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IMPLEMENTATION OF PRIMARY

HEALTH CARE - PACKAGE OR

PROCESS?

After establishing the commitment of the government to

comprehensive primary health care (PHC), the Department of

Health and provinces are now faced with the challenge of

implementation. An important response has come with the

recent proposed'core package of primary health care services'.'

After consultation with national, provincial, district and facility

health managers, various 'core packages' of services to be

delivered at community, clinic/mobile and community health

centre levels have been proposed. For example, undernutrition,

which affects more than 1 in 4 young South African children,'

is to be dealt with through treatment protocols, clinic-based

growth monitoring and marketing messages about breast

feeding. The core package initiative seems to offer a pragmatic

approach with its outlines of tasks and timetables and has been

justified as a 'planning tool to move towards comprehensive

services'.' In contrast, we believe there is a danger that it may

have the opposite effect.

SELECTIVE PRIMARY HEALTH CARE

The proposed core package approach is reminiscent of the

response of many international health agencies and

governments to the demands of comprehensive PHC as set out

in the 1978 Alma Alta Declaration. It was argued that the

adoption of certain selected interventions, such as growth

monitoring, oral rehydration therapy (aRT), breast-feeding and

immunisation (GOBI), would be the 'leading edge' of PHC,

ushering in a more comprehensive approach at a later stage.'"

The shift of emphasis away from equitable social and economic

development, intersectoral collaboration, community

participation and the need to set up sustainable district level

structures suited the prevailing conservative winds of the

1980s. It gave donors and governments a way of avoiding the

fuzzier and more radical challenges of tackling inequalities and

the causes of ill-health.' The result was the enthusiastic

initiation of selective interventions that received generous

funds to the detriment of the more comprehensive approaches.'

Partly in response to criticism of its structural adjustment

programmes, the 1993 World Bank World Development Report'

instigated a more elaborate version of the selective PHC

approach. One of the main struts of its health policy includes a

limited public health and clinical package, with the content

determined by what are regarded as cost-effective

interventions. New activities such as de-worming and vitamin

A supplementation were added to the above selected

technologies, which governments should be aiming to provide.

The identification of core packages became a mechanism to

ration the cost of health services provided by the State as other

activities were to be taken up by non-government

organisations. This fitted in neatly with the Bank's wider

economic policies of strict monetary controls, encouraging the

privatisation of health care delivery and the cutting back of

State services.

Proponents of the selective approach point to the impressive

increases in immunisation coverage, declines in infant

mortality in many countries and the successful eradication of

polio from the Americas. However, 15 years after the adoption

of these packages the health of many children has not

improved,'" and there is evidence that immunisation coverage

rates have stagnated lO and that infant mortality rates have

risen in many sub-Saharan countries." In addition, instead of

dying in infancy of diarrhoea, for example, survivors are

suffering the effects of undernutrition" and often perishing

later in early childhood." Questions have been raised about the

sustainability of mass immunisation campaigns," the

effectiveness of health facility-based growth monitoring" and

the appropriateness of aRT when promoted as sachets or

packets without corresponding emphasis on nutrition, water

and sanitation.' A recent review has even pointed out the lack

of evidence for the effectiveness of directly observed therapy

for tuberculosis {DOTS) in the absence of a well-functioning

health service and community engagement." Evaluations at

both national and provincial levels have found that it is only

when these core service activities are embedded in a more

comprehensive approach (which includes paying attention to

health systems and human capacity development) that real and

sustainable improvements in the health status of populations
are seen."·!9

COMPREHE SIVE PRIMARY HEALTH CARE

The Government's White Paper on Health defines

comprehensive PHC as the 'provision of preventive, promotive,

curative and rehabilitative care'.'" The inclusion of preventive

and p 'omotive aspects is welcome and points to the

importance of intersectoral collaboration and the centrality of

active community involvement for effective health

interventions. All the major health problems facing South

Africa, viz. HIV, TB, diarrhoea, malnutrition and mental ill

health, to name but a few, are clearly rooted in poverty, social

inequalities and disempowerrnent. This is why, after only

partial successes with previous approaches, the comprehensive

PHC approach has been promoted as the most appropriate and
effective strategy for South Africa.

For example, in contrast to the narrow range of activities

specified in the package, the national Integrated Nutrition

Policy" explicitly recognises the wider determinants of
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undernutrition and has outlined a more comprehensive

approach. Health centre activities, such as growth monitoring

and treatment of severe undernutrition, are important

components of such a programme, but they are situated within

a broader approach that also includes community-based

programmes. In our attempts to implement the policy in a poor

rural district in the Eastern Cape22 the challenge has been one of
increasing the capacity of district health workers to facilitate an

assessment of the local health problems and then to formulate

multi-faceted interventions with multi-sectoral teams and local

communities. It is also situated in a broader bottom-up district

health systems development project." The South African core

package approach proposes instead the implementation of

health sector-based activities that have already been agreed

upon by health professionals and academics.!

The core package approach has been an important reason for

the failure of comprehensive PHC to take root in many

countries. Local capacity development has been undermined

through a reliance on centrally devised, health facility-based

solutions with an emphasis on disease (as opposed to the

underlying determinants of ill health).ln addition, community

participation has been distorted into a conduit for the delivery

of the core package." Thus one of the fundamental benefits of

a district health system - the capacity of district health

management tearns to plan the delivery of health services in a

way that is locally appropriate and optimal- has been

critically undermined. In the absence of a strategy to broaden

the PHC approach, the 'leading edge' has become instead the

focus of health services, and the past 15 years have witnessed

an erosion of painstakingly created community health

infrastructures and deterioration of the health services in many

developing countries.
We certainly do not deny that certain cwative and

preventive technologies are known to be effective and should

be provided as a minimum at all levels of health care.

