophisticated ur-
ban public seeking good quality care.

After Alma-Ata, improved and expand-
ed care was provided but still more efforts
are needed. Urban health centres need to be
reoriented to the PHC principle of deliver-
ing a comprehensive range of services, in-
tersectoral coordination and community
participation in PHC services. The orienta-
tion task should be linked to building up
managerial and technical capacities within
health centres, including the development
of a management health team which would
oversee community-related activities.

The countries of the Region can be di-
vided into three groups, those Member
States with values above all three health-
for-all targets, countries with values below
all three targets and a middle group which
have achieved one or two of the targets . [n
those countries doing well, life expectancy
is generally over 70 with Oman having seen
the most dramatic improvement of an in-
crease of 12 years for women between
1980 and 1995. For those countries that are
doing poorly, they have only had compara-
tively slight increase in this area. Again, for
those countries doing well, many have also
seen a dramatic annual decrease in the un-
der-five mortality rate ranging from 3%-—
8% annually with an average of 5% for
males and 6.2% for females. However, for
some countries the decrease in the under-
five mortality ratc has been very slow, (av-
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eraging 1.6% annually) and the rates con-
tinue to remain quite high, ranging from
112 to 248, Immunization coverage for in-
fants under the age of one reached nearly
100% in some countries, yet for other coun-
tries the coverage is considerably lower.
Thus, the diversity in the adequacy of
health care systems and the support offered
to them by governments is evident. While
there are countries which still struggle to
reach all members of their population with
basic services, others are addressing the
challenges of demographic transition,
changing morbidity patterns and the popu-
lations demands for improved quality and
cost—efficiency of services.

Referral

The performance of a health system can be
viewed from three perspectives, namely the
provider (technical), the user (benefit-risk)
and management (cost—benefit), which do
not necessarily coincide all the time. In
fact, their concerns and expectations may
sometimes be contradictory. A referral sys-
tem should be a bidirectional process, in-
clude a strong component of information
exchange, and referral should only be justi-
fied when the required services are not
available at a lower level. To this extent
health system infrastructures prior to Aima-
Ata were limited and referral care was not
clear cut.

People often seek inappropriately high
levels of service because of the many con-
straints of their system, such as a shortage
of resources, inadequate services at the
PHC units, scarcity of drugs and ineffec-
tiveness of the organizational managerial
system,

Health systems after Alma-Ata devel-
oped several levels of care and referral
rates vary from one country to another. For
example, Pakistan has six hierarchical lev-
els starting with the village health worker

followed in ascending order by basic health
units (BHU), rural health centres, tehsil/ta-
{uka hospitals, district hospitals and tertiary
hospitals. However, the coordinating mech-
anisms and routes of communication for re-
ferrals between such different levels are
weak. The results of a study revealed that
50% of those attending BHUs were ulti-
mately referred elsewhere (33% treated and
referred while 17% were referred outright).
Consultants thought the complaints of
44%—77% of those attending could have
been dealt with adequately at lower levels.
Health centres after Alma-Ata have to
provide a substantial care service to ever
increasing number of users (customers)
which was, prior to Alma-Ata, provided by
hospitals. Health centres are not supported
enough by the secondary level facilities.
Most hospitals in the urban setting seem to
lack the orientation, capacity and willing-
ness to offer logistic and technical support
to first level PHC facilities. This is further
compounded by a commonly encountered
problem of patients bypassing PHC facili-
ties and crowding the outpatient depart-
ments ot hospitals. Some countries have
taken the initiative of developing polyclin-
ics (Libyan Arab Jamahirya) and referral
health centres (Tunisia} to help resolve
these problems; however, these initiatives
remain limited and motivated by the desire
1o stem the flow of patients to tertiary facil-
ities, rather than tackling the primary prob-
lem of lack of support to PHC facilities
logistically, technically and managerially.

Nongovernmental organizations

and other providers

Nongovernmental organizations, especially
charitable ones, were found in the Region
before Alma-Ata. However, their function
and number have expanded since. For ex-
ample, in Egypt there are more than 13 000
registered nongovernmental organizations.
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Recent regional experiences have pointed
to an expanding role played by nongovern-
mental organizations, particularly in the de-
livery of PHC services to the urban poor
and periurban dwellers. The ideals and phi-
losophy of these organizations have alsu
changed to be in line with PHC principles.

