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LOCAL HEALTH SERVICE

Third Report *
of the Expert Committee on Public Health Administration

The third Expert Committee on Public Health Administration met in
Geneva from 12 to 17 October 1959 to discuss local health service.

INTRODUCTION

Dr P. M. Kaul, acting on behalf of the Director-General, opened
the session and welcomed the members of the Committee. In his opening
remarks he referred to the first report of the Expert Committee on Public
Health Administration, published in 1952, which approached the subject of
public health administration in a broad way, discussed the functions at
different levels of health administration—central, intermediate, and local—
reviewed the trends of development, and welcomed the experiments in
local health services then in progress in some areas.

The second report of the Committee, published in 1954,% dealt with
the methodology of planning an integrated health programme for local
areas, focusing particular attention on the rural health areas and the
organization of a rural health unit. It introduced the concept of integrated
health service and considered the following as basic health services for
this purpose :

(1) maternal and child health;

(2) communicable disease control ;

(3) environmental sanitation ;

(4) maintenance of records for statistical purposes ;

(5) health education of the public;

(6) public health nursing;

(7) medical care.

* The Executive Board, at its twenty-fifth session, adopted the following resolution :
The Executive Board

1. NoTtes the third report of the Expert Committee on Public Health Administration
(Local Health Service) ;

2. THANKS the members of the Committee for their work; and
3. AUTHORIZES publication of the report.

(Resolution EB25.R33, Off. Rec. Wid HIth Org., 1960, 99, 16)
Y Wid Hith Org. techn. Rep. Ser., 55

* Wid Hith Org. techn. Rep. Ser., 83
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4 LOCAL BEALTH SERVICE

Dr Kaul went on to say that the present Committee would need to deal
with the subject of local health service from both the rural and urban
points of view. The draft agenda included some important aspects of
a local health service, as revealed by certain pilot studies which have been
in progress over a number of years in six countries. The Organization,
in assisting Member States in strengthening their health services, emphasizes
the development of local health services because they deal directly with
the people and are readily appreciated. The objective of the Organization,
as stated in its Constitution, ‘ attainment by all peoples of the highest
possible level of health”, can only be achieved when health services and
facilities are widely available to the population. In the development of
health services, their growth in extent and depth, it was inevitable that
problems of both quality and quantity would be encountered. One of
the ways of checking the quality of service and ensuring that it met the
needs of the people in a community or a locality was to have a system
of regular or periodic assessment. Advice would also be sought from the
Committee on some of the needs for further development in a local health
service. In reaching its conclusions and recommending solutions the
Committee would need to bear in mind the differing circumstances and
the varying state of development in different parts of the world, so that
its conclusions might be as widely applicable as possible.

Dr G. Arbona was elected Chairman of the Committee, and Dr S.
Seshagiri Rau, Vice-Chairman. Dr J.J. du Pré le Roux was elected
Rapporteur.

PILOT STUDIES ON LOCAL HEALTH SERVICE

The Committee first considered the methodology of local health studies.
This programme constituted one further step toward assisting governments
in the development of local health service, and followed upon the work
suggested in the second report of the Committee.! That report outlined
the methods to be used in the preliminary survey and suggested that in
areas where local health services were already in existence the local health
unit should be encouraged to take part in field investigations and that
opportunity should be given to the staff to conduct research themselves
as a means of encouraging initiative. ‘It was with these considerations
in mind that a study group convened by WHO in December 1954 drew
up two outlines of local health study, the one relating to the community
as a whole and the other to the family ; on the basis. of three preliminary
studies it suggested that a number of pilot studies should be carried out

1 wid Hlth Org. techn. Rep. Ser., 1954, 83.
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in different countries in order to permit actual application of the outlines
and to experiment with methods of carrying out these investigations (see
Annex 1, page 29). ’

The Committee reviewed the reports of the six pilot studies that had
been conducted under the direction of the Governments concerned, in
India,' the Netherlands,? Puerto Rico,® Sweden,? the Union of South
Africa,” and the United Kingdom ® respectively, and noted that the arcas
of the studies were selected by the Governments or states concerned but
were not necessarily representative of their respective countries. A summary
of the reports was made available to the Committee, and a brief account
is attached here as Annex 2 (see page 42).

Outlines of local health studies

The Study Group on Local Health Service in 1954 recommended two
specific approaches in carrying out the pilot studies, and two séts of outlines
were suggested for collecting the necessary information.

(@) The community or macro-approach. The modern public health
provisions include a wide range of services provided directly by health
authorities as well as other services that contribute to health.” The health
administrator, in making a critical study of the Jocal health conditions,
would necessarily examine in addition a great variety of social, cultural
and economic factors in order to have a comprehensive knowledge of
the community. This would give him a correct perspective of the back-
ground in which the study was made. The outline of local health study
(see Annex 1, Appendix I, page 33) suggested by the Study Group had
been used in preparing questionnaires for the six pilot studies. The

! Seshagiri Rau, S. & Rama Rao, S. V. (1939) A pilot study on local health service
in Ramanagaram, Mpysore, India, Geneva (Unpublished working document WHO/
PHA/30) )

* Eerkens, J. W. (1959) 4 pilot study on local health service in the city of Zutphen,
the Netherlands, Geneva (Unpublished working document WHO/PHA/31)

8 Puerto Rico, Department of Health (1959) A4 pilor study on local health service
in the Trujillo Alto area, Puerto Rico, Geneva (Unpublished working document
WHO/PHA/32)

* Ehinger, A. & Olinder, O. (1959) 4 pilot study on local health service and Sfamily
health survey in the county of Kronoberg, Sweden, Geneva -(Unpublished working docu-
ment WHO/PHA /28)

° Stott, H. H. (1959) A4 pilot study on local health service and family health survey
at Botha’s Hill, Natal, Union of South Africa, Geneva (Unpublished working document'
WHO/PHA /33)

¢ Holderness, R. C. (1959) 4 pilot study on local health service in Loughborough,.
England, Geneva (Unpublished working document WHO/PHA /29)

“ Wid Hith Org. techn. Rep. Ser., 1952; 55, 6



6 LOCAL HEALTH SERVICE

information required was rather broad in scope, covering every feature
of health services as well as, in more general terms, social, cultural and
economic aspects. Information relating to housing, community organi-
zations and participation of the population in health work was also sought.
The outline also called for information on some developmental aspects of
health services and changes in education, social and economic conditions
in the areas ; and descriptions in this respect in some of the reports were
significant.

With this approach it was possible to make an examination of the
community as a whole and to study the various factors having a bearing
upon health, in addition to the existing health services in the area. As
the investigations were in fact carried out by local health officers, much
of this information would not be difficult for them to collect, and their
intimate knowledge about the area would help them to make a better
assessment of the local situation than any person from outside. In some
instances it was necessary to obtain information at state or national level,
particularly in dealing with legislation, nation-wide programmes and
developments. All six reports had completed this aspect of the study
and gave a representative picture of each of the communities studied.

An examination of the information obtained in this way should prove
of great use in assessing the present needs and indicating the directions
in which further advances should take place. It might also indicate where
administrative action should be taken to secure more precise information
of this nature relating to local areas. For instance, it was found necessary
to keep primary data, statistical and otherwise, relating to health in smaller
areas, in such a manner that they could be separately identifiable from
those for provincial or regional areas.

(b) The family or micro-approach. The family health survey was
carried out in five of the six pilot study areas by the sampling method
to study the health situation in families, including the use of health services.
The outline of family health survey suggested by the study group (see
Annex 1, Appendix TI, page 40) was in broad terms, and was translated
into questionnaires adaptable to each local cultural pattern. For example
the questionnaires used in Kronoberg, Ramanagaram and Zutphen differed
from each other, and considerably more detailed information on housing
and dietary studies was required in the Zutphen study.

This survey enabled the health administrator to take a close look at
the families and to examine in detail their health in relation to their living
situations. The important feature of this approach, as reported by several
local health officers, was to have an opportunity to learn from the
families their major complaints of illness and the existing ill health
conditions.

The information required fell into three general categories :
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(1) general information, including environmental, social and cultural
aspects ;

(2) specific information on such matters as diet and nutrition;
and

(3) data relating to illness and the use of medical services, including
the patient’s attitude to ill health.

Careful observations and interviews made in the families on various
items covered by this questionnaire would enable the interviewer to record
important information having a bearing upon health. For example, by
repeated visits and keeping in mind the things to be observed and questions
to be asked, the interviewer should be able to record certain observations
which would help to appraise the environmental factors and living habits,
as well as the harmony of the homes, all of which would contribute to
the mental and social well-being of the families.

The possibilities and scope of such an inquiry would naturally vary
from country to country and from one locality to another ; and it would
also be dependent on information already obtainable from records in
hospitals, health centres and many other sources. The aim should be
to expand and complement the findings of the community study so as to
give as full a picture of the local conditions as possible ; this would help
to determine the efficacy of action at the local level—to ascertain * met >
and “unmet > needs, and the extent to which services are available and
are actually used.

Experience gained

The pilot studies served as an experiment to see to what extent the
method described above was applicable to different types of locality and
what modifications, if any, of the method might be needed.

