EDITORIAL

Reflecting back on Alma Ata Declaration:
Primary Health Care Implementation

Models, Impacts, Challenges and Lessons Learned in Ethiopia
(Based on a presentation on a panel discussion of the 29th Annual Conference of EPHA)

Yayehyirad Kitaw

The Primary Health Care (PHC) idea might be
traced back to 1920 although Alma-Ata
Conference of 1978 put it firmly on the global

agenda (1). The Alma-Ata Conference
reaffirmed commitment to health as a
fundamental human right and universally

accessible and affordable comprehensive health
care that does not neglect the poor through
community participation and self-reliance (1-5).

The PHC approach was not conceived as a
‘one-fits-all’ approach. It is adaptable to
contexts as long as the basic tenets of essential
health care are based on practical, scientifically
sound, and socially acceptable method and
technology (2).

The Alma Ata PHC was premised on the key
ideas of: appropriate technology — a medical
technology relevant to the needs of the people,
scientifically sound, and financially feasible;
opposition to medical elitism - disapproval of the
overspecialization of health personnel and of
top-down/vertical health campaigns; and health
as a tool for socioeconomic development - health work
not as an isolated and short-lived intervention
but as part of a process of improving living
conditions.

It also advocated key reforms such as uniersal
coverage  that ensures health systems to
contribute to health equity, social justice and
the end of exclusion; service delivery reforms that
re-organize health services around people’s
needs and expectations; public policy reforms that
secure healthier communities; and /eadership
reforms that replace disproportionate reliance on
command and control or laissez-faire
disengagement of the state (2,7,8).

The (comprehensive) PHC approach faced
challenges when UNICEF, one of its major
promoters along with the WHO, rapidly
retuned to selective PHC purportedly due to

the costs of integrated strategy. The debt crises
of the 1980s and the rise of structural
adjustment policies that emphasized public
sector restraint and market-driven reforms
reinforced this shift by UNICEF. The surge in
the 1990s and 2000s to disease-specific global
health initiatives has also reinforced vertical
interventions at the cost of PHC (6).

In addition, due to difficulty of circumscribing
the various global, society, community, inter-
personal  and  social and  individual
determinants(2,5,7, 9,10), PHC has not set
specific targets beyond aspirations such as
Health for All (HFA) by the year 2000 (2),
Universal Health Coverage (UHC) of 1 billion
more people or HFA by 2030 (11). Some
attempts to set more precise goals such as
devoting 5% of GDP to health; over 90% of
newborn weighing 2500 g; infant mortality rate
of less than50 per 1000 live births; life
expectancy at birth of over 60 years; and local
health care units with at least 20 essential drugs
(8)-seemed to have had an inadequate
following-up. It is in these contexts that PHC
models in Ethiopia over the years should be
examined.

Ethiopia is a large country (total area of 1.1
x10° km?) with a largely young (45% under 15
years and rural (84%) population of over 100
million. The country is highly diverse with over
80 cultural groups (12). It is characterized by
rugged terrain, urban, pastoralist and agrarian
economy. Ethiopian governments of the
different times after Alma Ata are reputed for
adopting a comprehensive, integrated and
centrally coordinated approach to health care
with reform programs and radical/paradigm
shifts attributed to donors (12-14). Under such
circumstances, several PHC models have
evolved including various abrupt changes in
PHC delivery facilities and human resources.
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During the Basic Health Services period in
Ethiopia (circa 1950- 1974) principles that
foreshadowed the PHC approach were
advocated. Emphasis was on expansion of
generalized and decentralized health services
through Health Stations, Health Centers, etc.
staffed by health workers that worked in teams.
The health workers were expected to educate
the population, undertake mass treatment at
community and family levels and coordinate
their efforts with other social services,
administrative services and services by spiritual
leaders (15). However, vertical programs such
as Malaria Eradication Service, Smallpox
Eradication Program etc. vied for the limited
resources of the health care sector (12,10).

Community involvement and coordinated
endeavors in development activities for
improved health service delivery and gradual
integration of special programs and specialized
institutions with the general health service
system were promoted during the PHC period
(1974-1991) (17). In addition, community
health services were delivered with affordable
costs in the same period. However, inter-
sectoral  collaboration  and  community
mobilization remained to be among the major
challenges (12,18).

Post-military regime Health Sector
Development Program (1991-2015) proclaimed
Democratization and decentralization of the bhealth
service  system. 'The  program  focused on
developing:  integrated  health  services,
preventive and promotive components of
health care, and an equitable and acceptable
standard of health service system that will reach
all segments of the population within the limits
of resources. Such focus could be implemented
within the rubric of Health Extension Program
(HEP) (19). However, a large number of global
programs such as GAFTAM, GAVI, PEI, etc.
detracted, to some extent, from the PHC
approach (12,20).

All these movements have clearly impacted on
health in Ethiopia. Evidence shows that Heath
Access and Quality Index has increased from
23 in 1990 to 44 in 2015 but this remains low
compared to 91 for Norway and 48 for Kenya
in 2015 (21). People are healthier, wealthier and
live longer with the mortality rate of the under-
five dropping from 205 per 1000 live births in

1990 to 59 in 2015 compared to 49 and 3 for
Kenya and Norway respectively. Maternal
Mortality Ratio dropped from 1250 per 1000
live births in 1990 to 353 compared to 570 and
5 for Kenya and Norway respectively in 2015
(22,23).Yet, there were major challenges related
to unequal development between and within
countries and an aging-population and ill-
managed urbanization and globalization. This
implies that what was envisioned through PHC
remains unfulfilled still in much of the world
and Ethiopia has a long way yet to go (24). The
major lessons gained in the course of the last
four decades in the implementation of PHC are
that there is no ‘one-fits-all’ solution to health
care. However, PHC that ‘fits-for-purpose’
could be guaranteed by ‘health in all policies’
and strengthening evidence-based consideration
of internal and external pressures and
technological changes.

During the different regimes in the country -
Basic Health Services (the Imperial era), PHC
(Military  government) and Health Sector
Development Program (the current
government), PHC has suffered from heavy
emphasis on central, top-down approaches.
Such urban focused curative and technocratic
health care systems failed to consider cultural
diversity, specific disease ecology, the use of
appropriate strategies, and genuine participation
of communities (25).

In a nutshell, health in general and public health
in particular is eminently ‘politics’ and political
commitment is the key to achieving the goals of
PHC. However, it is critical to guard against the
tendency to depoliticize or to unduly use it to
control lives of citizens (4, 51, 52). It therefore
seems appropriate to conclude with words of
Martin Luther King “Of all the forms of
inequality, injustice in health care is the most
shocking and inhumane” and the implicit
promises of world leaders as stated by Prime
Minister Hailemariam Dessalegn “An emerging
consensus among global health leaders is that
building stronger health delivery systems, with
particular  emphasis on community-based
primary health care, will be required in the
future.” (20).
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