Partnership with nongovernmental or-
ganizations was introduced afier Alma-Ata
and is expected to flourish in the future by
contracting with them to deliver PHC ser-
vices in which they have proved more ef-
fective and able to comply with national
PHC policies. An example of this is the
Egyptian government decision to allocate
40% of its social fund activities to nongov-
ernmental organizations.

Other partners in PHC delivery are the
community health workers. The relation
between the health system and the different
types of community health workers has
been variable. In some experiences the
community health worker will be an inte-
gral part of the health services where they
are supported, supervised and trained by
the health administration (the Islamic Re-
public of Iran and Sudan). Elsewhere they
are partners or “friends” of the health facil-
ities where they contribute to or are con-
sulted on health functions (Oman and
Saudi Arabia). Depending on the training,
their job description, their support by the
health system and community as well as by
their location community health workers
perform a wide range of activities. Tradi-
tional birth attendants petform mainly natal
and postnatal care plus some educational
and social activities. Trained community
health workers perform preventive, promo-
tive and limited curative care in their local-
ity. Volunteers as in the Islamic Republic of
Iran focus on promotional and environmen-
tal issues as well as educational messages.
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Quality of PHC

Quality improvement (QI) is a new disci-
pline introduced after Alma-Ata in many
countries. Hospitals were the first health
facilities to introduce quality health care.
There is a growing interest nowadays
among countries in the Region in introduc-
ing quality assurance. Some countries in-
troduced in the 1990s tools for QI by
developing guidelines, criteria and stan-
dards for carrying out training of trainers
and selling up systems for supervision and
evaluation as well as extensive training of
health personnel in quality of PHC (Bahs-
ain, Kuwail, Oman, Saudi Arabia and Unit-
ed Arab Emirates).

The recently improved standards of liv-
ing in most countries of the Region, the
availability of trained health workers and
improved accessibility to health care have
coniributed to the increased awareness ol
governments for the need for QI of primary
health care services. Also, consumer aware-
ness and the demand for better quality ser-
vices combined with competition between
the privale and government sectors to pro-
vide quality health care services has further
added to the search for improved delivery in
some countries.

Different models of QI are found in the
Region and the structure of quality im-
provement systems varies from one country
to another. Though these models are as yet
implemented in limited cases, they reveal
the conceptual model on which QI is based.
While QI may be found in vne level of ser-
vice provision it may be yet to exist at an-
other for instance, QI may be part of the
PHC department at the central level yet no
representation of QI is found at lower lev-
els. Some countries show extensive reorga-
nization of the central ministry of health
prominently featuring Q!. Recently with
support from international agencies, model
projects were launched in several coun-
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tries, especially in hospitals, propagating
the new trend in understanding QI as a
leadership tool to continuously improve
performance.

There are many health care providers in
addition to the ministry of health. Examples
of these are municipalities, traditional heal-
ers, private practitioners, and NGOs. Some
sectars have their own health care system.
It is necessary to provide for an integrated
health care system whereby the role of each
should he clearly identified and agreed
upon. Within this, it is expected that the
role of the ministry of health would be
mainly in policy formation, assessing
health status, monitoring the quality of ser-
vices, providing advice and mastering na-
tional health planning. The ministry of
health should also be entrusted with strate-
gic and future thinking in anticipation of
forthcoming changes and challenges.

Despite the expansion of health net-
works in almost all countries, it is clear that
to achieve harmony between the different
levels of health services will need more ef-
fort, particularly in relation to the referral
system. Much investment after Alma-Ata
was made by Member States on the infra-
structure, health facilities were built, hu-
man resources produced and logistical
support developed, especially in relation to
drugs. Recently, high-cost technology and
drugs, coupled with increased expectation
and demand by the public are creating a
major challenge to the financing and main-
tenance of early achievements. Quality of
health services within the PHC context is
linked to the PHC principles of equity, effi-
ciency, effectiveness, relevance and acces-
sibility. Quality assurance of health care
has been introduced to the Region in 1995
ag an initiative based on the previous expe-
rience of Member States as well as the pre-
vailing thinking globally.