A considerable exchange of views took place among the members
of the Committee, and valuable experiences were shared by those who
were concerned with the pilot studies. These studies were not intended
to make comparison either between one country and another or between
different parts of the same country. They would, however, serve as a
method by which the local health administrator could carry out carefully
planned field observations for gathering data on the health (and related
conditions) of the community in order to establish a baseline on which
periodical health assessment could be made. By a critical analysis of the
information thus obtained he could no doubt determine the needs to be
met and plan health programmes accordingly. Such an analysis could
also reveal certain gaps in social and economic development of the area,
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and the attention of the authorities concerned could be called to these
deficiencies. It was therefore agreed that such type of community health
study should be considered a part of routine procedure in public health
administration.

A broad but rather detailed field investigation of this nature was
also valuable from the standpoint of enriching the experiences of local
health officers. As the development of public health impinges more and
more on the social and economic fields, a comprehensive study of the
interrelationship of these factors in a community would reveal a wealth
of information contributing to newer knowledge in social sciences. In
this respect there were still numerous gaps in our knowledge, and close
collaboration between public health workers and social anthropologists
was eminently desirable.

The public health nurse on the staff of the local health department
was the most suitable person as interviewer in the family health survey.
Nevertheless, in one or two areas other health personnel such as sanitary
inspectors or auxiliaries were employed. In some cases the interviewer
visited the families once every two or three months throughout a complete
year, and observations were recorded during each visit according to the
two sets of questionnaire schedules—the household schedule and the
individual schedule. Experience showed that the intervals between the
visits were too long, and should not be more than one month so that
family members could more accurately recall their illnesses and other
events relating to health during the intervals. The fullness of detail varied
in different reports and on different aspects. For some items, the infor-
mation was totally lacking or very sketchy and that was in itself a useful
experience. ‘

For example, the dietary survey was found difficult to carry out as a
part of the gencral survey in several areas. In the Zutphen study it was
carried out by a dietician as a specialized survey. Similarly, the housing
survey in Zutphen was conducted by a special interviewer assigned by the
housing administration. It was evident that for detailed surveys of diet
and nutrition on the one hand and housing on the other these experts
were in a better position to carry out the investigation..

It was also found difficult to secure accurate information on the cost
of medical care and health services in the areas because the data showing
the cost for each area exclusively were not available. Special study on
this item alone would require considerable research effort. It was equally
difficult to collect data on the family income as well as on the expenditures.
In some areas such questions relating to the family income proved impossible
to apply, and in others the information could not be accurately obtained.
Even when the public health nurse acted as the interviewer, a question
relating to income could not avoid arousing a suspicion on the part of
the family that it might be used for some ulterior purpose (e.g., taxation
inquiries). Furthermore, in rural communities the income of the family
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might be represented partly by farm products in kind rather than in terms
of cash.

Some interesting points for consideration were brought out in the
various reports on those sections of the family survey relating to individual
health status, as indicated by information about illness.

It might have been expected that the ascertainment of the fact that an
individual had been ill and for how long would have been a relatively
straightforward matter. The reports showed that this was often not the
case. In the first place, chronic illness, such as diabetes and rheumatism,
unless it is accompanied by florid symptoms or is incapacitating, tends
to be overlooked. Instances were noted of conditions not being mentioned
until noticed by the interviewer or until they became somewhat exacerbated.
The mention of illness occurring since the last survey visit also tended
to depend upon factors not necessarily related to the seriousness of the
condition from the medical standpoint. It was influenced by such matters
as whether or not the illness was painful or incapacitating, or necessitated
rest in bed or absence from work, or whether medical attention was sought.
Rural people did not always consider minor illness worthy of mention,
and special attention had to be directed to this. The length of time between
interviews also had an important bearing upon the reliability of the infor-
mation. It was, however, considered important to secure such information
as the family was able to supply, and most of the difficulties referred to
above could be avoided by careful designing of the questionnaire and
adequate training of the interviewer.

In the diagnosis of illness, however, the fundamental validity of the
interview method for this purpose seemed to be in question. It was obvious
from all the surveys that the information obtained about illness was a
collection of symptoms and signs as given by the person interviewed, who
in some cases was not the patient. A diagnosis based on such information
must necessarily be superficial and even misleading.

It seemed, therefore, that as far as morbidity information was concerned
the most that could be obtained by the interview method was a coding
of signs and symptoms and a record of the fact that the patient (in his
own estimation) was ““ill . ‘

Notwithstanding these limitations, in countries where there is at present
a lack of data even to give a rough picture of the extent of illness and its
nature, it might well be that some useful information on the basis of signs
and symptoms might be obtained. This would necessarily be supplementary
to the recognized methods already in use.

Apart from the question of exact diagnosis, the fact that a person had
suffered some *“illness ”” would be of considerable value in assessing how
far the services provided were or were not meeting the wants of the
population, even though it might not say very much about its needs.
What causes a patient to seek medical advice is the fact that Ze thinks
he has some condition requiring attention.

35
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Main points arising from discussion

From the experience gained with the pilot studies it seemed clear that
the items listed in the outline for the community studies were adequate
and gave a means of obtaining the essential background information.
However, to complete the picture it was desirable that this should be
supplemented by a survey using the household interview method in all
areas which were adequately served by domiciliary health staff (public
health nurse or sanitary inspector). Until recently, such a survey
would have had to rely merely on recorded vital statistics. There was
need to study the sickness experience, and for this purpose the establishment
of a continuous system for the collection of data on sickness was recom-
mended. The experience acquired in the WHO-sponsored pilot studies
on family health surveys had amply demonstrated that if the task was
properly done, the information required for the purpose of determining
the unmet public health needs could be obtained. But unlike vital statistics,
where each individual event such as birth or death is required by law to
be registered, sickness experience need not be elicited on a 1007, coverage.
Data with sufficient precision to serve practical public health needs could
be provided by sampling survey procedures. The sample should be selected
with due regard to statistical considerations; it should be adequate in
size, and the retrospective period covered by the inquiry should not be
unreasonably long. Recently, further developments in sampling procedures
and in the sample size used in health surveys had been carried out in certain
advanced countries, particularly the current National Health Survey in
the USA. '

Studies could be accomplished either by longitudinal surveys or repeated
cross-sectional surveys. The term * longitudinal survey ” denoted a
survey in which the same sample of households was followed up at intervals.
In repeated cross-sectional surveys, on the other hand, a fresh sample of
households was taken on each occasion. Longitudinal surveys were more
informative but at the same time more difficult. Other sampling patterns
were possible and might be useful. For instance, in longitudinal surveys
some system of renewals could be adopted or arrangements made to replace
losses from the sample. Suitable sampling schemes should be developed
to fit local conditions and needs.

Due consideration should be paid to using the terms which have been
defined for international use in sampling survey and tabulation procedures,
in particular the definition of the term * household ” recommended by
the United Nations.!"

1 United Nations, Statistical Office (1949) The preparation of sampling survey reports,
New York (United Nations Statistical Papers Series C, No. 1)

2 United Nations, Statistical Office (1958) General principles for housing census,
New York (United Nations Statistical Papers Series M, No. 28)
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The number of households to be sampled would depend wpon the
facilities available and the precision required, but it would be useful if
a system could be devised whereby the regular domiciliary health staff
(public health nurse, etc.) elicited data as a routine from a single house-
hold on each working day as the minimum. Each member of the
household would be asked about his sickness experience during the
immediately preceding week. For certain events, however, which were
not likely to be easily forgotten, e.g., hospital care, information could
be elicited to cover longer periods, say one to three months. The use
of a household diary for recording information every day should be
encouraged.

It was considered that a well-organized community health service
should endeavour to develop and maintain an up-to-date household record
card separately for each individual household.

The items listed in the two outlines for the pilot studies were considered
in general to be adequate, but local adaptation in the formulation of
questionnaires for the housechold health survey was necessary to fit the
local situation.

It was essential to plan such a study carefully, including the selection
of an area, the designation of the responsible officer, and negotiation
with the local authority. General practitioners in the area should be
informed in advance, and adequate preparation of the public was essential
to success.

While it was important that the advice of some suitable university or
health institution which could provide technical assistance in research
method should be sought on planning and technical guidance, the study
itself should be carried out by the staff of the health unit or centre in the
area under the immediate supervision of the local health officer.

The interviewer for the household health survey should, as far as possible,
be a public health nurse or a health visitor who had worked in the area
for a considerable time and had the confidence of the people. The inter-
viewer had to be fully trained for the survey work. He should understand
thoroughly the meaning and purpose of each question to be asked, and
his responsibility for entering accurate information in the record should
be clearly defined. If he were not sure about the reliability of an answer,
repeated efforts should be made to obtain a true reflection of the si-
tuation.

It had been demonstrated that, by means of interview methods alone,
the specific causes of morbidity (i.e., diagnosis of disease) could not be
reliably obtained. Other efforts, such as checking with records in a
hospital or health centre, or with the attending physicians, should be
made in order to secure this information. Some countries had their health
service records so organized that an analysis of these was sufficient to
provide information for a large part of the population. The WHO Expert
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Committee on Health Statistics 1 had listed a number of usable sources
of information.

Dietary surveys should be separately conducted by a specially trained
person such as a dietician.

During the initial period of the household health survey (say, for the
first two or three months) frequent conferences should be held with inter-
viewers to discuss the problems and ways and means of solving them.

A study should be undertaken with a view to preparing an instruction
manual on the methodology of household health surveys, incorporating
the experience gained in the pilot studies, and the recommendations of
the WHO Expert Committee on Health Statistics and other expert bodies
of WHO and the United Nations. The manual should contain concrete
suggestions on the following topics :

(@) design of the houschold questionnaire of health survey, and
questionnaire to record sickness experience of individual members of the
sampled households ;

(b) appropriate sampling procedures ;

(¢) definitions of the terms used ;

(d) classification and codification scheme for the data collected ;
(e) tabulation procedures.