However, as Klein" has remarked, there is little point in setting

out the menu if we do not pay attention to what is going on in

the kitchen. The history of fragmentation of the South African

health services has already aggravated a top-down vertical

programme approach. District health systeJIlS are struggling to
become established. We fear that the core package approach,

with its allure of a ready-made basket of services will, like the

selective PHC approach, lead to the neglect of the (admittedly

difficult) processes fundamental to the implementation of a

more appropriate, effective and sustainable comprehensive

approach to South Africa's pressing health problems.

The authors of the Core Package report are to be

congratulated on tackling a very difficult but important issue,

and have outlined some activities that should be a part of all

health services. However, as a recent review of health sector

reform in Africa has commented, 'WHO defines a package

comprehensively as including a mix of health care,

management and organisational interventions, as packages of
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health care interventions alone run the risk of being developed

into vertical programmes'." We believe the priority for the

health service should be one of developing and implementing a

vision of a district health system in which local health

managers, in collaboration with local communities and other

sectors, have the capacity to develop and implement

comprehensive PHC programmes. It is within this context that

core activities are introduced and prioritised.
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INTEGRATED MANAGEMENT OF

CHILDHOOD ILLNESS - A NEW

APPROACH TO OLD DISEASES

The World Health Organisation (WHO) has estimated that

approximately 24% of the world's disease burden is caused by
five conditions - pneumonia, diarrhoea, measles, malaria and

severe malnutrition.! These illnesses primarily affect children.

In sub-Saharan Africa their contribution to the burden of

childhood disease is substantially greater and is estimated to be

more than 40%. These five conditions account for over 70% of

the mortality in children under 5 years of age.' Moreover, the

WHO global burden of disease analysis projections indicate

that these conditions will continue to be significant
contributors to childhood mortality well into the next century.

Pneumonia is responsible for approximately 4 million of the

estimated 12 million deaths that occur in children under 5

years of age in developing countries. Most deaths occur in

children under 2 years of age, and over 60% of deaths follow S.

pneumoniae and H. influenzae infections. Pneumonia is also the

leading cause of death in children with measles. Diarrhoeal

disease kills another 3 million children and ranks second

among all causes of disease burden. More than half of

diarrhoea-associated deaths are caused by dehydration due to

fluid losses. Measles and malaria are each responsible for

approximately a million deaths, and malnutrition is estimated

to be associated with approximately 3.5 million deaths. This IS

probably an underestimate, since malnutrition is a significant

risk factor for the other conditions. Recent estimates from a

survey of 53 developing countries indicate that 56% of child

deaths were attributable to the potentiating effects of

malnutrition.'
These clinical problems are also the most common reasons

for health service utilisation, accoUIlting for at least 75% of all

visits to health centres and admissions to hospital. Data from

hospital-based studies report overall case fatality rates of

7 - 10%, with 30 - 60% of deaths occurring within 24 hours of

admission. Reasons for this high mortality within the first day

following admission are probably related to delay in seeking

care (lack of caregiver knowledge) or inadequacy of care

(unavailability, inaccessibility and inadequacy of care and

referral mechanisms). The WHO, together with other

international agencies, have over the last 2 decades facilitated

implementation of disease-specific case management strategies

to reduce the burden of these diseases.

Specific interventions for the five main childhood diseases

include oral rehydration therapy (ORT) for diarrhoea:
antibiotics for pneumonia,' feeding and micronutrient

supplementation for malnutrition,' vitamin A supplementation

for measles' and anti-parasitic drugs for malaria· These case

management strategies have proved very effective in reducing

childhood morbidity and mortality in developing countries.

Significant reductions in hospital admissions and case fatality

rates from diarrhoea have occurred following the

implementation of ORT in a number of countries' A meta

analysis of the effectiveness of pneumonia case management

guidelines demonstrated a 35% and 53% reduction in

pneumonia mortality in infants and children (1 - 4 years),

respectively.' A study of severely malnourished children

showed a reduction in mortality from 20% to 7% following the

institution of a malnutrition case management initiative.'

Vitamin A supplementation has resulted in a significant

reduction in case fatality rates from measles and in the

incidence and severity of measles-related complications.'

Studies evaluating the impact of malaria case management
have reported improvements in malaria case detection and

management.s

However, a single diagnosis for a sick child is often

inappropriate, since children frequently present with multiple

clinical problems! Pneumonia and diarrhoea are frequent

complications in children who present with either measles or

malnutrition.'" Multiple clinical problems increase disease

severity and mortality. Pneumonia, measles and malnutrition

have been identified as significant risk factors for fatal

diarrhoea.11 ln addition, the clinical signs and symptoms of the

major paediatric conditions frequently overlap. Rapid

breathing and chest indrawing, which are cardinal signs for the

diagnosis of pneumonia in the context of the WHO acute

respiratory infection (ARI) guidelines, also occur inter alia in

severe dehydration with metabolic acidosis and in malaria. 12

Although the relatively inexpensive disease-specific case

management strategies have contributed to a reduction of

disease burden, efficiency and effectiveness can be improved

by adjressing the sick child as a whole rather than focusing on

a single disease. For these reasons the Integrated Management

of Childhood illness (IMC!) programme was launched in 1993.

This is a more comprehensive approach to the care of the ill

child, ensuring appropriate and combined treatment of the five

major diseases. ln addition IMCl emphasises preventive and

promotive strategies that are integral to the maintenance and

well-being of the child. These include immunisation, breast

feeding, nutrition and maternal education.

lMC! contains guidelines for the management of the five

major diseases in Wants and children. The process involves

assessirIg and classifying the extent of illness, treating the child,

counselling the caregiver and advising on follow-up of the