5101

Concluding remarks

Before Alma-Ata, health care delivery was
limited to a small proportion of the popula-
tion and concerned mainly with clinical
care. The environment conducive to heaith
was mainly limited to the health authority,
mainly the ministry of health plus sporadic
efforts by other sectors. Health authorities
paid little attention to the art of well-being.
Populations were mainly rural and environ-
mental health in the cities was strained.
Gradually emigration to urban areas and
the phenomenon of slums arose in the
1970s bringing along new challenges to
health systems.

After Alma-Ata, PHC as an approach
has become a movement with clear princi-
ples of community involvement, intersec-
toral action, equity and health in
development. Such a movement has domi-
nated the vision of health care systems in
all countries. Overall, progress in health
care delivery through the PHC infrastruc--
ture has been witnessed during the last two
decades (1979-98), especially in infra-
structure development, coverage and ac-
cessibility. Accessibility has increased from
less than 40% before Alma-Ata to above
80%. Presently, Member States, based on
the catchment area principle, are fostering
their efforts on the quantitative and qualita-
tive aspects, through various measures and
creative, innovative approaches such as
BDN, family practice concept, healthy vil-
lages/healthy cities, eradication/elimina-
tion of diseases and promotion and
protection of health.

The World Health Report, 1997, sug-
gested three major health-for-all indicators,
namely life expectancy at birth, infant mor-
tality rate (IMR) and under-five mortality
rate, to be used to put countries into three
categories. The three categories are:
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« EMR Member States above all three
health-for-all targets: those countries
which have achieved the targets of life
expectancy at birth above 60 years, IMR
less than 50 per 1000 tive births and un-
der-five mortality rate less than 70 per
1000 live births. In our Region, twelve
countries in 1997 had achieved these tar-
gets. They are: Bahrain, Cyprus, Islamic
Republic of Iran, Jordan, Kuwait, Leba-
non, Oman, Qatar, Saudi Arabia, Syrian
Arab Republic, Tunisia and United Arab
Emirates.

« EMR Member States below all three
health-for-all targets: this is the least
developed countries group which is
comprised of Afghanistan, Djibouti, So-
malia, Sudan and Rcpublic of Yemen. In
this group none of the three targets were
met.

*  Other EMR Member Stares: this catego-
ry contains those countries that have
achieved one or two of the targets. This
category contains five countries: Egypt,
Iraq, Libyan Arab Jamahiriya, Morocco
and Pakistan.

The varying degrees of achievements
among countries and sometimes within
countries can be attributed to new changes
and challenges, which have faced countries
of the Region during the last two decades. A
major factor has been economic recession,
which coupled with demographic changes,
especially urbanisation and population age-
ing, has slowed progress in achieving
health-for-all targets. New epidemiological
trends with chronic diseases have topped
the list of morbidity and mortality causes.
These, together with the recent global mar-
ket economy dominance, to which many
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health care systems in the Region were not
ready to cope with, constrained the health
systems even fiirther.

Where PHC has led our Region is an in-
triguing notion. For individuals, health
workers and communities in the last two
decades, it has been a period full of chal-
lenges and contradictions. The health land-
scape has been redrawn, the domination of
the hospital and the bio-medicine paradigm
has faded. Primary, public health care led,
health systems are envisioned and wel-
comed by governments in the Region. Now
we have a remarkable strategy for health at
the heart of our national health systems. A
paradigmatic shift in values and goals has
really taken place in the 1980s and 1990s
that is trying to deliver the promises of bet-
ter health for all, centred on the values of
social justice, quality of life, ecological
sanity and sustainable health development.

Primary health care principles found a
good, fertile basis in the Eastern Mediterra-
nean Region where the value systems in the
societies have always been in support of such
human values. The communities in the Re-
gion have yet more potential to be discovered
and more initiatives to present in order to
achieve health for all. PHC is an evolution of
health thinking. It is built on cumulative de-
velopment and experience from previous de-
cades and probably centuries. With such roots
in history, it is an everlasting, sustainable
strategy achieving health for all. The cumula-
tive experience of the countries of the Region
in the development of PHC systems should
enable strategic, proactive thinking in dealing
with new challenges as well as epidemiologi-
cal, economical, environmental and social
changes.
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