The method of local health study, though admittedly far from perfect,
should be useful to national health administrations for the following two
specific purposes :

(1) As a means of self- apprazsal

The method may be used as a means of self-appralsal of the health
situation of an area by the local health officer. It is quite evident that
both by community studies and by family surveys considerable information
concerning the general health conditions of the community and the status
of health of the individuals therein can be adequately revealed in its proper
perspective in the social and economic setting. On the basis of this infor-
mation the health officer should be able to analyse the various factors
affecting the health conditions of the community and the state of health
of the people ; and study the existing health services in terms of the *“ met ”
and ““unmet > health needs of the population. Such studies, if carried
out periodically, perhaps once every 10 years, would provide the local
health officer with a good method for a more thorough examination of
the health situation of his area to supply some of the details for planning
further developments of the health services. Some information relating

1 Wid Hlth Org. techn. Rep. Ser., 1952, 53, 7
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to the social and economic conditions which has not been revealed through
routine channels may be brought out and may deserve special attention
from the local or national authorities. Modern health service is being
developed on a scientific basis, and the progress of science is only possible
through repeated critical observation and carefully planned experiment.

(2) As a preliminary step towards research

For the proper functioning of the health service continuous research
is indispensable in its own sphere of activity. It is recognized that the
fruition of modern clinical medicine is largely due to the skilled application
of the basic sciences to medical practice, and to unremitting research at
the bedside through the medium of hospital and other 1ab01atorles where
controlled observations and planned experiments can be made. By the
same token the development of public health has now reached the stage
at which planned investigations and critical observations under controlled
conditions can be carried out, both in the laboratory and in the community.
Indeed, this statement implies that a scientific laboratory for health studies
should be established as an indispensable part of the research programme.
This point is discussed in more detail on page 22. In recent years experienced
public health administrators have been setting out on field studies and
demonstration projects with a. view to placing their work on a more
scientific basis, and providing greater opportunities for training under
normal living cond1t10ns

The main problem confronting them is methodology. To study micro-
organisms in a controlled environment which can be adjusted to meet
the changing needs of experiment, or to observe patients in hospitals,
are easier tasks than planning and undertaking similar observations on
people and their variable surroundings in a community. Yet well-designed
efforts are being made to this end. A striking example was a longitudinal
study of health and sickness in a populous city, by the careful follow-up
of a large group of newborn babies year by year through the vicissitudes
of childhood. Needless to say, the factors entering into the observations
became more and more complex as time went by, and the group made
widening contacts with its social, economic and cultural environment.
In spite of difficulties the study itself proved to be well worth while, and
the educational value of teamwork was amply demonstrated.

However, public health deals with a collective phenomenon and com-
munity health must constantly be recognized as the unit of any public
health programme. Public health science is therefore concerned with
observations and experiments on a community basis. In planning scientific
studies of this nature, the community must be taken as the essential base.
From this base all factors such as the people, the physical surroundings,
and the cultural, social and economic environment resulting from the
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activities of the people in the community, as well as influences from outside,
would have to be carefully studied in order to understand the physiology of
the community. By this means, other research studies could be planned
and observations made in a more or less controlled environment. If in
different parts of the world such research services could be established,
well-planned programmes for making careful observations on certain
common or significant health problems could be carried out. The metho-
dology of the local health study might be useful for the preparation of
such research services for health promotion.

The Committee felt it could not leave this part of the report without
expressing to the Governments' concerned its deep appreciation of their
valuable work in conducting the pilot-studies in their respective countries.
It noted that some of the studies were to be published, and considered
it would be useful if the others could similarly be made more widely
available.

SOME FACTORS AFFECTING LOCAL HEALTH SERVICE

Local public administration

As local health services were making progress, the need for and
importance of efficient local public administration was increasingly felt.
Decentralization of health services could be carried out most effectively
where there was an efficient local public administration, ready to accept
the responsibility of providing health services.

In many countries local health services were operated directly by the
central government, and such over-centralization, together with its
administrative procedure on personnel and financing, could have an
adverse effect on the efficiency of health work at the periphery. Correspon-
dingly, where all public services were effectively decentralized and’ the
local people took decisions on health matters on their own, this would
facilitate the development of community health services.

It was also pointed out that the availability of local financial resources
to establish and maintain health services was the real determining factor
in accepting such a responsibility. However, it was agreed that executive
responsibility for health services should be decentralized rather than
centralized, and that the local community should participate actively in
the services. This might be carried out by the statutory delegation of
powers to local authorities (decentralization), or by a devolution of functions
by a central or state executive to local officers acting on its behalf (decon-
centration). The health administration of the central government should
give technical advice and supervision and should assist financially in the
provision of local health services.
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Organized community effort

Active participation of the psople was an essential factor in the success
of local health service. All possible means of promoting community
interest should thus be explored.

There have been noteworthy developments in organized effort for
health work by such voluntary bodies as citizens’ committees, the Red
Cross, village leagues, or other associations. Community councils or
committees of an advisory nature, developed by local health authorities,
have proved to be effective channels for collaboration in many aspects
of local health services. Participation in such committees by leading
representatives of the natural groups in the community had provided a
two-way flow of information on health needs and on health programmes
between the people and the service. In more than one country this process
had pioneered the work in community organization, giving strong support
to planning commissions at various levels.

One of the most effective methods of promoting community interest
and soliciting people’s active participation was the provision of sound
health services directed to meet their basic needs and organized within
the limitations of their resources.

Community efforts could be stimulated by directing the attention of
the public, through the leaders of the community, to health problems.
However, one must be warned against the indiscriminate use of fear as
a means of enlisting people’s participation. Their active co-operation
should be obtained in the carrying out of preventive measures and in the
promotion of good health. The role of primary-school teachers, particularly
in rural areas, in health education of the public had long been appreciated.
Attention should therefore be given to the inclusion in the curriculum of
teachers’ training schools of instruction relating to health and disease.

The important work of the specific disease mass campaigns as an
effective spearhead of sound integrated local health services was widely
recognized. The use of examples of effective health services in producing
tangible results in the promotion of health was regarded as a valuable
form of action. In this respect it was important to stress individual, family
and community health as a real value—something worth striving for as
a social, economic and moral aim. Without this sense of values people
took health for granted, and accepted these community services unthink-
ingly, or perhaps rejected them at the bidding of a whim or a trivial
prejudice.

In considering the methods of stimulating community collaboration it
was recommended that health personnel should familiarise themselves with
the principles and techniques of working with groups and of community
development that have been promoted during the past few years. This
could be done through in-service training courses and through the inclusion
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of these topics in the curriculum of the professional schools. It was noted
with satisfaction that training of health personnel in education of the
public had been the subject of an expert committee report.!

* General medical practice

The nature and standard of practice of general medicine in a community
in relation to the local health service was discussed, and it was felt that
under the present system the public health training of the medical under-
graduate in many countries fell short of requirements. If a doctor in
general practice, whether as a private practitioner or in government
service, had the proper concept of public health and could share the
responsibility with the public health authorities in health promotion and
protection of a population, the efficiency of local health service would
undoubtedly be very much increased. The prevailing concept among
medical students with regard to the purpose of their study of medicine
was the cure of the sick rather than the prevention of diseases, and their
interest in public health was not stimulated.

The concept of modern medicine had very much broadened as a result
of the social and economic developments in recent years, and the scope
of general medical practice should include not only curative but preventive
and restorative aspects.

The trend towards early and over-specialization in medical practice,
particularly among the newly graduated physicians, tended to overlook the
importance of general medical practice which was actually the foundation
of medical service in any country and formed the front line of a medical
care system. In a number of countries the integration of curative and
preventive services offeréd a good opportunity for an effective application
of modern medical knowledge.

In this connexion the need was stressed to intensify the teaching of
public health in undergraduate medical schools. The importance of close
collaboration between the public health administrators and medical
education authorities in developing field teaching facilities in community
health service was also emphasized. This would enable medical students
to be properly orientated to the modern concept of medicine and public
health. The work being done by WHO in this field through seminars
on the teaching of preventive medicine in various regions of the world
and through assistance to medical schools was commended.

National health administrations in all countries should take a more
active interest in the improvement of medical education, as had been
pointed out in the first report of the Expert Committec on Public Health

1 wid Hith Org. techn. Rep. Ser., 1958, 156, 10
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Administration.! As progress in public health education and training
of medical and allied personnel was fundamental to the continuous develop-
ment of health services, the authorities concerned should work together
to improve the teaching programme and facilities in both undergraduate
and post-graduate schools.

Urbanization

Urbanization problems created by rapid immigration of large populations
as a result of industrial development were discussed, and it was pointed
out that careful planning and co-ordination of all the new developments
in an urban area would help to solve many of these problems. It was
essential that the health authorities should be represented at a very early
stage of planning. They should be consulted at all levels of town and other
planning which were likely to affect the community. It was important
to take action before the expansion of towns—for instance, by providing
sites for settlement with sanitary services such as water supply and sewage
disposal systems.

Co-ordination was also required between the civic authorities of neigh-
bouring towns when there was a forecast of expansion of one town which
was likely to encroach on the other and thereby create difficulties.

The qualitative aspects involved in the changing way of life of the
people as a result of urbanization were also pointed out, and in the planning
stages, health authorities should pay special attention to the mental and
social problems arising from the aggregation of people in towns and their
outskirts. The establishment of industries for women as well as men in
the same territory was regarded as one means of solving some of these
problems. The problem of the * dormitory town > should also be con-
sidered.

The health officer should regard it as one of his responsibilities to
advise the appropriate authorities of the possible risks from new aggre-
gations, and the attention of local doctors should also be drawn to any
of the ill effects upon health likely to result from urbanization.

The Committee was informed of the work that WHO has been doing
in collaboration with the United Nations and with other specialized agencies
in low-cost housing and urbanization.

Social and economic development

A balanced social and economic development in a community was
an essential factor affecting the practice of local health service. In many
instances health service was the pioneer activity in an under-developed
area and thus opened the way for economic development. The health

1 Wid Hlth Org. techn. Rep. Ser., 1952, 55, 17
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work in such an area could nevertheless achieve only a limited success
in the first instance, and its further progress would depend on social and
economic improvement. A rise in the living conditions of the people
would necessarily increase their demands for better health services, and
consequently further extension would be required. Thus, health, social
and economic development united to raise the standard of living of a
population.

In this connexion the Committee noted the comprehensive resolution
of the Executive Board of the World Health Organization (EB11.R57.6)
which stated that

“ ... the human factor is fundamental to social and economic development and ...
the protection and improvement of health must underliec any programme to raise the
standard of living .

This resolution further amplified the following priorities for health
projects, which are considered as effective measures in contributing to
the raising of the standard of living:

““(1) Assistance in the health field should be designed primarily to strengthen the
basic health service of the country and to meet the most urgent problems affecting large
sections of the population, with due regard to the stage of social or economic development
of the country concerned.

(2) Efforts should be directed towards measures of preventive as compared with -

curative medicine, it being fully recognized that the line between preventive and curative
medicine is a tenuous one, and that, for the development of optimal health programmes,
activities more directly related to curative medicine must in some instances be under-
taken.

(3) Professional and technical .training and education, including assistance to
educational institutions and fellowships directly related to projects for economic and
social development and preferably a part thereof, should form essential elements of
the programme. Emphasis must be laid on the training of nurses and auxiliary personnel
in giving assistance to national training schemes for the development of national and
regional training programmes as particularly needed by the under-developed countries.

(4) Control of major communicable diseases should be directly related to improving
the health of the population for productive purposes.

(5) Development and improvement of the standard of environmental sanitation
is essential for the improvement of health and the raising of the standard of living,
especially when undertaken in relation to social, industrial or agricultural schemes.

(6) Other basic factors for the promotion of a healthier, and therefore a more
productive, population should include such measures as health education of the public,
improvement of maternal and child health and of nutrition.

(7) Measures should be taken to mitigate the probable consequences of economic
changes concurrent with the economic and social development. Social and occupational
health measures must not, therefore, be ignored.

(8) Demonstration and pilot projects of limited duration for applying new methods
and techniques, and designed to act as catalysts and produce an impact in the country,
should be undertaken, since they offer an effective means of quick and successful transfer
of knowledge.”
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REQUIREMENTS FOR FURTHER DEVELOPMENT

Domiciliary health service

In addition to the medical care referred to in the second report of the
Expert Committee on Organization of Medical Care,* it was important
to extend to the homes of the people certain promotive measures, including
environmental sanitation by the local health staff, to provide more
comprehensive care for the family as a whole.

A well-organized domiciliary service would undoubtedly supplement
the services of hospitals or polyclinics and enable them to play a more
efficient role in medical care. The patient should be seen in his own
environment on at least one occasion because a hospital or out-patient
department represents a mere fraction of his lifetime. The elements of
diagnosis or treatment associated with social and environmental conditions
could not properly be assessed unless the factors which were concomitants
of the patient’s daily life were seen. The work of the hospital and domici-
ciliary services should be closely integrated so that the one might be
complementary to the other, the available hospital beds be used to best
advantage, the work load of the hospitals and polyclinics reduced, and
patients more effectively followed up. The existence of efficient domiciliary
services would also help to bring to light patients needing hospital attention,
and would encourage earlier diagnosis and treatment.

From the financial point of view it had been found more economical
to care for certain types of patients at home rather than to have them
occupy hospital beds. This applied particularly to the aged and the chronic
sick.

Many of the services for improving environmental sanitation could
be effectively carried out in the homes by the domiciliary visits of the health
staff. As general environmental sanitation of a community was largely
dependent on the collective effort of the individual families, apart from
certain public sanitary facilities, the improvement of home sanitation
should be an important object of the domiciliary health service.

In addition to curative and environmental services, personal health
services should also be brought into the home. Health education could
be most effectively applied by doctors, nurses and other health personnel
in their home visits. Practical advice on sanitation, diet and nutrition
and personal hygiene could be given on the spot when domiciliary services
were being rendered. Childbirth, as a physiological event, could be under-
taken in the home, provided that housing conditions were reasonably
adequate. In the prospect or event of complications, hospital care should

1 Wwid Hith Org. techn. Rep. Ser., 1939, 176, 9
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be readily accessible. Apart from this, medical and nursing care could
be given before and after the birth of the child, and normal delivery
conducted at home in a family atmosphere. Child-care was best conducted
in the home, incidentally avoiding the risks of the child’s either acquiring
infection or being the means of introducing it elsewhere. Advice on diet
and nutrition, such as the choice and preparation of food and correction
of food habits, would be more effective if given to the housewife in her
own home and could be better linked with child feeding. In these personal
health services the general practitioners and the health officer should work
in close alliance. But the ideal would only be achieved when the general
practitioner devoted more of his time and attention to the prevention of
disease and promotion of health.

The role of general practitioners

The role of general practitioners in local health service was discussed par-
ticularly in view of the broadening scope of general medical practice referred
to on pages 16-17. It was essential for progress in the local health service
in many countries to enlist the active participation of general practitioners—
indeed, all members of the profession—in this work. It was encouraging
to note that in some countries general practitioners had already become
interested in public health work and some had taken an active part in
carrying out preventive services. But in many countries doctors engaged
in curative work either in government service or in private practice were
still isolated from the public health services, and conflict of interests between
the two branches of the profession frequently resulted. Greater efforts
should be made to bring the curative and public health elements of the
profession together to work effectively for the common cause, which was
the attainment of the highest possible level of health of the people whom
they were both serving. In order to achieve this aim, general medical
practitioners, either individually or collectively, should be given a better
understanding of the functions and objectives of a public health service.
The recent development in the establishment of the public health teaching
by the joint efforts of medical schools and national health administrations
was an interesting forward step, and it was hoped that this trend would
prevail and be expanded in the course of time.

Health service records

When health service records were designed in a simple way and utilized
by all health units and health authorities, they would serve as a useful
means of accounting for the work done and for planning further stages.
They would also serve as a valuable source of primary data for health
statistics, and as a practical means of integrating curative and preventive
services in local health units.
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Information was given on the system used in Czechoslovakia requiring
the community doctor to keep health service records, and of the one
followed in Puerto Rico of having records kept by various sections of
the health centre. Household folders were used to record data on preventive
and curative work and on the social conditions of the family. These were
then analysed by the central unit and the information was made available
to health officers, thus providing co-ordination between curative and
preventive activities.

If health service records were properly designed, they would enable
the local services to be used to better advantage. The present system of
record-keeping in some countries involved much unnecessary repetition
and if these were replaced by individual and family records on a card or
folder system the time taken to make the required entries would be no
more and probably less than at present. The value of a uniform system
of records was evident and also of centralized filing as a means of providing
the primary data from which summaries for monthly and annual records
could be compiled for use in assessment and evaluation of the services.

Health workers of all categories should know the value of record-
keeping so that they might be encouraged to do this systematically ; and
it would be useful to compile a manual giving simple instructions to health
workers on the methods of keeping records and indicating their value
in the planning and assessment of the services.

WHO had made plans to develop simple standardized forms for the
use of local health services, to select certain local health units in various
parts of the world, both urban and rural, and use them on a trial basis.
When this has been done a conference should be convened to consider
observations made on the record forms during the trial period, including
the time involved in recording and filing the data.

There should be more free interchange of information from records
between local health services and hospitals as this would lead to better
understanding of common problems ; it would create an atmosphere of
confidence in the value of local health records. Closer association between
medical and health personnel would promote confidence in one another’s
records.

Technical supervision and assistance

In order to assist effectively in raising the standard of local health
service, it was essential to make available at the intermediate and national
levels the services of specialists in both clinical medicine and public health.
The regionalization of hospitals was dealt with in the WHO Expert Com-
mittee report on the Role of Hospitals in Programmes of Community
Health Protection! This Committee considered that certain clinical

1 Wid Hlth Org. techn. Rep. Ser., 1957, 122, 17
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specialists could only be available for local health service when the hospital
was a part of the public health administrative system.

Other specialist services such as public health- laboratories, health
education, maternal and child health, dental health, nutrition and mental
health should be, as far as possible, designated to assist the local services.
From the technical standpoint the function of these specialist services
should be to facilitate the application of modern medical and public health
knowledge for the benefit of the people rather than being merely to super-
vise or issue instructions. The specialists, in associating themselves closely
with local health service, would be better able to understand the mani-
festations of a disease or a pathological condition in a person, when the
actual conditions of individual and community life were appreciated. In
many countries the existing specialized services at national or regional
level were not being offered to the local health administration. They
should be used freely for this purpose and also to carry out field investi-
gations in collaboration with local health officers. It was encouraging
to see that regionalization of medical and health services, either in whole
or in part, was already started in a number of countries. Further develop-
ment in this direction should be promoted, and attention was given to the
functions of higher health authorities listed in the second report of the
Expert Committee on Public Health Administration.®

Role of reference centres

The subject of reference centres was considered under two headings :

(a) The primary reference centre

The primary reference centre is the community laboratory of public
health, mentioned on page 13. Its main functions would be to deal with
questions referred to it by health officers in the course of their daily work.
Referrals may cover a wide variety of scientific problems relating, for
example, to the control of epidemics, statistical calculations, the application
of sera and vaccines, or the use of health records. Many of them would
require personal consultation between the health officer and the reference
centre staff, or visits of the latter to a particular area. In addition, the
primary reference centre would serve :

(1) as a teaching area in which a complete system of integrated health
service was effectively applied ;

(2) as a demonstration unit in which the full application of modern
medical and public health knowledge for the protection and promotion
of the health of the people could be achieved on a community basis ; and

1 Wid Hlth Org. techn. Rep. Ser., 1954, 83, 7
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(3) to carry out field research in public health, including experiments
in organization and administration. As public health deals with collective
phenomena, the study of community health requires experiments on a
broad basis.

To achieve these purposes the reference centres should cover a number
of local communities ; they should be of sufficient size to constitute a
district or region where specialist services could assist the local health
organization. There should also be sufficient well-trained medical and
health staff to carry out not only the routine functions but also teaching
and demonstration duties. For special research projects additional staff
might be needed.

The training of personnel was an important function of such a centre
and if adequately staffed and equipped it could, in addition to being a
teaching area for undergraduate and post-graduate students in public
health, organize in-service training courses for medical practitioners.
Schemes of this kind for public health teaching had already been started
in some countries, and these efforts should be strengthened to develop
them into the type of community reference centre referred to above.

The Committee recommended that the World Health Organization
consider the establishment of primary reference centres as a means of
strengthening national health administration.

(b) The national reference centre

On the threshold of the atomic age, advances in technology were
taking place at a bewildering speed. In medical science alone the necessary
equipment of diagnosis had become increasingly complex and costly, and
the demand for highly-trained technologists was outstripping the supply.
Similar considerations applied to the treatment of certain diseases and
surgical conditions, and it was no longer possible for a country to disperse
the modern equipment of science in the same way as X-ray apparatus,
for example, had been distributed a generation earlier. In the public
health service also, the cost and complexity of technical apparatus had
become so considerable that they demanded the provision of a national
reference centre. There were now many health services which could no
longer be spread locally, and this applied both to trained personnel and
to material equipment. The term ° national reference centre > in relation
to public health meant an institution at the national level which was staffed
and equipped to undertake research into problems arising in the field of
public health which are referred to the centre on account of their complexity,
cost and need for expert staff and equipment. Referrals of this kind might
come from the primary reference centres already described, from the health
authorities of the country, or from any institution or service below the
national level which might require assistance in solving public health
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problems. And finally, national reference centres might also be used to
assist in international studies and the assessment and solution of problems
that extended beyond national boundaries. In this way the experience
of one country might serve the needs of comparative national health and
so guide a number of other countries along similar lines.

In general, the national reference centre would be equipped and staffed
to deal with investigations which lay beyond the scope of primary reference
centres. Likewise, the staff of the national reference centre would, by
their experience, be able to form specialized teams for the study of excep-
tionally difficult health problems in the country, including epidemic
situations, dangers from radiation, and other public emergencies. In
addition, the specialists from the national reference centre would be able
to strengthen existing teams at the primary reference centres and render
special services such as elaborate statistical computations, epidemiological
studies, and field investigations of one kind and another. The centre
at the national level was obviously of outstanding value when it came
to research into comparative international problems, as it would form
the direct contact with national sources, even when it was desirable to
apportion the actual work among primary reference centres.

It was appreciated that the establishment of national reference centres
must be regarded as experimental in the first instance. The cost of building,
equipment and staffing would be very high, and progress would have to
be made in a tentative way, by a process of trial and error. In view of
the urgencies of the situation, however, it was agreed that no time should
be lost in putting forward a recommendation approving the establishment
of these national centres in the hope that several experiments might be
undertaken at the earliest possible date.

RESEARCH AND ASSESSMENT OF HEALTH SERVICES

Health indicators

The report of the Study Group on Measurement of Levels of Health!
was noted, and in particular, the use of the word *“ indicators ” as represent-
ing trends rather than “ indices ” which suggested a degree of precision
not yet attained in health data. Information on mortality rates was still a
useful indicator in many countries of the world and morbidity data should
furnish valuable evidence on levels of health. However, it was realized
that in countries where mortality rates have reached a low level, there was
a need for designing better indicators of the conditions of health of the

community.

Y Wid Hith Org. techn. Rep. Ser., 1957, 137
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In considering indicators of the efficacy of health services, it was
pointed out that the important thing was to measure the results of those
services on the health of the people rather than to measure the services
themselves. Although it was realized that the results of public health
work directed to promote health were difficult to measure, nevertheless
such data as incapacity for work due to illness, and average height and
weight of children, were useful indicators, as they had been employed by
some countries.

Since there was a great deal of interrelationship between the health
and socio-economic conditions of a community it was difficult, if not
impossible, to find precise or exclusive indicators for one aspect or the
other. The * proportional mortality rate” defined in the report of the
Study Group on Measurement of Levels of Health! as the number of
deaths at ages of 50 years and over as a percentage of total deaths, was
regarded as a useful indicator, and it had the advantage of being relatively
easily calculated in the less developed countries. Further studies should
be ‘carried out to explore the possibility of developing indicators on the
value of health work in saving life, increasing its duration and maintaining
health during the productive age period.

In preparing health indicators there were certain factors to be taken
into consideration : the standard of medical practice, the degree of * sickness
consciousness > of the community, as well as the existence or non-existence
of a sickness insurance system.

Methodology

The Committee considered the uses of sample surveys and field investi-
gations as a means of research and assessment of health services. It was
fully realized that what could be accomplished in this respect depended
to a large extent upon the stage of development and resources of the
community in which the methods were to be applied. The quality of
data obtainable, though dependent upon the proper design of question-
naires, was no doubt influenced to an even greater extent by the quality
of the personnel seeking the information and the cultural level of the
community. As a generalization, it was probably true to say that the
type of information required in an area where services were well developed
demanded a degree of accuracy and fullness of detail which would be
unattainable elsewhere. But it was precisely in this area that the resources
were most likely to be equal to the task. In less well-developed communities
the degree of accuracy of the information required to enable the situation
to be assessed was not so exacting. To take one example as an illustration,
a variation in the infant mortality rate of one or two per thousand in a

1 Wid Hlth Org. techn. Rep. Ser., 1957, 137, 11
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country where the figure was low would have considerable significance,
whereas in another country, to know that it was over 100 would be sufficient
in itself without anxiety about whether it was 110 or 120.

Recent experiences with sampling procedures in some countries suggested
that for some purposes large cross-sectional samples were not required
and that a continuous process of small sampling would give enough
information. This was important where the surveys were carried out, as
they should be, by the local field staff as part of their routine duties.

In regard to questionnaires, the design and complexity would naturally
vary with the information to be collected, but one point to be borne in
mind was that the ease or difficulty of obtaining a particular piece of
information and the time necessary to elicit it did not always bear a direct
relation to the complexity of the question itself. Information about illness
or financial matters might need considerable thought on the part of the
interviewer before it could be regarded as reliable. Work was being done
at present by WHO in collaboration with the United Nations in designing
questionnaires for sample surveys in connexion with studies on family levels
of living and the production of internationally comparable statistics. In
the meantime, health workers should exercise the utmost caution in
avoiding the pitfalls which might be encountered in making comparisons
between the results of surveys in different countries.

The use of properly designed service records (discussed on pages 20-21,
*“ Health service records ) would be another method of assessing local
health service.

There were probably other methods which could be devised in this
connexion, and research into this problem would be of considerable value.

Terms used in health work

The Committee stressed the value of studies on this subject, and
suggested that the Organization prepare lists of the terms commonly used
by different public health services together with an explanation of their
meaning. This would make them useful for comparative purposes. It
would also help the gradual evolution of a concept of world health and
facilitate mutual understanding and international collaboration in public
health work. As a preliminary step towards the standardization of the
terminology used in public health at various levels, it would serve a valuable
function.

Annual reports

The intrinsic value and wider uses of periodical national or community
health reports were not generally appreciated. Indeed, not all countries
produced these documents, possibly in some instances because of diffi-
culties of collecting and recording information. Where reports were
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available, however, they largely comprised statistical tables. Essential as
it might be to maintain records of vital statistics and of the operation of
health services in such form, their value was limited if they were not set
against a descriptive analytical account of what was happening in health
administration in the country or community.

That an annual report was a vital instrument in public health adminis-
tration needed emphasis. If properly conceived and used, it could satisfy
many requirements for the planning, operation and evaluation of efficient
health services. For example, an annual report could supply the following
needs of sound public health administration: to describe the state of
health of the community ; to guide the planning of health programmes ;
to maintain a record of the work of the health services, and to evaluate
the work done by them ; to account for expenditure incurred ; to assist
co-operation between health services in a country; to keep the people
informed of health matters and so to stimulate public interest and co-
operation ; to promote the interchange of information between countries ;
to help in international collaboration ; and, also, to assist research in
public health with the object of guiding future developments.

The Committee, having regard to this wide range of purpose, desired
to stress the importance and value of annual reports and to encourage
all national and local health administrations to recognize the invaluable
contribution which such reports have to make to efficient and economical
public health administration.

SUMMARY

In considering further steps toward assisting governments in the develop-
ment of local health service, the Committee first reviewed the six pilot
local health studies carried out by the Governments concerned. This
topic was linked with the report of the Study Group on Local Health
Service prepared in 1954. The Committee was of the unanimous opinion
that such studies might become a routine procedure in health administration,
and that they would serve as a means of self-appraisal of local health
service, and as a preliminary to the setting-up of community health reference
centres such as those referred to on pages 22-24.

The Committee considered factors affecting local health practice and
was of the opinion that an efficient local public administration was essential
for effective decentralization of health services. Various methods of
organizing community effort in public health work were discussed and it
was recommended that medical and health personnel should familiarize
themselves with the principles and techniques of health education of the
public and of community development. In view of the broadening concept
of modern medicine and the trend toward the establishment of integrated
health service in many countries, stress was laid on the importance of
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closer alliance between general medical practice and local health service,
and on public health training in schools of medicine, nursing, and allied
subjects. Many of the problems of urbanization arose from lack of adequate
co-ordination and planning in advance of the event, and it was essential
for the health authorities to be brought in at an early stage. The importance
of the interrelationship between health, social, and economic development
in a local area was emphasized, and the views expressed by the Executive
Board of the World Health Organization on this subject were endorsed.

Among the needs for further development in local health service, the
Committee drew attention to an adequate domiciliary health service not
only as a complement to the work of hospitals and polyclinics but also
as a further step toward bringing preventive and health promotive measures
into the homes. The role of general practitioners in local health service
was stressed and public health authorities were urged to exert a special
effort to make them familiar with its functions and to win their confidence
and support. Health service records, if properly designed and kept, were
considered to be a valuable source of data for morbidity and other statistics,
and the Committee was glad to note that measures had already been
initiated by WHO and a number of countries for the proper designing
and better use of such records. In order to improve the quality of local
health service it was considered that specialist services at intermediate
or national level should be available for technical assistance and super-
vision, and that their regional development should be encouraged. The
establishment of two types of reference centres was recommended : (a) the
community health reference centre for teaching, research and field studies ;
(b) the national centre equipped to carry out very specialized research
and to advise and strengthen the community centres. It was appreciated
that a good deal of experimentation would be required in this direction.

The Committee then dealt with research, and the assessment of health
services. It was agreed that, just as clinical medicine required the establish-
ment of scientific laboratories for both service and research purposes, so
the health department of a community ought to have the benefits of a
community health reference centre. It was felt that the health officer
should also have some scientific means of assessing the progress of the
services year by year, and this raised the important question of health
indicators. The method of health survey which had been used in the pilot
studies might provide some material for finding such indicators and should
be encouraged, though each authority would need to adapt it to suit local
conditions. In any event, the issue of an annual report by the local health
officer should be a routine administrative procedure, and if the terms used
in these reports could be explained in such a way as to achieve a common
understanding between the health services of different countries, it would
help to further the aim of WHO to achieve better international collaboration
in health work. :
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Annex 1
A SUGGESTED PROGRAMME OF LOCAL HEALTH 'STUDY *

1. The objective

Health is defined by the World Health Organization as “a state of
complete physical, mental and social well-being and not merely the absence
of disease or infirmity ”. The Organization considers ‘‘ the enjoyment of
the highest attainable standard of health as one of the fundamental rights
of every human being without distinction of race, religion, political belief,
economic or social condition ”.

It is also suggested in the preamble of the Constitution of the Organi-
zation that  Governments have a responsibility for the health of their
peoples which can be fulfilled only by the provision of adequate health
and social measures .

Health is attainable through organized community effort. This effort
for the attainment of health involves the performance of the following
five functions :

(1) the sanitation of the environment ;

(2) the control of communicable infections ;

(3) the education of the individual in personal hygiene ;

(4) the organization of medical and nursing services with special
emphasis on early diagnosis and treatment of disease, and

(5) the development of the social machinery to ensure everyone a
standard of living adequate for the maintenance of health.

Good administration of organized community effort for health requires
the application of the following principles :

(1) The maintenance of the highest possible level of health is dependent
upon the knowledge and technical consciousness of health requirements
of each individual member of the community.

(2) Since the state of “social well-being > depends not only on the
utilization of medical knowledge for the maintenance of health, but also
on an absence of poverty and ignorance, it is essential that public health
work must be properly co-ordinated with such other social and economic
functions as agriculture, industry, education, etc. This co-ordination is
best attained through a multi-purpose community organization.

* Extract from World Health Organization (1934) Report of the Study Group on
Local Health Service, Geneva (Unpublished working document MHO/PA /247.59)
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(3) The efficacy of a health service is determined by the extent to
which it is made available to and used by all members of the community,
and especially by the family.

(4) The effectiveness of health administration depends on the extent
to which activities within an area are integrated and developed to form
an organized system of decentralized health service within the social and
economic possibilities of the community.

(5) When a community collectively undertakes the responsibility of
protecting the health of its inhabitants the effort must be organized to
encourage initiative and active participation from the people and to direct
and administer the work systematically under one organization.

Following upon these considerations, the objective of the local health
study is to further the knowledge on optimal development of an effective
health service for raising the health levels of the people in local communities
in order to enable the Organization best to assist governments in developing
their local health services. The approach to this goal will be through the
co-ordination, encouragement and promotion of research or field investi-
gation, with a view : ‘

(1) to studying the measurement of health and factors affecting
community, family and individual health ;

(2) to eliciting methods of practical application of the guiding principles
enunciated above, and any others that might be evolved from the study;

(3) to working out measures for organizing integrated health service ;

(4) to determining how development in health can be most effectively
co-ordinated with social, cultural and economic developments ; and

(5) to discovering ways of assessing the efficacy of different types of
health services.

2. Outline of local health study

The group gave much consideration to the outline of local health
study proposed by the consultant. Each item in the outline was reviewed
and new points were suggested for inclusion. It was finally developed
into a fairly comprehensive questionnaire covering information not only

~on health but also on the general social and economic situation of the
area under study (see Appendix 1, page 33).

The items of inquiry in this outline are grouped under 10 headings,
i.e., (1) general background information; (2) present health services ;
(3) health personnel ; (4) financing and cost of health services ; (5) develop-
ment of health service since 19..; (6) general description of social and
economic changes since 19.. ; (7) changes in public education since 19.. ;
(8) statistical and other data; (9) adequacy and efficacy of the-health
service ; and, (10) other relevant information.
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Under the first four headings, the information is limited to the conditions
existing at the time when the study takes place. The background information
is essential in order to provide a general picture of the demographical,
cultural, social and economic situation of the area in which the health
status of the community is to be assessed. The items under the next four
headings are intended to collect the necessary information to indicate the
changes brought about during the last 20 years or more. The period is
to be extended back as far as the availability of information allows, in
order to reveal some of the social and economic changes which have taken
place in the community. The group considered that these changes, including
those in the educational level of the population, local customs and religious
beliefs, would certainly have an important effect on the health status of
the community. The last two headings were introduced into the outline
in order to ascertain any views of the health officer who carries out the
study, as well as those of members of the community.

Under each heading, an explanatory note is attached. The group felt
that while the outline seems comprehensive, it does not necessarily include
all possible items of inquiry under this study. The health officer who is
carrying out this study will have to use his knowledge and judgement in
collecting the necessary information. This outline is only to serve as a
guide. In certain areas some of the information indicated in this outline
may not be available, and the health officer will have to try to get what
is available and reliable.

3. Organization of the study

The pilot studies are necessary to permit actual application of the
outline of study and to experiment with methods of carrying out local
health studies in different areas. The reports from these pilot studies
should be carefully studied, and the information obtained should be
critically analysed.

~ After the result of the pilot studies has been found satisfactory in terms
of the objective of the study, Member governments should be notified
of the proposed programme of local health study and they should be
encouraged to carry out such similar studies in order to attain the optimal
development of local health service in their respective countries. The
Organization should be prepared to assist governments in undertaking
such studies.

It was thought desirable to select a number of areas with long-standing
local health service in different parts of the world to serve as the “ reference
centres » to carry out specific studies in local health service and its problems.
But after further discussion, it was felt advisable for the Organization
first to undertake three additional pilot studies in under-developed areas
and then consider the scheme of local health reference centres in different
parts of the world after negotiating with the governments concerned.
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It was suggested that the study should be carried out :

(1) in areas where there is a long-standing and continuous local health
service ; _

(2) by a competent staff of local health personnel under the direction
of an experienced health officer ; and

(3) in collaboration with a national or international consultant.

4. Family health study

It was generally agreed that, in order to find out if the health services
of an area reached down to the people and were used by them, some
investigation at the family level—described as a family health study—was
the best line of approach to pursue. A secondary purpose would be the
collection of information, statistical or otherwise, not available in a given
community. If necessary, sampling methods could be employed. Two
ways were open to the investigator. In the first place he could ascertain
the state of family health from individual medical check-up ; but that,
clearly, was an elaborate process even if sampling methods were adopted.
Secondly, there was the indirect or negative way of assessing health through
the incidence and nature of illness, incapacity for work, whether the sick
individual was confined to bed or not, what care was available and what
use was made of it, and other such criteria. Such an inquiry could be done
by staff from the local health service, such as the public health nurse or
health visitor, who have been specially trained for this purpose and have
the confidence of the people. The possibility of this procedure would
naturally vary with different localities, being obviously more difficult in
rural areas or in areas of staffing shortage, while it might also be expensive.
An example of high costs involved was given by reference to certain surveys
of long-term illness. where the cost of the undertakings was heavy. Never-
theless, the group crystallized its views in these terms :

(1) a family health study should be included in any local health study
projected in the future (an outline of such a study is contained in Appendix IT,
see page 40);

(2) the community should be educated to its importance and value ;

(3) it should be conducted by public health nurses, health visitors or
any such comparable type of personnel ;

(4) medical statistical advice should be obtained on methodology ;

(5) the aim should be to determine the efficacy of the local health
service, listing “met” and “ unmet > health needs ;

(6) the extent to which services are available and used by the family
should be covered, and

(7) this survey might be linked up with the work of the International
Labour Office in family living studies.
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5. Suggestions for evaluation of the study

After a study is made, the health officer should use his experience and
judgement in determining whether the information obtained by him in this
study is complete or representative of the conditions existing in the area.
The evaluation of a study could best be made in terms of the points
mentioned in the objective of this programme. The person who makes
the evaluation should examine the report in terms of the following specific
questions :

(1) Have any measures for attaining integrated health services been
discovered ?

(2) How has the development of health work in the area been effectively
co-ordinated with social, cultural and economic developments therein ?

(3) To what extent have some of the guiding principles enumerated
in the objective been applied in the area, and what are the other principles
elicited from this study?

(4) What are the important factors affecting family and individual
health, and what are the clear indications of measuring the progress of
health in the area?

(5) In what way has the efficacy of different types of health service
been demonstrated ?

Appendix I

OUTLINE OF LOCAL HEALTH STUDY

I. GENERAL BACKGROUND INFORMATION

A narrative note to describe the geographical characteristics of the area and the
existing living and working conditions of the people is desirable. The points listed
under this section are to serve as examples of the types of information which would help
to bring out the background of the area in which the health conditions of the communities
are to be studied.

1. General description of the area
(its geographic and climatic features, size, communications, general cleanliness and
sanitary conditions, its industries or farms, principal towns and number of villages,
with a sketch of the area)

2. The people
(total number, cultural anthropological features, religious beliefs, customs, food
and living habits, drug addictions, alcoholism, general educational level, number
and size of families, etc.)

3. General social and economic conditions
(housing conditions with regard to the types of construction, age of houses, location,
adequacy and sanitary conditions; the percentage of the population participating
in social security or insurance schemes, and type and extent of people receiving
benefits from social welfare services; kinds of foodstuffs produced in the area,
whether adequate for local consumption; community organizations, including
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village councils or committees or other organizations participated in by the inhabitants,
indicating whether the representatives to these organizations are elected by the
people or appointed by the government; recreation facilities ; public attitude to
health care and its participation, including information concerning the participation
of the population in health work such as ““local health committees ’, self-help in
the improvement of environmental sanitation work, etc.)

. Important problems of the area

(listing the most important ones and .indicating those affecting the health of the
community)

II. PRESENT HEALTH SERVICES

. Organization and administration—public, private and voluntary

(The different forms of health organization and the ways of administering all types
of health services listed below should be described, and the relationship between
the local health service and those at higher levels should be explained. If there are
several agencies carrying out health services in the area, all of them should be listed
and their functions described.)

Control of communicable diseases
(Describe the available service.)

. Laboratory services

(Describe the available service.)

Environmental sanitation

(1) Housing

(Describe the sanitary aspects and the service of periodical inspection.)
(2) Water supplies

(Describe the types available and adequacy in terms of quality and quantity.)
(3) Disposal of sewage and other waste

(Describe the types available and used by the people.)

(4) Public cleansing

(Describe the available service.)

(5) Vector control

(Describe the problems and the service available,)

Maternity and child health
(Describe the service and indicate to what extent it is used by the people.)

. School health

(Describe the' available service and extent of schools covered with health service,
and any special service for adolescents.)

. Occupational health

(Describe the available service.)

. Dental health

(Describe the available service.)

. Mental health

(Describe the available service.)

Domiciliary medical care
(Describe the available service, and the extent to which it is used by families or
individuals.)



11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22,

THIRD REPORT 35

Hospiral and other institutional provisions
(e.g., health centres, polyclinics, dispensaries, sanatoria, convalescent and rest
houses—describe the service available.)

Ambulance facilities

(Describe the available service.)

Accident prevention—firsr-aid

(Nature of service and the organization of first-aid stations.)
Public health nursing

(Describe the work carried out by public health nurses and the extent of their
services rendered to the population.)

Home nursing service

(Describe what is available, the extent of the service and by whom it is provided.)
Long-term illness service (including service for the care of chronic diseases)
(Describe what is available and the extent of service.)

Care of the aged

(Describe what is available.)

Health education of the public

(Describe the nature and extent of the service and indicate the staff performing it.)
Rehabilitation service

(Include the service for the care of disabled or crippled, and describe what is
available.)

Veterinary service

(Include animal housing, and describe the nature of the service and personnel
carrying it out.)

Food hygiene

(Describe what is available.)

Other health activities

(Give the types of activities not included in the above list, and the sponsoring agencies
and persons carrying out these activities.)

II. HEALTH PERSONNEL

(Only qualified personnel in each of the professional categories listed under items

1-9 inclusive, recognized under the existing national legislations, are considered. Sub-
professional auxiliary workers should be listed under item 11 ** Auxiliary personnel .
Items 10 and 12 refer to general staff not falling into the professional or subprofes-
sional categories listed. Item 13 is intended for special local indigenous practitioners
in the medical field.)

1.

2.

Doctors (1) Private practice, number
(2) Hospital service, number
(3) Specialists (types), number
(4) Public health service, number
Nurses (1) Hospital nursing, number (including and so indicating
the student nurses practising in the hospitals)
Home nursing, number
Public health nursing, number
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3. Midwives (1) Domiciliary service, number
(2) Hospital service, number
4. Dental personnel (1) Dentists, number

(2) Other types and number
5. Sanitary personnel (1) Engineers, number
(2) Sanitarians or sanitary inspectors, number
(3) Staff for water supplies, number
Staff for drainage, number
Staff for public cleansing, number
6. Social workers in (1) Hospital service, number
the health field (2) Community service, number
(This category includes ¢ medical social workers ” and * assistantes sociales *’.)
7. Pharmacists, number
8. Veterinarians, number
9. Laboratory staff, type and number
10. Staff for food and drugs control, types and number
11. Auxiliary personnel
(Include medical assistants, nursing aides, midwifery aides, any types of sanitary
aides and home helpers, or domiciliary aides, etc. ; indicate types and number for
each.)
12, Clerical and other staff, number
13. Indigenous medical personnel
(Include local indigenous doctors and * Dais »’, etc., who are actively engaged in
medical work ; indicate type and number for each.)

IV. FINANCING AND COST OF HEALTH SERVICES

1. Sources of funds for all types of health and medical services
(Indicate all sources financing the health and medical care services in the area,
including community, county or city, state or national sources, and voluntary
or private contributions ; both actual and percentage figures from separate sources
for the year the study takes place are to be indicated.) ’

2. Distribution of the total expenditure for health and medical care services
(Indicate the total expenditure for the year before the study takes place, with detailed
breakdowns of various activities to show the amount or percentage spent for
administrative, curative and preventive services; the cost of hospital service for
inhabitants from this area in hospitals not under the jurisdiction of the health
service of the area should be included.)

3. Per capita cost of health service, including medical care

V. DEVELOPMENT OF I—IEALTH SERVICES

(Indicate the changes which have taken place as far back as the information is
available. If possible the period should cover 15 or 20 years in order to be long enough
to indicate some of the changes to be recounted below. Whichever year is decided,
it must remain constant throughout sections V, VI and VII. For example, if the period
selected is from 1935 to date, this should be the period used throughout the two sub-
sequent sections.

The information required in sections V, VI and VII should be primarily concerning
the area. Any information relating to national policies or legislation which had some
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effect on the health conditions of the area may also be included. The health officer
who is carrying out this study should obtain clearance from his government on such
information.)

1.

I

W

General legislative changes affecting the local health service
Progress of services mentioned in section II (see page 34)
Increase in medical and public health personnel

Training of professional, medical and health personnel
Other developments

VI. GENERAL DESCRIPTION OF SOCIAL AND ECONOMIC CHANGES

. Agricultural development

(including size of holdings, information on land utilization, distribution of land
ownership, organization of co-operatives, and annual income of agricultural
workers)

. Industrial development

(figures on number and categories of employment in each type of industry, and
effective wages of the labourers, if available)

Changes in levels of living

(Indicate the noticeable changes in this period, and the yardsticks used for measuring
such changes.)

Development of housing projects

(Indicate by years the number and type of housing projects developed and the
percentage of population benefiting from them.)

Development of transportation and communications

Changes in food production, imports, exports, and consumption
Development in social security and social welfare

Any national disasters affecting health conditions of the area

Any other relevant information affecting way of living of the inhabitants
Relative expenditures of nation-building activities in percentage

Other changes

VII. CHANGES IN PUBLIC EDUCATION

. Progress in general educational system

(Indicate number and types of schools for elementary and secondary education
and such special schools as those for blind and deaf and other physical or mental
defectives.)

Adequacy and saniration of school premises

(Include the nature of the construction, number of rooms, playgrounds, water
supply for drinking purposes, and toilet facilities.)

Teaching of hygiene in schools for children and teachers

4. Percentage of school-age children attending schools

5. Adult education (*‘ mass education *, * fundamental education *’, and other forms

of literacy training)
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. Level of education of general public

(Indicate the percentage of illiteracy.)
Development of technical or vocational education

Changes, if any, in facilities for university and professional education
(Include information about such facilities available to students from the area.)

Development of social responsibility through education

(Include information on social educational efforts, such as citizenship training and
special training for community organization work.)

Other changes

VIII. STATISTICAL AND OTHER DATA

Vital and health data

Average for

1930-32 1938-39 1950-52

Population : number; age and sex
distribution . . . . . . . . . ..

Birth rate . . . . . . . . . . . ..
Fertility rate (if available) . . . . . .
General death rate . . . . . : . . .

Infant mortality rate . . . . . . . .
(if possible, also rate from birth to
one month, and one month to one

YEAr) . v v . e e e e e e e
Tuberculosis death rate . . . . . . .

Death rates from other important
diseases . . . . . . . . . . . ..

Ten principal causes of mortality. . .
Ten principal causes of morbidity . .
Other morbidity rates as available . .
Incidence of communicable disease . .

Any major outbreaks of epidemié discase

Life expectancy at birth

(If not available for the areas, use the national figure, and indicate the year
for which the figure is computed.)
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(If possible, the figures for the three periods should be given. If figures for 1930-32
are not available, only include what is available ; if figures prior to 1930-32 are
available, they should also be included.

Under *“ Ten principal causes of mortality > and “ Ten principal causes of
morbidity > should be mentioned the diseases which appear to be the 10 principal
causes in each of the three periods indicated.

It is nor the intention to follow the 10 principal causes in 1930-32 through the
three periods.

Under ‘“ Other morbidity rates as available ”, it is expected to include any
morbidity data available for the area, including the statistics of hospital cases.

Under ¢ Incidence of communicable diseases’”, a table showing the cases
reported during a period of years where statistics are available is desirable. Venereal
diseases should be included.)

2. Other data

(1) Any recorded changes in growth and development of children

(2) Nutritional status of population and any recorded changes

(3) Any changes in dierary habits of infants, nursing mothers and adults

(4) Any changes in housing and other family living conditions
(Include information of changes in size of families, crowding, and general
hygienic conditions of living.)

(5) Any records of absenteeism from school and work

(6) Any customs or habits inhibiting health progress

(7) Any health trends as indicated in hospital records .
(Include information on any studies concerning the changes of types and number

of hospital patients from this area and their days of bed-occupancy in the
hospitals.)

IX. ADEQUACY AND EFFICACY OF THE HEALTH SERVICE

(The information under this section is to be supplied by the health officer after the
study is completed, as his personal observation concerning the adequacy and efficacy
of the health service in the area.)

1. Is the service considered adequate from the standpoint of :
(1) finance;
(2) personnel; and
(3) organization and administration ?

2. Is there a plan for correcring inadequacies, if any ?

3. Is the service effectively used by families and individuals ; if not, what are the parts
of the service not effectively used, and why ? What would you suggest to improve
these inadequacies ?

X. OTHER RELEVANT INFORMATION

Under this heading it is expected that the health officer should search for any other
types of information concerning the area which, to his mind, would help the knowledge
of the health conditions or the changes of health conditions of the area. He should
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also express his views as to whether the health conditions and the health service of this
area are representative of any other areas in his country, or are higher or lower. If any
publications of other health studies concerning the people in the area or in similar areas
are available, references for such publications should be listed, and reprints, if possible,
should be attached to the report.

Appendix II

OUTLINE OF FAMILY HEALTH SURVEY

The following is a list of items on which information is required for individual
families in order to study health conditions, considering the family as a unit of study
with proper regard to its socio-economic status, as well as to ascertain the extent to
which it benefits from medical and public health services. It is recognized that the
inclusion of various items on which information may have to be collected will depend
on the nature of the area and the population selected for this study. For this reason,
only a general outline of the scope of the study is indicated in the following list. A
suitable questionnaire to collect the information with a view to facilitating subsequent
tabulation and statistical analysis will be drawn up only after consultation with the
health officer of the area and with other technical personnel who may be available to
undertake this survey. It is assumed that information will be collected by house-to-house
visits by health staff, who will need preliminary training in regard to the eliciting of
information in accordance with definitions and classifications that will have to be set
up when the final questionnaire is prepared.

A good deal of information could be collected at the first visit to the family. But
in order to study the incidence of disease, disability, changes in the dietary, and the
local health services utilized by the family from time to time, periodic visits at intervals
of about two to three months may have to be arranged, thus covering a period of about
one year for the survey. Although in a small population group all families may be
surveyed, it is possible that suitable sampling methods may have to be devised to cover
large populations with the limited staff and facilities available to the health officer. The
findings of the survey will, of course, be collated with reports on health and socio-
economic conditions, etc., that may have been prepared in the past.

1. Identification of the family
Name of the head of the family and the main occupation of the chief earning member ;
Location of the family—house number, street, village or town ;
Family number if available ;
Name of surveyor ;
Length of interval between visits.

2. Family composition

By age, sex, occupation, ownership of property, unemployment and its duration,
relation of individual members to head of family ;

Their educational status ;

Disabilities (details regarding nature of disability, cause, duration, medical attention
or rehabilitation services received).

3. Vital statistics

Pregnancies, abortions or still births, live births, foetal deaths, antenatal, natal and
post-natal care received, complications at pregnancy ;
Deaths by age, sex, and cause; medical attention utilized.
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4. Record of illness

Ilinesses at the time of the survey and during the previous one- or two-month period
of each visit, classified by age, sex, cause, etc.

5. Utilization of medical and health services by the family

Visits to the family by medical and health staff of different categories ;

Immunizations, etc. ;

Attendance of family members at public health clinics of various types, laboratory
tests and diagnosis, hospital care, nursing, pharmacy ;

Medical and nursing attention, cost, and absence from work.

6. Diet and nutririon

Main food habits—types of food consumed, if possible amounts of important foods ;

Infant feeding, including duration of breast feeding ;

Availability of “ protective ”” foods : milk and milk products, meat, fish, eggs, fresh
vegetables and fresh fruit;

Kitchen facilities ;

Consumption of alcohol ;

General impression of nutritional status of members of the family, and any deficiency
diseases ;

Any guidance received, and from where.

7. Housing

Type of house occupied, with facilities for cooking, toilet, washing, heating, lighting
and ventilation, water supply. sewage, waste disposal;

Prevalence of insects, rats, etc.;

Overcrowding, number of rooms, ownership ;

Place for domestic animals, cattle, etc.

8. Economic level

Estimated amount and sources of annual income from land, labour, handicraft or
other home enterprises ; expenditures on food, housing, clothing, medical and health
services, etc. ;

Social insurance, savings, indebtedness, etc.

9. Social security and social problems

Participation in social security schemes, health insurance, social welfare services,
or other financial help ;

Participation in religious and other social activities, recreation clubs or other leisure-
time activities.

10. Participation in health work

Public bodies ;

Voluntary (private) health activities ;

Any form of health activity, such as eradication of disease vectors, rats, control
of nuisances, health education, etc.

11. Other observations and general impressions

Note: In some inquiries it mayv be necessary to consider a household as a
family unit.
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Amnex 2

A SUMMARY DESCRIPTION OF SIX AREAS IN WHICH
PILOT LOCAL HEALTH STUDIES HAVE BEEN CARRIED OUT

1. Ramanagaram Health Training Area, Mysore, India

The area comprises a population of 80 000 in 68 villages and 66 hamlets
spread over an area of 113 square miles (293 km?). The climate is sub-
tropical and the area is one of the most fertile in Mysore State. The majority
of the population are Hindus and the chief occupation is growing food
crops. Silk-worm rearing and silk-spinning in the cottages are the main
industries. Literacy is in the region of 36%; for males and 169 for females ;
59% of children between six and 15 years attend school. The houses are
of mud with tiled or thatched roofs, and tend to be overcrowded.

All the health services in Ramanagaram—therapeutic, preventive and
environmental, with the exception of malaria control and BCG vaccination
—are provided through the Health Training Centre which was started by
the Government in 1936 as a model for studying methods, personnel and
budgets and to serve as a field training centre. The services include the
control of communicable disease, laboratory services, environmental
sanitation, maternal and child health, school health, food hygiene and
health education. The curative services are at present confined to out-
patient attendance. A maternity hospital is provided and there are eight
health sub-centres in different parts of the area. There are no domiciliary
medical or nursing services except midwifery.

Social security and health insurance schemes have not been developed.

The staff of the Health Centre includes two graduate and three licentiate
physicians ; one nursing supervisor ; five public health nurses and one sick
nurse; 26 midwives; 11 health inspectors; five pharmacists; and three
staff for water supplies. There are also seven general practitioners in private
practice in the area, of whom one is a graduate and six are licentiates.
A community development and national extension service aims at the
encouragement of community effort in the villages, to raise the standard
of living of the people. This is to be achieved by increasing the production
of food and consumer goods, improving housing and sanitary conditions,
and stimulating cultural and recreational activities. Government funds are
allocated to assist in this project.

It is clear from the report that considerable progress is being made,
in spite of many difficulties, to improve the conditions in the area. As
a result of vaccination, smallpox has ceased to be a problem. Plague in



